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Executive Summary
Consensus has emerged among leaders in both the 
public and private sectors that Health Information 
Technology (HIT) and Health Information Exchange 
(HIE) play a key role in addressing the mounting 
challenges facing our nation’s health care system.  
The Institute of Medicine (IOM), some of the nation’s 
largest employers, provider and physician groups, 
members of Congress, nearly every federal government 
health care agency, a growing group of governors, 
and President Bush all have called for investment in 
electronic health records and HIT. 

Despite evidence that information technology improves 
the quality, safety and efficiency of patient care, our 
nation’s health care industry lags far behind other 
industries in information technology (IT) investments.  
The reasons for this lag consist of: 

• a lack of standards adoption necessary to create 
interoperability across systems;

• complex organizational and clinical process 
change requirements; 

• privacy and confidentiality concerns; and 
• the lack of financial incentives for using HIT.  

Interoperability is one of the most difficult problems 
facing the creation of a national IT infrastructure for 
exchanging health data.  Among current IT investments, 
interoperability is a 21st-century health care system 
requirement that can transform the current health care 
system by decreasing health delivery costs; ensuring 
that patients have access to the highest quality, most 
efficient, and safest care; and ensuring that providers 
have access to a longitudinal electronic health record.  
And in light of recent natural disasters and bioterrorist 
events, the need for interoperability has become 
heightened to ensure that systems can communicate 
with emergency workers during disasters.    

National health care leaders in both the public and 
private sectors are beginning to tackle these barriers 
through a growing number of diverse initiatives at 
the federal, state and local levels.  At the local level, 
over 100 nascent or operating health information 
organizations or initiatives in nearly every state of 
the nation are emerging to tackle a wide range of 
issues.  Many projects are focused on developing a 
health information infrastructure to deliver clinical 

results and information to practicing clinicians 
and other providers at the point of care.  Others are 
seeking to facilitate patient-provider communication, 
eligibility and enrollment checking, and the use of 
data for reminders or consultations.  The key themes 
heard throughout the country are the need for national 
standards, the need for interoperability, the need for 
incentives to adopt HIT, and the need for private-
public sector collaboration.  

The interest of Ohio’s leaders in HIT and HIE is 
reflected in various local HIT and exchange efforts 
across the state.  There have been various sponsors of 
HIT and exchange conferences held throughout the 
state to inform and raise awareness of participants about 
national and local HIT efforts, provide opportunities 
for networking, and inspire state champions to become 
advocates for health care transformation by HIT.  Ohio 
is home to nationally-recognized and award-winning 
HIT initiatives within large hospital systems and 
academic settings, as well as HIE initiatives.   

Interviews with over thirty Ohio state leaders confirm 
that HIT is increasingly viewed as an important tool 
to address the health care challenges facing the state. 
High health care costs and the need to improve quality 
outcomes are contributing to a sense of urgency in 
Ohio and many health care leaders see a window of 
opportunity to seek real and needed change in Ohio’s 
health care system.  Yet, most believe that the issue has 
yet to mature as a policy priority in the state.  Interview 
participants viewed financing as the main barrier to 
progress demonstrated by a low HIT adoption rate 
for physician offices.  Competition is also a common 
concern, and some are skeptical that competitive 
market forces will allow broad scale opportunities for 
HIE.  Rural health care delivery is also a challenge 
to “wire,” but some expressed that rural environments 
may have less organizational obstacles and should 
be the priority.  Overall, the leaders interviewed are 
willing to participate in efforts to establish information 
exchange organizations within their local communities.  
Most express a desire to communicate across regional 
projects, as appropriate, and to devise a broader vision 
for HIT adoption and HIE in Ohio.  

In the coming months, as Ohio witnesses the continued 
evolution of national events, as well as developments 
within the state, it is important to begin to lay a 
foundation to enhance HIT adoption and the creation 
of HIE initiatives.  The pressures on the system are 
inevitably going to force change.  The 2005 Ohio 
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Health Information Symposium on October 17, 2005, 
in Columbus, Ohio, involves multiple and diverse 
health care leaders and stakeholders in Ohio.  The 
symposium presents a timely opportunity to begin to 
develop a shared vision and plan for addressing health 
care challenges through information technology and 
health information networks to improve access and 
health care delivery for the people of Ohio.        

I. Understanding the 
National Agenda 

A. Background

There is enormous momentum around Health 
Information Technology (HIT) and Health Information 
Exchange (HIE) at the national and local levels.  
Leading authorities such as the Institute of Medicine 
(IOM), some of the nation’s largest employers, provider 
and physician groups across the country, members 
of Congress and nearly every federal government 
health care agency have called for investment in 
electronic health information systems deployment.  
Even President Bush, during an address in April 2004, 
declared that every American would have an electronic 
health record within ten years.1 

Toward this end, the President created a new sub-
Cabinet Level post: the National Coordinator for 
Health Information Technology, reporting to the 
Secretary of the Department of Health and Human 
Services (DHHS).  Recently, Secretary Mike Leavitt 
announced plans to work with hospitals, physician 
practices, insurance companies and vendors through a 
federally-charted, private-public collaboration called 
the American Health Information Community.  The 
Community will provide recommendations to DHHS 
on how to make health records interoperable and 
assure that the privacy and security of those records 
are protected.  Natural disasters, such as recent 
hurricanes Katrina and Rita, raise the requirement for 
interoperability of HIT to allow the transition from 
a paper-based approach to an electronic one; that is, 
one that allows for “better care at lower cost, fewer 
medical mistakes, and less hassle.”2

B. The Case for Change: 
America’s Health Care Crisis

To understand HIT’s potential for transforming our 
health care system, consider the following: U.S. 
health care spending rose 7.7 percent to $1.68 trillion 
in 2003, and the Centers for Medicare and Medicaid 
Services (CMS) reports that domestic health care 
spending in 2004 totaled about $1.8 trillion, and will 
continue to grow faster than the economy.3-4  In 2011, 
the first group of baby boomers will reach the age of 
65, marking the beginning of 77 million baby boomers 
approaching a time when they will consume a large 
portion of our health care resources.5

The crisis is already impacting the nature and 
composition of the health care provider workforce.  
Escalating insurance premiums due to malpractice 
rates, as well as the increasing challenges of an overly 
complex health care system are causing many clinicians 
to leave medical practice altogether.  The United States 
is in the midst of a nursing shortage that is expected 
to intensify.  According to the U.S. Bureau of Labor 
Statistics, more than one million new and replacement 
nurses will be needed by 2012.6  In a July 2002 report 
by the Health Resources and Services Administration 
(HRSA), thirty states were estimated to have shortages 
of registered nurses in the year 2000. The shortage is 
projected to worsen over the next two decades with 44 
states, plus the District of Columbia, expected to have 
registered nurse shortages by the year 2020.7

Access problems, already made difficult by the 
complexity of the health care system, are further 
complicated for those lacking appropriate health care 
coverage. Today, 15.8 percent of the U.S. population 
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is uninsured,8 leaving close to 44 million Americans 
without financial coverage for major medical 
emergencies and/or access to needed medical care on 
an ongoing basis. 

Concern about medical errors is prevalent.  Studies 
sponsored by the Agency for Healthcare Research 
Quality (AHRQ), and reports by institutions such as 
the IOM and other highly regarded organizations show 
patient safety is also among the top health care system 
challenges.  Adverse events occur in up to 3.7 percent 
of hospitalizations, with up to 13.6 percent of those 
hospitalizations leading to death.9   Similar statistics 
are found in the outpatient environment, where one 
study revealed that adverse drug events occur in 5 
to 18 percent of ambulatory patients.10  Forty-seven 
percent of patients surveyed in 2000 by AHRQ and the 
Kaiser Family Foundation said they were concerned 
about experiencing a medical error.  Further, a 2001 
Robert Wood Johnson survey found that 95 percent of 
doctors, 89 percent of nurses and 82 percent of health 
care executives reported serious medical errors.

While there are many opportunities to improve care 
through the use of clinical guidelines and decision 
support, currently very few health care providers 
utilize the available resources. According to a 2003 
New England Journal of Medicine report, documenting 
the appropriate treatment for 7,528 adults revealed that 
American adults, on average, receive only a little more 
than half (54.9 percent) of the health care measures 
recommended for their conditions.11  Bringing clinical 
knowledge and information about the patient to the 
point of care through HIT will help to close the gap 
between what the evidence tells us in accordance 
with guidelines and treatment protocols, and the 
care, interventions, and procedures that are actually 
delivered. 

As if these challenges are not enough, the U.S. 
health care delivery system is now confronted by the 
prospect of a public health crisis once unthinkable. 
Recent threats, including those related to severe acute 
respiratory syndrome (SARS) and West Nile Virus, as 
well as the ongoing threat of bioterrorism and natural 
disasters, underscore the vital significance of disease 
surveillance and interoperability in protecting the 
public from natural and unnatural outbreaks. 

Harnessing HIT for Better Patient 
Care 

Today, the United States is at an important crossroads 
regarding the management and delivery of health care.  
The evidence is clear and compelling: the way care 
has been delivered in the past does not fit the health 
care environment today. We must become more 
efficient, more effective, and more creative in our 
thinking. It is here that HIT holds enormous potential 
for improvement.

The U.S. health care system, representing approximately 
$1.68 trillion or 15.3 percent of the nation’s gross 
domestic product,12 is highly fragmented. Information 
abounds but is stored in a variety of formats (often paper-
based), leaving vital pieces of a patient’s history, for 
example, inaccessible.  It is widely recognized that there 
are industry-wide productivity losses resulting from the 
inefficiencies of the system.  Each health care entity, 
public and private—including clinicians, hospitals, 
insurers, and researchers—gathers and holds its own 
information, most often in paper form. In an electronic 
information age when vital data can be transferred 
electronically at nearly the speed of light, only a fraction 
of health care data is accessed and transferred digitally. 
More than 90 percent of the estimated 30 billion health 
care transactions in the United States each year are still 
conducted by phone, fax or mail.13  

The absence of readily available, comprehensive, 
patient-centric health information and access to clinical 
knowledge negatively affects health care at every level.  
Research shows that physicians spend an estimated 20 
to 30 percent of their time searching and organizing 
information.14  Alarmingly, 10 to 81 percent of the time, 
physicians do not find the patient information they 
need in a paper-based medical record.15  As a result, it 
is estimated that 20 percent of lab and x-ray tests are 
duplicated because prior results are unavailable, and 
that 1 in 7 hospitalizations occur because prior patient 
information is not available.16  This lack of information 
undoubtedly contributes to the nearly 30 percent of 
health care spending in the United States (up to $300 
billion each year) that is for treatments that may not 
improve health status, may be redundant, or may be 
inappropriate for the patient’s condition.17  

An expanding body of research points to HIT’s potential 
for reducing the inefficient use of resources.18  For 
example, one study indicates that the use of ambulatory 
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electronic health records (EHRs) can produce a savings 
of $78 billion to $112 billion annually.19  Such cost 
reductions are realized because duplicative procedures 
are avoided, staff productivity is increased, medical 
information is conveyed more efficiently, and medical 
claims are processed more efficiently. 

Utilization of Computerized Physician Order Entry 
(CPOE) is another case in point. According to study 
by the Center for Information Technology Leadership 
(CITL), full adoption of CPOE in the ambulatory setting 
can generate an annual savings of $44 billion in reduced 
medication, radiology, laboratory, and hospitalization 
expenditures.20  Another CITL study indicates that 
standardized health care information exchange among 
health care IT systems could deliver national savings 
of $86.8 billion annually after full implementation and 
could result in significant direct financial benefits for 
providers and other stakeholders.21

The CITL CPOE data also showed that more than 
two million adverse drug events and 190,000 
hospitalizations per year could be prevented using 
IT.22  Similarly, evidence from a Brigham & Women’s 
Hospital study concluded that use of CPOE could 
reduce error rates by 55 percent, from 10.7 to 4.9 
per 1,000 patient days.23  Yet another study, this one 
conducted by Kaiser Permanente, found that when 
physicians used a CPOE system in treating intensive 
care patients, incidents of allergic drug reactions and 
excessive drug dosages dropped by 75 percent. The 
study also showed that the average time spent in the 
intensive care unit dropped from 4.9 days to 2.7 days, 
reducing costs by 25 percent.24

There has been a large amount of research focused on the 
benefits of HIT. However, cost models for HIT use and 
implementation for both regional and national health 

information networks have been lacking.  Recently, a 
National Health Information Network (NHIN) report 
(authored by an expert panel of nationally renowned 
health care experts) gives important insight into broad 
functionality and interoperability costs.  This study, 
published in the Annals of Internal Medicine, reported 
that achieving an NHIN would cost $156 billion in 
capital investment over 5 years and $48 billion in 
annual operating costs.25  It is particularly important 
because it is the first study of its kind to break down 
NHIN costs into the subcategories of capital costs, 
functionalities, and interoperability.  In addition, it 
offers tangible numbers on the capital, operating and 
interoperability costs that accrue to each health care 
stakeholder. Report findings will inform the evolving 
federal debate on financing and incentives and cost/
benefit models.  It also suggests that the debate over 
HIT legislation and funding must reach a new level of 
sophistication to be relevant.

Health Care IT Investment: Playing 
Catch-up

Despite evidence that IT improves the quality, safety 
and efficiency of patient care, the health care industry 
lags far behind other industries in IT investments.  
For example, while IT investment claimed 6.5 to 
11.1 percent of revenues in the consumer services, 
insurance and financial industries in 2002, only 2.2 
percent of health care industry revenues were spent on 
information technology in the same year.  However, 
HIT expenditures are expected to grow over the next 
several years.  Growth estimates vary from 5 to 18 
percent per year.26

 The low adoption rates are also seen in planned health 
care spending. For example, 40 percent of health care 
organizations surveyed planned to spend 1.5 percent 
or less of their total operating budgets on IT, and 36 
percent set spending at 2 to 4 percent.27  In comparison, 
the average IT investment for other industries is 8.5 
percent.28  On the individual practitioner level, only 
5 to 10 percent of physicians use electronic medical 
records in their practices.  A similar finding emerges 
from studies about use of electronic prescriptions. 
Here the research shows that less than 5 percent 
of U.S. physicians currently “write” prescriptions 
electronically.29
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At the facility level, while 13 to 15 percent of hospitals 
have implemented some form of CPOE, physicians 
in the organizations entered less than 25 percent of 
their orders using the system.30 Here, however, some 
progress is being made.  According to a recent survey 
by the American Hospital Association (AHA), major 
health providers are beginning to make significant 
investments in EHR.  AHA’s 2004 survey found that 
in 2004, 64 percent of hospitals had a patient’s current 
medical record (observations, orders, progress notes) 
—one of the four components of an EHR—compared 
with 24 percent in 2000.

C. Strategies Underway to 
Address Barriers to Health 
Information Technology Adoption 

National health care leaders in both the public and 
private sectors are beginning to tackle a number of 
barriers to HIT adoption.  Those barriers include the 
lack of standards necessary to create interoperable 
systems; the organizational and clinical process change 
required in provider institutions and clinician offices; 
and the lack of financial incentives for HIT. 

Standards

Standards play a critical role in achieving interoperability 
across siloed electronic applications within our health 
care system.  Public-private sector collaboratives such 
as the Markle Foundation’s Connecting for Health 
Initiative and federal agency-led initiatives such as 
the Consolidated Health Informatics initiative have 
made considerable progress in developing consensus 
and driving the adoption of such standards. To further 
standards adoption, Health and Human Services 
Secretary Mike Leavitt announced the formation of a 
national collaboration, the American Health Information 
Community (AHIC), which will help nationwide 
transition to electronic health records – including common 
standards and interoperability.  Additionally, some of the 
nation’s larger public and private sector purchasers are 
beginning to build requirements for standards into their 
incentive programs and contracts. Also, private sector 
organizations such as the Certification Commission 
for Healthcare Information Technology have emerged 
to begin development of processes for certification of 
products by such standards. 

Organizational/Clinical Process 
Change

A number of initiatives are now underway that are 
designed to support the level of organizational and 
clinical process change required to migrate to electronic 
systems. The draft “Eighth Scope of Work (SOW)” 
provides funding through the Centers for Medicare 
and Medicaid Services (CMS) to quality improvement 
organizations (QIOs) and includes components that 
require QIOs to provide technical assistance to small 
physician practices as they begin adopting electronic 
health records and other clinical systems. The Agency 
for Healthcare Research and Quality’s National 
Resource Center for Health Information Technology 
(NRCHIT) will play a critical role in not only helping 
its grantees and contract recipients implement HIT, but 
also in serving as a resource to other stakeholders who 
will be making the migration to electronic health care 
systems over the next several years.

Financing

The issue of financing is probably the largest barrier to 
HIT adoption in the United States. The current health 
care financing system fails to provide incentives for 
payers and providers to work together in creating 
administrative and clinical efficiencies or promoting 
the quality of care.31 While providers now bear most of 
HIT implementation costs, many of the benefits from 
HIT investment in both quality and efficiency accrue 
to the payer, not the provider.  In fact, one study shows 
that providers retain only 11 percent of the benefit.
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For example, improved disease management that 
reduces the total cost of care and improves health 
outcomes actually may represent a loss of revenue to 
providers, who experience reduced visits or admissions. 
Thus, there is a misalignment of incentives among 
those who pay to implement HIT (providers) and those 
who stand to benefit financially (payers). 32 

In addition to changes in the payment system, there 
is a need for upfront funding for many institutions 
and clinicians.  Many vital health care information 
technology systems are capital-intensive, but both 
hospitals and physician groups generally lack 
substantial capital or sufficient positive cash flow to 
finance large investments.  A number of programs 
are now underway to clear financial barriers.  Such 
programs are described in further detail in the section 
“Leadership Within the Private Sector” of this report. 

D. The Role of Federal and State 
Government

The Administration

Several federal agency initiatives across a broad range 
of departments are now underway to accelerate the 
development and adoption of both HIT and HIE.  In 
addition to the extensive work now being conducted 
within the Department of Health and Human Services, 
other departments and agencies such as the Department 
of Defense, the Department of Veterans Affairs, and 
the Office of Personnel Management are involved. 

1. Department of Health and Human Services – 
The Office of the National Coordinator for Health 
Information Technology (ONCHIT) and American 
Health Information Community (AHIC) 

The appointment of David J. Brailer, M.D., Ph.D., 
as National Coordinator for Health Information 
Technology, has provided coordination and leadership 
within the federal government to accomplish President 
Bush’s goal of providing a majority of Americans 
with an electronic medical record within 10 years. In 
July 2004, Dr. Brailer unveiled the Framework for 
Strategic Action,33 a ten-year initiative to promote the 
development and implementation of HIT.

The Framework described four objectives:

1) To inform clinical practice through incentivizing 
investment in and adoption of EHRs, including in 
rural and underserved areas;

2) To interconnect clinicians through the development 
of a national health information network, regional 
collaborations and coordinated federal health 
information systems;

3) To personalize care through encouraging the use 
of personal health records, enhancing informed 
consumer choice and promoting use of telehealth 
systems; and

4) To improve population health through unification 
of public health surveillance architectures, 
streamlining quality and health status monitoring 
among state and local entities, and accelerating 
research and dissemination of evidence. 

The Framework identified three interrelated core 
strategies for pursuing these objectives: (1) promoting 
EHR adoption by clinicians; (2) supporting the creation 
of Regional Healthcare Information Organizations 
(RHIOs); and (3) facilitating interoperability on the 
national scale through the creation of a National Health 
Information Network (NHIN). 

The Framework recognized the importance of the 
electronic health record as the fundamental building 
block for improving health care. It also called for a 
National Health Information Network. To advance 
work on the Network, ONCHIT issued a request for 
information (RFI), inviting responses describing a 
plan for creating and sustaining the collective array 
of components necessary to facilitate nationwide 
interoperability.34  The U.S. Department of Health and 
Human Services released the report, “Summary of the 
Nationwide Health Information Network Request for 
Information Responses,” summarizing the responses to 
the RFI on how the development of an interoperable, 
nationwide health information network should proceed.   
Key elements of the responses include the following: 

•  decentralized architecture built using the Internet 
and other existing networks; 

•  open, non-proprietary standards for data; 
•  technical and policy standards to guide all 

participation; 
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•  safeguards to protect the privacy of personal 
health information; 

•  incentives required to increase adoption; 
•  patient identification based on standard 

methodologies but without a mandated national 
unique patient identifier; and 

•  “record locator services” that are regionally 
situated, as new infrastructure components.  

In January 2005, DHHS Secretary Leavitt announced 
efforts to convene a national collaboration to further 
develop and certify HIT standards and outcomes for 
interoperability, privacy and data exchange.  Leavitt’s 
goal is to convey the near-term benefits of HIT to 
patients, providers and payers, particularly in the areas 
of adverse drug-incident reporting, e-prescribing, 
lab and claims-sharing data, clinic registrations, and 
insurance forms.35  

The Secretary created and chairs a 16-member 
Federal advisory commission on Health Information 
Technology called the American Health Information 
Community (AHIC).36   AHIC Commissioners were 
announced in September 2005, and their first meeting 
was held in early October 2005.  HHS has also 
issued Requests for Proposals for architecture and 
design of a web-based National Health Information 
Network (NHIN), privacy and security assessment 
and solutions, prototype for harmonizing standards, 
and evaluation criteria for electronic health records.37  
With the exception of the architecture and design 
contracts, all contracts for the network were awarded 
in early October.

2. Centers for Medicare and Medicaid Services

The Centers for Medicare and Medicaid Services 
(CMS) has a number of initiatives underway that are 
designed to support the adoption of HIT, including, 
but not limited to, the Doctor’s Office Quality-
IT (DOQ-IT) program, the upcoming Medicare 
Management Performance Demonstration (a “pay-for-
performance” demonstration program that will provide 
funds to encourage physicians to adopt information 
technologies and evidence-based outcome measures 
to promote continuity of care, help stabilize medical 
conditions, and reduce adverse health outcomes such 
as adverse drug interactions), and the Medicare Health 
Support Program (demonstration program for chronic 

care and disease management which is expected to 
leverage the use of IT within the health care system).  
Medicare’s new prescription drug benefit, slated to 
begin in 2006, will heighten the need for CMS to adopt 
HIT, particularly electronic prescribing. 

3. Agency for Healthcare Research and Quality

In October 2004, the Agency for Healthcare Research 
and Quality (AHRQ) announced a multi-year $139 
million program to drive the adoption and use of 
HIT.38 Awards were spread across 38 states, targeting 
hospitals, health care systems, regional health 
information networks and communities. Five-year 
contracts totaling $1 million per year went to five 
states39 to help them develop statewide HIE networks.

To support AHRQ’s grantees and other federal partners, 
the AHRQ National Resource Center for Health 
Information Technology (NRCHIT) was also launched.  
The National Resource Center serves as a repository 
for best practices and disseminates needed tools to help 
providers explore the adoption and use of HIT.40  It is 
led by the National Opinion Research Center (NORC) 
at the University of Chicago and a unique partnership 
of organizations, including the eHealth Initiative 
Foundation, the Center for Information Technology 
Leadership at Partners HealthCare System, Indiana 
University’s Regenstrief Institute, the Vanderbilt 
Center for Better Health, and the Computer Sciences 
Corporation.  The NRCHIT will support AHRQ grant 
and contract awardees that are exploring the potential 
of HIT to help reduce medication errors; increase 
sharing of health information among providers, 
laboratories, pharmacies and patients; ensure safer 
patient transitions between health care settings; and 
reduce duplicative and unnecessary testing. 

4. Centers for Disease Control

In September 2004, the Centers for Disease Control 
and Prevention (CDC) announced the BioSense 
Program—a national initiative designed to enhance 
the nation’s capability to rapidly detect, quantify 
and localize public health emergencies, particularly 
biologic terrorism, by accessing and analyzing health 
data.  This program will establish near real-time 
electronic transmission of data to local, state, and 
federal public health agencies from national, regional, 
and local health data sources.  
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5. Department of Veterans Affairs 

The Veterans Health Administration (VHA) within the 
Department of Veterans Affairs (VA) has built what is 
widely recognized (by the IOM and others) as “one of 
the largest and most sophisticated health information 
systems in the nation.”  The system, currently known 
as VistA®, was initiated in 1985, and it is now 
going through a complete systemic upgrade, called 
HealtheVet.  VistA® reaches all 1,320 sites of care in 
the $22 billion VHA system (FY2003).  VHA maintains 
174 medical centers, employs 180,000 health care staff, 
and serves 4.1 million consumers annually. Access to 
complete patient information has been found to greatly 
reduce medical errors and facilitate patient adherence 
to chronic condition care protocols.41  The VA is now 
exploring ways in which private sector providers can 
access and implement the VistA® system.

Congress

The Medicare Prescription Drug, Improvement and 
Modernization Act of 2003, now in the implementation 
stage, included several provisions designed to improve 
the quality, safety, and efficiency of health care through 
information technology.  The requirements include 
standards for electronic prescribing, the creation of 
a demonstration program for pay for performance 
that includes elements of IT, grants to physicians for 
electronic prescription programs, and a chronic care 
improvement demonstration program that includes 
elements related to IT. 

Over the past few months, members of the Senate 
and House have introduced various HIT bills to 
authorize standards-setting bodies, codify the role of 
the federal government, provide grants for regional 
health information networks and initiatives, provide 
incentives for providers and clinicians who improve 
quality using IT, implement certification programs for 
health care software applications, and address laws 
that may impede the adoption of IT.  Appendix A is a 
summary of recent federal legislative activity. 

There is an increase in the demand for efforts that 
would improve the quality and efficiency of health 
care. As noted in Appendix A, in the pending bills, the 
House and Senate have introduced pay for performance 
or incentives legislation. In March 2005, the 
Medicare Payment Advisory Commission (MedPAC) 
recommended to Congress that Medicare vary payments 

to health care providers and organizations based on 
the quality of care they provide.  The National Quality 
Forum (NQF) is developing consensus on a set of 
ambulatory measures. And one group, the Ambulatory 
Care Quality Alliance (AQA) has gained consensus on 
a “starter set” of 26 clinical performance measures for 
the ambulatory care setting, all of which are expected 
to be a subset of the NQF ambulatory measures.42 

The States

While federal leadership is important, it must be 
integrated with efforts at the state and local level.  State 
legislatures and local governments play a critical part 
of overall leadership in their roles as regulators, safety 
net providers, and payers.  Several state governments 
are beginning to become engaged in the use of HIT to 
support policy goals.  And whereas most HIT legislation 
previously focused on removing barriers to electronic 
transmission of data with regard to access, privacy and 
confidentiality of electronic medical records, more and 
more state legislative agendas include HIT initiatives 
such as disease management, telemedicine, adverse 
incident reporting, statewide electronic health records, 
and computerized physician order entry (CPOE).  

Clearly, there is no standard solution that is widely 
accepted.  Indeed, early experience suggests that 
successful efforts have different starting points, initial 
approaches, emphases, organizational forms, and 
evolutionary paths toward a common objective of a 
secure and ubiquitous information exchange.43  It is 
likely that as states begin to recognize the opportunities 
presented by HIT, more state leadership and initiatives 
will emerge. (See Appendix B for a sampling of 
existing state and regional HIE initiatives.) 

Common principles for addressing each of these 
challenges are beginning to emerge, but in many areas, 
there is not yet consensus. The following summarizes 
some of the themes that are beginning to emerge:

(a) Financing and Sustainability.  In order to finance and 
sustain emerging health information organizations and 
initiatives, the value that accrues to each stakeholder 
in the system needs to be quantified, communicated, 
and recognized.  Models are emerging that will assist 
in this process. Research indicates that a wide range 
of stakeholders benefit from HIE including health care 
employers and purchasers, health plans, hospitals, 
laboratories, practicing clinicians, researchers, and 
public health.  Translating this benefit into a sustainable 
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business model will require collaboration and the 
creation of vehicles to facilitate both value and cost 
transfer. Work is now underway to further define value 
and cost and to develop replicable models that can be 
customized for use by each region or community.  In 
addition, it is clear that in some communities, upfront 
startup funding will be required, regardless of the 
sustainability model used. Grant and loan programs will 
play a critical role in supporting upfront capital needs.

(b) Organization and Governance.  Many believe that 
health information organizations and initiatives should 
be led by a “neutral” and trusted governing body that 
includes the many diverse stakeholders in the system.  
Governance structures of those initiatives that have 
been successful to date reflect this attribute. Given 
the fragmented and highly competitive nature of our 
health care system, building trust among these diverse 
entities has been difficult, and requires a great deal of 
process and attention.  There appears to be consensus 
that a non-profit organization is best suited to play the 
convening role.

(c) Legal Issues. A wide range of legal issues beyond 
organization and governance need to be addressed.  
Such issues include user and vendor agreements, fraud 
and abuse, antitrust, liability and malpractice, data 
uses and rights, and compliance with HIPAA and state 
privacy laws.  Based on research performed to date, 
these legal issues do not present barriers; however, 
they should be addressed as the work of the health 
information initiative unfolds.

(d) Engaging Clinical Stakeholders.  The role of 
practicing clinicians in any HIE initiative is critical. 
A majority of health care is delivered by small 
physician practices. Inclusion and engagement of the 
active participation of practicing clinicians in both 
the governance and the organization of the health 

information initiative, upfront, will help pave the 
way for success.  The value that is derived from the 
mobilization of data across organizations to support 
patient care will not be realized unless practicing 
clinicians actually use the system to access results, 
reminders, and other information related to the 
patient.

(e) Technical Aspects.  A number of issues need to be 
agreed upon as part of the technical realm of sharing 
data and information. These include functionality of 
the system, a technical architecture model, methods 
for accurately linking patient data, and security aspects 
(e.g., patient and provider authentication.)  Fortunately 
many models are now emerging to address these 
issues.  In fact, Connecting for Health, a public-private 
collaborative launched and financially supported by 
the Markle Foundation (and in its second phase joined 
by the Robert Wood Johnson Foundation), is in the 
process of developing standards, methodologies and 
implementation guides to support both the technical 
aspects of HIE (e.g., patient and provider authentication, 
record locator service) and effective technical 
architectures to support responsible implementation and 
access. These standards and guides will be available in 
the public domain in the fall of 2005.

Connecting for Health (http://www.connectingforhealth.
org) demonstrates significant leadership in accelerating 
the use of HIT and HIE and has engaged public and 
private sector stakeholders from every sector of health 
care to develop a Roadmap for Electronic Connectivity.  
The Roadmap will detail a series of recommendations 
for the practical strategies and specific actions to be 
taken over the next one to three years that will bring 
the U.S. health care system measurably closer to an 
electronic, interoperable health care system.

E. Leadership in the Private 
Sector – Quality Initiatives 

There are many who believe that the private sector 
will ultimately play a considerable role in moving 
the nation towards an electronic health care system.  
A number of national, regional, and local initiatives 
and “market experiments” or “learning laboratories” 
are now underway, charting new paths for improving 
health care quality enabled by HIT and HIE.  Health 
care quality improved markedly in many key areas 
in 2004, but only about 21.5 percent of the industry 
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now reports publicly on its performance, according 
to the National Committee for Quality Assurance’s 
(NCQA) annual State of Health Care Quality, 2005.  
The following is an overview of a number of private 
sector HIT programs administered by health plans, 
business coalitions, and large employer-purchasers 
across the nation, some of which offer incentives for 
the purchase or usage of HIT. 

Bridges to Excellence (Multi-state) 
Bridges to Excellence (BTE), a pay for performance 
initiative, was launched in 2003 to promote and reward 
higher quality patient care.  The funding for this program 
is provided by employers, the Robert Wood Johnson 
Foundation, and the Commonwealth Fund.  Bridges 
to Excellence  (http://www.bridgestoexcellence.org) is 
made up of physicians, health plans, and several of the 
nation’s largest employers, including General Electric, 
Procter & Gamble, Verizon, UPS, and Ford.

Bridges to Excellence is comprised of three individual 
programs: 1) Physician Office Link (POL), 2) 
Diabetes Care Link (DCL), and 3) Cardiac Care Link 
(CCL).  BTE is currently in practice in the following 
market areas: Cincinnati (DCL), Louisville (DCL), 
Massachusetts (POL, DCL), and Albany / Schenectady 
(POL, DCL, CCL).  Several other markets have 
committed to deploy one or more of the BTE programs 
in 2005 due to the leadership provided by United Health 
Group, the National Business Coalition on Health, 
and the Blue Cross and Blue Shield Association.  The 
programs are targeted towards primary care physicians, 
endocrinologists, cardiologists, and neurologists who 
have been identified by BTE as eligible based on 
participating health plan information and whether they 
pass The National Committee for Quality Assurance’s 
performance assessment criteria.  Each program 
utilizes NCQA’s guidelines for each specific disease.

The Leapfrog Group (Multi-state)

The Leapfrog Group, which is made up of more than 
170 companies and organizations that buy health care, 
is making strides in improving accountability in the 
hospital environment. Their overall goal is to reduce 
medical mistakes, improve the quality and safety of 
health care, and reward physicians and hospitals for 
improving the safety, quality, and affordability of 
health care.  The Leapfrog Group has implemented 

the Leapfrog Hospital Rewards Program (LHRP), a 
pay-for-performance program to recognize and reward 
hospitals for their performance in both the quality and 
efficiency of inpatient care.  The LHRP can be licensed 
and implemented by private health care purchasers— 
employers, health care coalitions, and health plans—to 
reward hospitals for performance. These rewards include 
bonus payments to hospitals, higher reimbursement 
rates from health plan payers, public recognition, and/or 
increased patient market share.

The National Committee for Quality 
Assurance (Multi-state)

The National Committee for Quality Assurance 
(NCQA) is an independent, 501(c)(3) non-profit 
organization whose mission is to improve health care 
quality everywhere.  They aim to improve quality 
in three ways:  1) accreditation of managed care 
organizations; 2) development of the Health Plan 
Employer Data and Information Set (HEDIS); and 
3) collaboration with AHRQ for member satisfaction 
surveys of managed care plans.  

WellPoint Health Network (Multi-state) 
WellPoint Health Network, the nation’s second largest 
health insurer, launched an initiative earlier this year 
that will provide almost 19,000 contracting network 
physicians in California, Georgia, Missouri, and 
Wisconsin with $40 million worth of new technologies 
designed to enhance their use of CPOE and online 
communication. Selected physicians will have their 
choice, free of charge, of either a hand-held electronic 
prescribing unit or a fully-loaded professional 
grade computer and printer to facilitate on-line 
communication, including paperless submission 
of claims. WellPoint is also offering a substantial 
discount on the same equipment choices to all network 
physicians throughout the nation.

Integrated Healthcare Association 
(California) 
The Integrated Healthcare Association Pay for 
Performance (P4P) program is the country’s largest 
physician incentive program based on quality of 
care with participation by six California health plans 
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(Aetna, Blue Cross, Blue Shield, Cigna, HealthNet, 
and PacifiCare) that collectively represent nearly seven 
million commercial enrollees and 45,000 doctors.  Total 
bonuses are expected to be in the $50 million to $100 
million range for the program’s first year.  The initiative 
promotes a common set of measures that evaluate 
clinical quality of care for preventive services—such 
as breast cancer screening—plus treatment of chronic 
care conditions such as diabetes and asthma.  Patient 
experience is evaluated by asking patients who 
saw their doctors during the year for their views on 
factors such as communication with their doctor and 
access to specialists.  Medical groups are rated on 
their investment and adoption of new information 
technology to support patient care.  Each participating 
health plan determines its own methodology for 
determining bonus payments to medical groups using 
the common P4P measurement set.

F. A Closer Look at Emerging 
Health Information Initiatives 

eHealth Inititative’s (eHI) Connecting Communities 
for Better Health Program is providing both seed 
funding and technical support to communities across 
the country that are engaged in the development of 
health information networks and HIEs. This $11 million 
program, currently conducted under a cooperative 
agreement with the Health Resources and Services 
Administration (HRSA), is bringing together over 100 
health information organizations and initiatives across 
the country to develop and disseminate strategies and 
tools to tackle the financial, organizational, legal, 
clinical, and technical challenges of mobilizing data 
electronically across providers and other health care 
stakeholders to improve care delivery and population 
health.  The Connecting Communities program is also 
providing seed funding to community-based initiatives 
involved in HIE, providing nine such awards in July 
2004, and now has initiated new funding criteria for 
Phase II in September 2005.

eHealth Initiative just recently completed the 2005 
Second Annual Survey of State, Regional and 
Community-Based Health Information Exchange 
Initiatives and Organizations—a representation of 
more than 100 exchange efforts across the country 
that are actively pursuing the goal of connectivity to 
support patient care.44  To put the results in context, 

it is important to note the results of last year’s survey.  
The 2004 survey showed that communities had not 
yet implemented their technical approaches and were 
focused on developing organizational structures and 
implementation plans to operationalize their initiatives. 
Organizations were just getting started and struggling 
with “should we do this?” and “how can we do this?” 

Results from this year’s survey demonstrate that 
communities are no longer talking about doing it 
- they are doing it. While last year’s results focused 
on plans for implementation, this year’s results 
demonstrate major achievements in organization 
and functionality. Sixty-five organizations, or 60 
percent of all respondents, identified themselves as 
“advanced” or well underway with implementation, 
and in many cases, fully operational. While many of 
the early stage initiatives are still getting started, it is 
clear that they are learning from their more advanced 
counterparts.  This year’s respondents demonstrated 
knowledge of emerging common principles related 
to the organizational, legal, financial, and technical 
aspects of HIE.  

First among the findings is that the number of HIE 
efforts actively exchanging data tripled over the past 
year.  There are many examples of HIE efforts that 
have developed sustainable models that deliver value 
to hospitals, physician practices, health plans and 
purchasers.  While the technical challenges are fading, 
funding remains the number one hurdle.  Finally, 
the use of multi-stakeholder, inclusive governance 
structures is increasingly becoming the norm. 

In conclusion, there is a great deal of momentum for 
HIT and HIE across the United States.  Ohio leaders 
will likely experience some of the same challenges 
that are experienced by others. Through dialogue and 
collaboration among the many diverse stakeholders 
in Ohio, supported by lessons now being learned 
in different parts of the country, the state has the 
opportunity to achieve significant gains in quality, 
safety, and efficiency through the effective and 
appropriate use of information technology across its 
many health care organizations.
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II. Overview of Ohio

A. Background

Ohio contains a mix of large urban communities, rural 
Appalachian communities, and rural non-Appalachian 
communities.  The large number of these different 
types of communities, compared to many states, will 
require Ohio to develop a strategy around HIT and 
HIE that must accommodate this reality.  Determining 
how to organize HIT and HIE efforts—whether by 
city, region, or state—will be a key challenge.

Ohio’s health status and costs fall close to the U.S. 
average with per capita spending per individual in 
1998 at $3,747 compared to $3,749 for the U.S.45 Ohio 
tied with Montana for 26th in the nation for health 
outcomes in 2004; Ohio ranked 26th in 2003 as well. 
Strengths for the state include high access to adequate 
prenatal care with 82.8 percent of pregnant women 
receiving adequate prenatal care, a low rate of motor 
vehicle deaths at 1.2 deaths per 100,000,000 miles 
driven, and a low incidence of infectious disease at 
11.7 cases per 100,000 population.46 

Ohio’s health care challenges include a high prevalence 
of obesity (24.9 percent and increasing), a high 
prevalence of smoking (25.2 percent, but decreasing), 
and a high rate of cancer deaths at 216.9 deaths per 
100,000 population.  Since 1990, Ohio’s uninsured 
rate has increased from 8.7 percent to 12.1 percent, 
although it remains lower than the national average of 
16 percent. 47  Thirty-two percent of Ohio’s population 
(11.2 million in 2003) falls below 200 percent of the 
Federal Poverty Level compared to the U.S. average of 
36 percent.48  Ohio’s unemployment rate has exceeded 
the national average in all months from July 2003 to 
the present.49 

Specific to the use of HIT, Ohio KēPRO, Ohio’s Medicare 
Quality Improvement Organization, performed an 
environmental scan to gain insight into the prevalence 
of information technology use in the Ohio health care 
industry.  The review found that over the past year, HIT 
has begun gaining momentum in Ohio. A large portion 
of Ohio’s physician practices are using HIT solutions 
for practice management functions, and the number 
of practices implementing e-prescribing is growing.  

Even still, it is estimated that less than 10 percent of 
Ohio physician practices have fully adopted electronic 
health records.  With approximately 85 percent of 
Ohio’s providers categorized in the small practice 
category (defined as 1-3 providers), there has not been 
a great penetration of EHR thus far.  But the number of 
physicians adopting EHRs in Ohio is rising. A recent 
EHR survey done by the Ohio Osteopathic Association 
(OOA) reveals that 18 percent of members responding 
to the survey are current EHR users, 27 percent intend 
to implement an EHR in 2005, and 34 percent plan 
to implement an EHR in 2006.50 Information gathered 
in the environmental scan revealed that physicians 
employed at large medical facilities are more likely to 
have access to electronic health records than physicians 
in private practice.

B. Ohio Statewide and Economic 
Development IT Initiatives

Bioterrorism 
In September of 2002, the Ohio Department of 
Health (ODH) granted $11.3 million in federal 
funds to seventy-eight local health departments to 
develop plans and resources to address bioterrorism.   
Specifically, the grants could be used to develop 
a secure communication infrastructure for rapid 
communication among public and private health 
partners and/or to develop the capacity to effectively 
communicate health/risk information to the public and 
key partners.51  

ODH has also used federal funds to implement the 
Realtime Outbreak and Disease Surveillance (RODS) 
system.  RODS software is installed in certain emergency 
departments and other locations and automatically 
reports potential bioterrorist or disease outbreaks 
to public health officials when certain symptom 
complexes and trends are identified by the software.  See  
http://rods.health.pitt.edu. 
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Medicaid

The Office of Ohio Health Plans (OHP), in the Ohio 
Department of Job and Family Services (ODJFS), is 
responsible for the administration of Ohio’s Medicaid 
program.  Ohio incorporated its State Children’s Health 
Insurance Program (Title XXI) expansion opportunity 
directly through its Medicaid program.  OHP’s mission 
is to support the quality of life of Ohioans through 
coverage of high quality, cost effective, accessible 
health care and related services.

Ohio’s Medicaid plan is the sixth largest public 
purchaser of health coverage in the country.  It covers 
an estimated 2.1 million Ohioans at some time during 
a year (1.6 million through a fee-for-service system 
and 500,000 through a managed care system).  Ohio 
Medicaid provides coverage for 1 in 3 births, 1 in 
4 children, 1 in 4 seniors over the age of 85, and 70 
percent of all institutional long-term care services.52   

The State Fiscal Year 2006/2007 budget appropriated $11 
billion (all funds) in SFY 2006 and $11.3 billion (all funds) 
in SFY 2007 for Medicaid spending through ODJFS.  This 
spending accounts for 20.7 percent of Ohio’s total budget 
spending (all funds) or 18 percent of state only general 
revenue fund spending.   This appropriation amount does 
not include money spent on Medicaid consumers that 
goes through other state agencies.53

In December 2004, the Ohio Commission to Reform 
Medicaid released its recommendations which 
included, among others:

• Establish a statewide managed care program for all 
Medicaid recipients; 

• Provide incentives for physicians and hospitals to 
move towards electronic prescribing; and

• Update Medicaid’s information technology systems 
with current technology in financial and program 
management and in patient care arenas.  

OHP had begun an effort earlier in 2004 to update 
its information technology systems called Medicaid 
Information Technology Systems (MITS).  MITS 
is a strategic HIT project focused on business 
transformation of human capital management, 
business process reengineering, and HIT to enable 
Ohio’s Medicaid program to address current and 

growing value purchasing demands.  In June 2004, the 
Center for Medicare and Medicaid Services (CMS) 
chose Ohio’s MITS project for early adoption status in 
CMS’s Medicaid Information Technology Architecture 
(MITA) initiative (http://www.cms.hhs.gov/medicaid/
mmis/mita.asp).  As a result, Ohio will receive 90 
percent federal reimbursement for its MITS expenses.  

Ohio MITS project goals are to:

•  Implement “business-driven architecture”—
technology that supports the business needs of the 
Medicaid enterprise, including customers, care 
providers and constituents;

•  Streamline systems development by building 
on the MITA business model and architectural 
framework;

•  Implement value purchasing tools to improve 
performance results, health outcomes and quality/
cost management; and 

•  Maximize Ohio’s return on investment by 
leveraging enhanced federal funding and ensuring 
MITA’s strategic direction supports State interests. 

Regional Technology Strategy

Nortech, The Fund for Our Economic Future (“The 
Fund”), is leading an effort to create the governance 
structure for a northeastern Ohio RHIO with hospitals 
in Cleveland, Akron and Canton.  The Fund is a 
collaboration among the philanthropic sector of 
Northeast Ohio to promote regional economic 
development. It was launched in February of 2004 as 
a response to the many pressing long-term economic 
challenges facing Northeast Ohio such as business 
retention/expansion, entrepreneurship, and technology 
innovation. Currently, 71 entities—including private 
communities, corporate foundations, and individual 
donors throughout Northeast Ohio—have united to 
form the Fund. It strives to respond to an expressed 
need for change by convening key voices, measuring 
economic progress, and making grants to high impact 
economic development initiatives. 54
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Third Frontier – The Third Frontier 
Network (TFN)

The Third Frontier (http://www.thirdfrontier.com) 
invests in Ohio’s technology economy to build economy 
sustaining industries from world class technologies.  
The Third Frontier Project is administered by the Third 
Frontier Commission, which was legislatively created in 
2003. The Commission is responsible for the allocation 
of funds appropriated by the General Assembly to 
support programs and activities associated with the 
Third Frontier. The membership of the Third Frontier 
Commission was established by H.B. 675 and consists 
of the Director of the Ohio Department of Development, 
the Chancellor of the Ohio Board of Regents, and the 
Science and Technology Advisor to the Governor.   In 
addition, a 16-member Third Frontier Advisory Board 
was created to provide guidance to the Third Frontier 
Commission. The members of the Board represent 
leaders from industry, academia, and government. 
The Board advises on strategic planning and general 
management and coordination of programs administered 
by the Commission and focuses on five core competency 
areas: power and propulsion; bioscience; advanced 
materials; information technology; and instruments, 
controls, and electronics.  

The Third Frontier Network (TFN), a technology 
initiative, is the most advanced statewide research 
network in the nation.55 After nearly two years of 
development, almost 100 institutions of higher 
education throughout Ohio have access to a statewide 
education and research network (See Appendix C—
TFN Network Map).  The Third Frontier Network is 

a state-of-the art resource that will enhance research, 
education, and collaboration in Ohio. It is expected that 
expanding Ohio’s role and reputation in networking 
technology will greatly enhance the state’s economic 
development. Academic and industry researchers 
will be able to collaborate over dedicated networks, 
enhancing the security and speed of bringing products 
to market. The TFN has the potential to create many 
new opportunities for HIT and HIE, including allowing 
doctors to see patients across town or across the state 
without leaving their offices.

HealthBridge 
HealthBridge is a collaborative health care network 
serving the Greater Cincinnati Healthcare Community 
in Ohio, Kentucky and Indiana.  It is a community-
wide internet portal through which more than 100 
entities supply, and thousands of users retrieve, clinical 
information in a standardized format developed 
through the collaboration of the members.  Data from 
multiple sources is standardized across the community 
and delivered electronically to physicians.  The HIE 
has several critical components, including secure 
connections between physician organizations and 
hospitals, access to existing hospital content, and a 
community-wide clinical messaging system. Over 
the past two years, public health and physician alerts 
have been added, and, in 2004, syndromic surveillance 
was added.  Currently, the HIE is being expanded to 
include ambulatory order entry.  

HealthBridge addresses the following: the speed and 
timing of information necessary for critical decision-
making, the aggregation of data needed to manage the 
health of a discrete population, and the reduction of cost 
by using a single secure infrastructure.  HealthBridge 
adheres to the following principles: 

•  Serves the community as a whole;

•  Maintains data security and patient confidentiality;

•  Reduces health care costs, while improving quality;

•  Flexibility and responsiveness in developing  
functionality;

•  Cooperates on infrastructure, competes on content;

• Establishes a level playing field for HealthBridge 
users;
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• Maintains parity in pricing and functionality for all;

• Adopts the standards required by users;

• Minimizes financial risk to the sponsors.

Ohio KēPRO – Ohio’s Medicare 
Quality Improvement Organization 
Ohio KēPRO is Ohio’s Medicare Quality Improvement 
Organization (QIO), charged by the Centers for 
Medicare and Medicaid Services (CMS) with 
providing support to physician practices implementing 
electronic health records.  As the QIO in Ohio, KēPRO 
is spearheading the effort under the 8th Scope of Work 
(SOW) assigned by CMS.  QIOs began the 8th SOW in 
August 2005 and will continue this work until 2008.  
There are several areas new to the scope of work, 
including improvement in prescription drug therapy, 
culture change, and HIT.  

• QIOs will work to promote dramatic improvement, 
promoting the adoption and effective use of 
health care information technology, performance 
measurement, process redesign, and organizational 
culture change.  For example, working with partners 
in a pilot project, QIOs are assisting small-to-
medium sized physician offices in adopting office-
based electronic health record (EHR) systems and 
using such systems to improve efficiency of care 
delivery, quality of care, and patient safety.  

• When the Medicare prescription drug benefit 
becomes available in 2006, QIOs will work with 
prescription drug plans and providers to ensure 
quality of care for covered Medicare recipients.  
The QIO’s will assist plans and providers with 
quality improvement projects such as developing 
methods to detect inappropriately prescribed drugs 
and to identify patients who may be at risk for 
harmful interactions. 

• QIOs will work to improve care for disadvantaged 
populations by focusing on physician office-based 
care to make sure all Medicare beneficiaries get 
the appropriate preventive services treatment for 
chronic diseases. 

• QIOs are expected to continue offering mediation 
as a service to Medicare beneficiaries. This service 
involves direct provider involvement in responding 
to beneficiary complaints.  

In terms of HIT, QIOs will work closely with at least 
5 percent of primary care physician practices in each 
state—mostly small and medium sized practices.  
QIOs will be accountable for helping these physicians 
accomplish the following:

• Adopt HIT systems, including full electronic 
health records (EHRs), e-prescribing, e-labs, and 
registries;

• Implement care management and patient self-
management processes; and

• Report the Doctor’s Office Quality (DOQ) clinical 
measures into the CMS clinical data warehouse. 

The 8th SOW encourages partnerships and collaboration 
with various stakeholders to support both HIT adoption 
and HIE.  The SOW encourages QIOs to be actively 
involved in and/or convene local multi-stakeholder 
organizations that seek to implement HIE.

Tri-River Employers Healthcare 
Coalition (Ohio) 

The Tri-River Employers HealthCare Coalition 
(http://tri-river.org) is a non-profit organization dedicated 
to improving health care value in the Dayton, Ohio region.  
Their mission is to promote system-wide integration 
of health care services and to ensure the employment 
of continuous quality improvement practices in the 
delivery of health care.  Tri-River provides educational 
forums focused on patient lifestyle improvements, 
efficient use of the delivery system, and state-of-
the-art health care practice and technologies.  In 
addition, the coalition provides leadership in regional 
and legislative matters related to health care. The 
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Tri-River Healthcare Plan is a regional health care 
delivery system sponsored by the coalition. The Tri-
River Healthcare Plan has developed both financial 
and non-financial performance incentives.  The health 
care plan has two components: 1) a bonus pool for 
medical groups that meet specific quality performance 
thresholds, and 2) fee-for-service reimbursement to 
pay physicians for care planning activities such as risk 
assessments and the creation of an action plan.  The 
performance indicators are evolving over time.  

Ohio Hospital Association 
The Ohio Hospital Association (OHA) (http:// 
www.ohanet.org) is the trade association for hospitals 
in Ohio, with membership from virtually every 
hospital in the state.  OHA began offering data services 
to its members in 1979 and currently has 181 hospital 
members that provide discharge information regarding 
inpatient, outpatient, and emergency room data—
over 20 million patient records per year.  Hospitals 
participating in the program upload (or use other media) 
data twice each year.  Hospitals are able to search the 
database back to 1996.  The database is used by OHA 
to meet a statutory requirement that each hospital 
report to the Ohio Department of Health the top 100 
most frequent diagnostic-related groups (DRGs) on 
an annual basis.  The data is reported on a severity-
adjusted basis.  The database is used by hospitals for 
patient-origin studies and to support hospital quality 
improvement efforts.  Several collaborative projects 
have utilized the database, including a study of cardiac 
care in Montgomery County, Ohio, that resulted 
in the award of the prestigious Ernest A. Codman 
Award.  Collaborative projects involving hospitals in 
Columbus and 17 hospitals in Cincinnati are currently 
underway.  For more information, see http://www.
ohanet.org/research/dataresources/guidebook.pdf.

C. “What We Heard” from Ohio 
Leaders

In an effort to solicit input from leaders in Ohio’s health 
care industry, representatives (see Appendix D) from 
government, hospitals, physicians groups, consumer 
groups, health plans, employers, and academic medical 
centers participated in one-hour phone interviews 
discussing the current status of HIT implementation 

and exchange initiatives in Ohio.  Interviewees were 
asked about HIT’s potential to address the state’s most 
pressing health care challenges and what, if any, issues 
would need to be addressed to move the state towards 
broader adoption and use of HIT and HIE.  Prior to the 
interview, each interviewee was given a set of general 
questions as well as a few questions targeted to their 
specific segment of the health care industry.  Their 
feedback is summarized in this section.

Barriers to Health Information 
Technology Adoption

All respondents were asked to discuss the primary 
barriers to the adoption of HIT in Ohio.  The majority of 
those interviewed cited financing as the primary barrier 
to the adoption of HIT.  Some other primary barriers 
cited were the fragmentation of system development 
in the state and the opposition to organizational 
collaboration—i.e., “organizational interoperability is 
needed in Ohio.”  The lack of IT infrastructure in the 
rural regions of the state was also repeatedly mentioned.  
Additionally, the lack of national standards was named 
as a significant barrier.  The reluctance of physicians 
to implement a system that may add time to patient 
treatment and impose additional cost to their practice 
was mentioned as well.  The concern on the part of 
physicians that they may implement a system that 
will become obsolete in a short timeframe was also 
noted as a potential barrier.  Finally, state restrictions 
regarding the release of behavioral health information 
were identified as a potential barrier (See Rule 5122-
27-8 “Releases of Information,” Ohio Revised Code.)

State Wide vs. Regional Approach 
to Health Information Technology 
Adoption

The respondents were asked whether they favored a 
statewide or regional approach to foster HIT in the state 
of Ohio.  Most respondents stressed the importance 
of regional diversity across the state of Ohio and felt 
that health care was largely a regional commodity.  
However, the majority of respondents felt that state 
government needed to provide some leadership and 
assist with the adoption of standards in anticipation of 
some type of data aggregation (i.e., bioterrorism and 
pubic health) at the state level: “The state is the largest 
employer; it needs to be proactive and be a convener, 
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remove obstacles, and pave the way for funding.”  
Concern was expressed that the involvement of state 
government could potentially slow down regional 
initiatives already in progress. Some respondents 
expressed the belief that a statewide system would be 
more likely to succeed if a regional approach was used 
as the starting point.  It was suggested in one interview 
that the best way to involve the state is to “build a 
model for HIE and let them [state government leaders] 
react to it.” 

The respondents were asked what criteria, if any, should 
be used for defining regions for HIE implementation.  
Some respondents believe that an HIE should be 
organized around major cities, except for the more 
rural areas, which could be organized around a 
particular hospital.  One respondent suggested that 
HIEs could be defined by the same criteria used by the 
317 Board, which prescribes how the state distributes 
mental health care funds and resources. Some 
respondents suggested that HIEs should be defined 
by the following five geographic regions: Northeast, 
Northwest, Southeast, Southwest, and Central Ohio.  
Some other respondents suggested that patient access 
patterns should be studied in order to provide the 
most meaningful criteria for defining regions.  It was 
suggested to “follow the organic growth of HIT in 
the state.”  Some respondents noted that rural regions 
may actually be better short-term choices for HIEs 
to succeed due to lack of competition among the 
participants.  Nearly all the participants expressed the 
belief that a statewide system was the ultimate goal of 
regional initiatives.   

Ohio Health Care Priorities

All respondents were asked to list health care priorities 
within the state, and the most common responses 
were the lack of health care insurance coverage 
and decreasing reimbursement percentages under 
Medicaid and Medicare. The feedback from the 
group interviewed was that HIT initiatives should be 
created with the objective to improve the percentage 
of reimbursement allowed by Medicare and Medicaid.  
Economic development and the reduction of health 
care costs were also cited as priorities, ranking higher 
than HIT. 

Forum for Policy Discussion of Ohio 
Health Information Technology Needs

The respondents all agreed that there needs to be 
a forum for a significant policy discussion in Ohio 
regarding HIT and exchange needs.  The respondents 
noted the need for all stakeholders to be involved from 
the beginning.  The stakeholders identified included 
state government, local government, employers, 
insurers, pharmacies, the academic community, 
consumer advocates, and public health providers.  
Some respondents expressed concern about state 
government’s willingness to provide the necessary 
leadership. The Health Policy Institute of Ohio and the 
Ohio Board of Regents were mentioned as possible 
candidates for neutral leadership for the forum. A 
few of the participants thought regional forums were 
the preferable starting place to begin the discussions 
because existing initiatives are region-based.

Benefits of HIE Implementation 
Respondents expressed unanimous willingness to 
participate in a HIE.  Some of the reasons cited for 
willingness to participate included the belief that 
HIE will provide a vehicle for documentation of the 
underserved areas and populations and would be 
instrumental in providing better access to health care.  
The fact that electronic health record adoption seems 
inevitable was also mentioned: “HIT is part of doing 
business, it should not be the back room function.”  
Respondents also stated the belief that a patient should 
have access to their own electronic health record and 
have the option to provide it to a health care provider.  
Some respondents were proponents of the HIE 
because they believe it would lead to cost efficiencies 
which would allow greater access and delivery of care 
to currently underserved populations. Others were 
enthusiastic about the potential for HIE to improve the 
quality of health care.

D. Responses by Segment

The following section reviews the findings from the 
Ohio interviews categorized by specific segment or 
role within the health care industry. 
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Hospitals 
(including Academic Medical Centers) 

The hospitals and academic medical centers have 
invested heavily in electronic health records and have 
achieved benefits.  The physicians employed at these 
hospitals are more likely to have access to electronic 
health records than physicians in private practice or 
rural areas.  There have even been advertisements 
in local Ohio papers demonstrating the benefits of 
coming to a hospital with an electronic health record.  
Academic medical centers have been involved in 
regional projects by providing infrastructure resources 
and technical expertise.  The clinicians and providers 
were overwhelmingly aware that the use of HIT is 
useful as a competitive tool and marketing advantage 
for health care providers.

Physicians and Health Centers

Physicians were asked to discuss the use of health care 
information systems in their office and at the hospitals 
where they practice. The physicians interviewed 
expressed the belief that the electronic health record 
is inevitable, but are struggling with how to fund the 
technology to support it.  As stated earlier, KēPRO 
estimates that less than 10 percent of Ohio physician 
practices have fully adopted electronic health 
information records. 

The physicians interviewed rated lab results, test 
results, and radiology as the most helpful information 
in making patient-specific health care decisions.  One 
physician rated the volume of data available for review 
in a single system as the highest benefit that a HIT 
system could provide.

Employers and Health Plans

Interviewees were asked to discuss their organizations’ 
current investments in HIT and whether or not they 
were involved in multi-stakeholder projects.  A concern 
of many employers is the rising cost of health care.  
One respondent noted that many of their employers 
are using on-line enrollment systems for benefits.  
These on-line enrollment systems are region-specific 
and are created in conjunction with the employers.  
Another respondent mentioned that they have invested 
in a $3 million technology advancement effort and 

have a data collection center, which provides data 
to other providers.  The data provided from the data 
collection center has data of physician practice and 
patient outcomes.

The interviewer also asked the respondents how 
important HIT is to their competitive advantage.   The 
respondents agreed that it was very important and 
drives significant investment because providing data 
that competitors do not have is an advantage.  One 
respondent noted that there is not a clear correlation 
of how much of an advantage HIT provides to the 
employers.  There was also a lack of awareness of pay-
for-performance programs (e.g., Bridges to Excellence 
and Leapfrog) among the respondents, as none were 
identified during the interviews.

Information Technology

The information technology sector identified the 
reluctance to share patient information in competing 
markets as one of the greatest barriers to the automation 
of clinical information on a regional basis. There 
was also concern about the lack of IT infrastructure 
in rural areas, including the Appalachian region.  
Privacy concerns inherent in the automation of clinical 
information are not seen as a significant barrier in this 
sector because it can be addressed with technological 
safeguards.  The financial investment required for the 
automation and sharing of clinical data is also seen as 
a significant barrier.  The respondents all believed that 
information technology could be used to improve the 
quality of health care and could potentially provide 
cost reduction by enhancing productivity.  However, 
the respondents expressed the concern that quantifying 
a return on investment to secure funding would prove 
to be complex or difficult. 

Consumer Groups

Consumer groups were asked about the importance 
of having electronic medical information readily 
available to them.  The response was that better access 
to one’s health information allows better planning, 
aids health care providers, and may accelerate the rate 
that information (such as lab or test results) is received 
by the patients.

The consumer groups were asked to rate the ease with 
which patients can access information on evaluation and 
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outcomes for health care professionals and information 
about healthy lifestyles and living. The response 
was that there is a disparity in access to information 
among population groups due to education levels and 
economic conditions.  For the better educated, middle-
class patient, more information may be available 
than is actually useful.  Some of the lower-income 
community may have access through public library 
internet connectivity, but may not have the ability to 
interpret some of the information.  The respondents 
suggested that some of the information may need to be 
simplified for broader audiences.

HIT is increasingly viewed by Ohio’s leaders in the 
health care industry as an important tool to be integrated 
into health care operational workflows to improve 
costs, safety, and quality of care.   Federal activity and 
opportunities to respond to request for proposals are 
contributing to a sense of urgency in Ohio to establish 
HIE.  Ohio’s experience and expertise with HIT varies 
across geographic regions and health care sectors.  
While there is a plethora of large Ohio hospitals and 
academic centers that have adopted IT and are national 
leaders, there are also many rural areas without HIT.  
In addition, a large percentage of Ohio’s small to 
medium-sized physician practices are without HIT.  
The entire state faces a number of health care system 
challenges including poor access to care, lack of health 
insurance, high costs of health care, medical liability, 
and decreasing reimbursement rates.  The transition 
to electronic health records is clearly overdue.  The 
interview findings reveal that key Ohio stakeholders 
are ready and willing to take bold steps toward HIE 
development and implementation. 

E. HIT Initiatives in Ohio 

Ohio is home to a diverse range of innovative efforts to 
employ technology to improve the health of its population.  
Innovation occurs largely within institutionally-defined 
silos.  Efforts to cross institutional boundaries with HIT 
generally have very narrowly defined functionality 
and themselves are often disconnected from larger 
institutional goals.  However, there is an increasing 
desire to cross institutions and geographical boundaries 
to create an infrastructure for regional HIE and economic 
development.  A list of Ohio HIT and HIE initiatives is 
included in Appendix E.

F. Ohio’s eHealth Legal 
Summary 

Like many states, Ohio has addressed the implications 
of electronic technology for the health care industry in a 
piecemeal fashion.  As a result, some areas of health law 
are specifically tailored to deal with electronic health 
issues, while others have received little or no attention.

This summary describes the key health information 
laws in Ohio and explains the implications of 
Ohio law for technological advances in the area of 
health care administration.  Specifically, medical 
confidentiality, electronic prescription, electronic 
signature, telemedicine, antitrust and fraud and abuse 
laws are covered below, followed by an analysis of the 
implications of those laws on electronic information.  
Chief among eHealth concerns is the need for data 
privacy.  Information confidentiality laws are the 
starting point for discussions on eHealth.

General Duty to Maintain Data 
Privacy

The Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) established a national floor for 
health information privacy.  HIPAA established an 
extensive health information protection regime that 
supplements state confidentiality laws.  Although 
statutory provisions relating to confidentiality of 
health information are found in separate specific 
areas, Ohio is one of the few states that have an 
articulated common law prohibition against the 
unlawful disclosure of medical records that applies to 
the health care community generally.  Although some 
precursors indicated the existence of a cause of action 
for the unlawful disclosure of medical information, 
the watershed case in this area is Biddle vs. Warren 
General Hospital, 86 Ohio St. 3d 395 (1999).  

In this case, Cheryl Biddle brought suit on behalf of 
her deceased husband against Warren General Hospital 
for the disclosure of medical information without the 
consent of Robert Biddle, who had passed away.  In 
an effort to bolster collection efforts for accounts 
receivable, the hospital, with the help of its attorneys, 
devised a plan to identify patients who would qualify 
for governmental benefits, which could be used to pay 
the patients’ debts to the hospital.  
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Names and contact information for these identified 
patients were disclosed to the hospital’s attorneys, 
who in turn used this information to contact individual 
patients alerting them of the possibility of eligibility 
of governmental benefits.  Charlotte Biddle took 
exception to this use of the information generated by 
the hospital and brought suit.

Although this case is interesting for many reasons, it 
is most significant because the Ohio Supreme Court 
held that a private right of action exists for individuals 
whose personal information is unlawfully disclosed by 
his or her medical provider.

In addition to the Biddle case, Ohio also recognizes 
the common law torts of invasion of privacy and 
defamation.  These traditional torts do not raise, 
however, the concerns that the Biddle breach of 
confidentiality cause of action raises.

Medical Records Statutes and 
Regulations

Specific types of health care providers and industry 
sectors have separate responsibilities regarding medical 
records.  Some of these requirements are set forth below.

Physicians.  Ohio law prohibits the disclosure of 
medical information in the physician disciplinary 
code at Revised Code § 4731.22(B)(4).  Specific 
exceptions are disclosures in response to a malpractice 
lawsuit; disclosures pursuant to consent; disclosures 
in the course of a regulatory board investigation; or 
disclosures in the course of criminal litigation.

Nurses and Allied Healthcare Workers.  Ohio law 
also requires that various non-physician licensees, as a 
condition of their license, maintain the confidentiality 

of patient information.  See OAC 4723-4-03 and 4723-
4-04.

Hospitals.  Rather than set forth specific certification 
rules to qualify as a hospital, Ohio law simply states 
that “No person shall operate a hospital unless it is 
certified under [Medicare], or is accredited by the 
Joint Commission on Accreditation of Hospitals or the 
American Osteopathic Association.”  Revised Code 
§ 3727.02(A).  Ohio hospitals, therefore, are subject to 
confidentiality requirements under Medicare rules and 
accreditation standards.

In addition to Medicare and accreditation requirements, 
OAC 3701-84-07 mandates that “each patient’s medical 
and financial records…be kept confidential” for the 
following hospital services:  cardiac catheterization, 
bone marrow transplant, obstetrics and newborn, 
open heart surgery, pediatric cardiovascular surgery, 
pediatric intensive care units, radiation therapy, 
and solid organ transplant. A similar requirement of 
confidentiality exists for freestanding  ambulatory 
surgery, birthing centers, diagnostic imaging, radiation 
therapy, rehabilitation, and renal dialysis (OAC 3701-
83-07).

Peer Review, Credentialing, Quality Assurance and 
Incident Reports.  Ohio law prohibits the disclosure of 
information and records utilized by quality assurance, 
peer review and credentialing entities unless the 
information is available from another source.  The 
pertinent statutes protect these functions at a wide 
range of organizations, ranging from hospitals 
to nursing homes and professional societies.  RC 
2305.25-2305.252.  The contents of an incident report 
also cannot be disclosed.  RC 2305.253

Nursing Homes.  Nursing homes are prohibited 
from violating the confidentiality of “personal and 
medical records, and the right to approve or refuse the 
release of these records to any individual outside the 
home, except in the case of transfer to another home, 
hospital, or health care system, as required by law or 
rule, or as required by a third-party payment contract.”  
Revised Code § 3721.13(A)(10).  Pursuant to Ohio 
Administrative Code § 3701-17-19(C), the records 
that a nursing home is required to maintain may be 
maintained in electronic format.

Pharmacists.  Pharmacists are required to protect 
the confidentiality of patient records under Ohio 
Administrative Code § 4729-5-29(A).  This restriction 
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prohibits the disclosure of pharmacy records with 
some exceptions, including disclosures to the patient, 
the prescriber, State Board of Pharmacy, State Medical 
Board, or governmental agencies.  

One area that is currently receiving attention is the 
electronic transmission of prescriptions.  Under 
current Ohio law, a “board-approved” electronic 
prescription transmission system may be used to 
transmit a prescription to a pharmacy.  Even with a 
board-approved system, however, pharmacists may 
not fill electronic prescriptions for Schedule II drugs 
(narcotics) as designated by the Drug Enforcement 
Agency.  This exception is based on concerns that 
electronic prescription systems could be corrupted 
for obtaining narcotics illegally.  Administrative Code 
§ 4729-5-13.  Prior approval of the Ohio Board of 
Pharmacy is required for all electronic prescription 
transmission systems.  

Pharmacy Board rules involving electronic drug 
record keeping and secure access in hospital settings 
are currently under study (OAC 4729-17-01 et seq.).

Mental Health.  Mental Health records receive specific 
attention under Ohio law.  Revised Code § 5122.31 
requires that individuals hospitalized for mental illness 
are entitled to confidentiality of medical records.  This 
prohibition is subject to a list of exceptions, including 
disclosures pursuant to a court order, disclosures in the 
best interest of the patient, disclosures to certain family 
members, and disclosures to community mental health 
agencies.

MR/DD.  Individuals with mental retardation or 
developmental disabilities are specifically entitled to 
confidentiality of medical records under Revised Code 
§ 5123.62(T).

HIV/AIDS.  In Ohio, tests results and a positive 
diagnosis for HIV and/or AIDS may not be disclosed 
by any person who acquired the information “while 
providing any health care service or while in the 
employ of a health care facility or health care provider” 
Revised Code § 3701.243(A) , except to the following 
individuals:  

(a) The individual who was tested or the individual’s 
legal guardian, and the individual’s spouse or any 
sexual partner; 

(b) A person to whom disclosure is authorized by a 
written release, executed by the individual tested or by 

the individual’s legal guardian and specifying to whom 
disclosure of the test results or diagnosis is authorized 
and the time period during which the release is to be 
effective; 

(c) The individual’s physician;  

(d) The department of health or a health commissioner 
to which reports are made under section 3701.24 of the 
Revised Code;

(e) A health care facility or provider that procures, 
processes, distributes, or uses a human body part from 
a deceased individual, donated for a purpose specified 
in Chapter 2108 of the Revised Code, and that needs 
medical information about the deceased individual to 
ensure that the body part is medically acceptable for its 
intended purpose;

(f) Health care facility staff committees or accreditation 
or oversight review organizations conducting program 
monitoring, program evaluation, or service reviews; 

(g) A health care provider, emergency medical services 
worker, or peace officer who sustained a significant 
exposure to the body fluids of another individual, if 
that individual was tested pursuant to division (E)(6) 
of section 3701.242 of the Revised Code, except 
that the identity of the individual tested shall not be 
revealed; and

(h) To law enforcement authorities pursuant to a search 
warrant or a subpoena issued by or at the request of 
a grand jury, a prosecuting attorney, a city director 
of law or similar chief legal officer of a municipal 
corporation, or a village solicitor, in connection with 
a criminal investigation or prosecution.  Revised Code 
§  3701.243(B).

A disclosure under the above provisions “shall be in 
writing and accompanied by a written statement” that 
the information is confidential and may not be further 
disclosed without consent.

Governmental Records.  Confidentiality protections 
also exist in the public sector.  Ohio’s Public Records 
Act exempts “medical records” from disclosure by 
governmental entities (RC 149.43).  More specifically, 
the Ohio Department of Health along with regional 
and local health districts are prohibited from disclosing 
health information of an individual without the 
individual’s written consent unless the disclosure is 
necessary for treatment, confirming accuracy, a search 
warrant or subpoena, or averting an imminent threat.  
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Revised Code § 3701.17(B).  In the case of disclosure 
for treatment or accuracy, the disclosing entity must 
enter into a written agreement with the recipient that 
requires the recipient to protect the information.  It is 
unclear under this statute whether an electronically 
transmitted agreement will suffice.

In addition to the above provisions, several provisions 
mandate confidentiality regarding individual health 
data—e.g., cancer registry (RC 3701.263) and 
communicable disease (RC 3701.23) reporting to health 
officials, nurse participants in chemical dependency 
treatment programs (OAC 4723-6-06).

Record Retention

Ohio law requires health care facilities, including 
hospitals and nursing homes to maintain various types 
of records, but Ohio does not have comprehensive 
record retention requirements.  For example, there is 
no general record retention requirement in Ohio law 
for hospitals or physicians, so providers generally 
adhere to record retention requirements in the Medicare 
Conditions of Participation (e.g., 42 CFR 482.24) 
or requirements in Food and Drug Administration 
provisions (e.g., 21 CFR 900.12).  Examples of 
exceptions in Ohio law are OAC 3701-83-11 (six years 
for freestanding health care facility patient medical 
records), and 3701-17-67 (seven years for nursing 
homes’ patient medical records).  These regulations 
do not, however, specifically require records to be 
maintained in paper form. 

Electronic Signatures

Ohio has established separate electronic signature 
standards for different purposes.  Different electronic 

signature standards apply to commercial transactions, 
health care records, and county government records.

Commercial Transactions.  The Ohio commercial 
code includes a Chapter entitled the Uniform Electronic 
Transaction Act.  Revised Code Chapter 1306.  This 
Chapter modifies the traditional laws requiring 
certain agreements to be made in writing signed by 
the parties.  The Uniform Electronic Transaction Act 
states that agreements made by electronic signature 
shall be enforceable where the parties have agreed to 
conduct the transaction in electronic form.  Revised 
Code § 1306.04(B).  

Under the Uniform Electronic Transaction Act, an 
electronic signature is defined as an “electronic sound, 
symbol, or process attached to or logically associated 
with a record and executed or adopted by a person 
with the intent to sign the record.”  Revised Code 
§ 1306.01(H).

Health Records.  Health care records must be 
maintained and authenticated by the individual who 
authorized or created the records.  Revised Code 
§ 3701.75(B).  Under Ohio law, authentication may 
be accomplished by electronic signature if all of the 
following apply:

(1) The entity responsible for creating and maintaining 
the health care record adopts a policy that permits the 
use of electronic signatures on electronic records;

(2) The entity’s electronic signature system utilizes 
either a two (2) level access control mechanism that 
assigns a unique identifier to each user or a biometric 
access control device;

(3) The entity takes steps to safeguard against 
unauthorized access to the system and forgery of 
electronic signatures;

(4) The system includes a process to verify that the 
individual affixing the electronic signature has received 
the contents of the entry and determined that the entry 
contains what the individual intended; and

(5) The policy adopted by the entity pursuant to this 
section prescribes all of the following: (a) a procedure 
by which each user of the system must certify in writing 
that the user will follow the confidentiality and security 
policies maintained by the entity for the system; (b) 
penalties for misusing the system; (c) training for all 
users of the system that includes an explanation of the 
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appropriate use of the system and the consequences 
for not complying with the entity’s confidentiality and 
security policies.  Revised Code § 3701.75.

An electronic signature for health records is defined 
as any of the following:  “(a) a code consisting of 
a combination of letters, numbers, characters, or 
symbols that is adopted or executed by an individual as 
that individual’s electronic signature; (b) a computer-
generated signature code created for an individual; 
(c) an electronic image of an individual’s handwritten 
signature created by using a pen computer.”  
3701.75(A)(2).

County Records.  A separate electronic signature 
standard exists for county governments.  Under Ohio 
law, a county may choose to accept official filings that 
are submitted electronically with electronic signatures.  
Revised Code §  304.01, et seq.  This is an “opt-in” 
provision that counties can choose to take advantage 
of or disregard.  For the purposes of electronic 
county records, an electronic signature is defined as 
an “electronic sound, symbol, or process attached to 
or logically associated with a record and executed or 
adopted by a person with the intent to sign the record.”  
Revised Code §  304.01.

Telemedicine

In addition to modifications of medical records law to 
address electronic technologies, Ohio has established 
standards for physicians practicing medicine remotely 
for patients physically located in Ohio.  These have 
particular implications on the growing trend of 
telemedicine.  

Telemedicine Certificate.  Telemedicine is an 
important part of national eHealth efforts and has a 
great potential for reaching underserved areas.  One 
specialty that has witnessed a spurt in telemedicine 
practice is radiology.  By utilizing new imaging and 
transmission technology, a radiologist can provide 
image diagnosis for a patient across the country.  This 
activity presents challenges for the traditional state 
physician licensure systems.  Ohio has dealt with these 
challenges by creating a special certificate for out-of-
state physicians treating Ohio patients.

In Ohio, the practice of telemedicine is defined as 
the “practice of medicine in this state through the 
use of any communication, including oral, written, 
or electronic communication, by a physician located 

outside this state.”  Revised Code §  4731.296.  Ohio 
law requires those practicing telemedicine to obtain a 
“telemedicine certificate.”  To obtain the certificate, 
the applicant must show that: 

(1) The person holds a current, unrestricted license to 
practice medicine and surgery or osteopathic medicine 
and surgery issued by another state that requires 
license holders to complete at least fifty (50) hours of 
continuing medical education every two (2) years;

(2) The person’s principal place of practice is in that 
state;

(3) The person does not hold a certificate issued under 
this chapter authorizing the practice of medicine and 
surgery or osteopathic medicine and surgery in this 
state; and

(4) The person meets the same age, moral character, 
and educational requirements individuals must meet 
under [the physician standards] of the Revised Code 
and, if applicable, demonstrates proficiency in spoken 
English.  Revised Code §  4731.296.

Consultation Exception.  In addition to the 
telemedicine certificate, Ohio law permits out-of-state 
physicians to provide consultation for Ohio patients 
without being deemed to be practicing medicine within 
the State of Ohio.  To qualify for this exception: (1) the 
out-of-state physician must be licensed in his or her 
home state; (2) the consultation must be to an Ohio-
licensed physician who is responsible for the patient’s 
treatment; and (3) one of the following must apply:  

(a)  The [out-of-state] physician or surgeon does not provide 
consultation in this state on a regular or frequent basis;

(b)  The [out-of-state] physician or surgeon provides 
the consultation without compensation of any kind, 
direct or indirect, for the consultation; or

(c)  The consultation is part of the curriculum of [an 
Ohio] medical school or osteopathic medical school.  
Revised Code § 4731.36(A)(3).

Physician-Patient Relationship and Standard of 
Care.  A discussion of telemedicine law is not complete 
without attention to the nature of the physician-patient 
relationship.  A primary factor in analyzing legal 
implications of an arrangement is whether the arrangement 
creates a physician-patient relationship.  The existence of 
a physician-patient relationship establishes a duty of care 
and increases risk of malpractice liability.
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Guidance on the nature of the physician-patient 
relationship comes from the Ohio Supreme Court:

The physician-patient relationship arises out of an 
express or implied contract which imposes on the 
physician an obligation to utilize the requisite degree of 
care and skill during the course of the relationship. The 
relationship is a consensual one and is created when 
the physician performs professional services which 
another person accepts for the purpose of medical 
treatment.  Tracy v. Merrell Dow Pharmaceuticals, 
Inc. (1991), 58 Ohio St.3d 147, 150, 569.

In Lownsbury v. VanBuren (2002), 94 Ohio St.3d 231, 
the Ohio Supreme Court loosened the standard by 
which a physician-patient relationship could be created 
by eliminating the requirement that the physician and 
the patient actually meet face-to-face.  Acknowledging 
the case law from other jurisdictions, the Court wrote 
in Lowensbury, “a physician-patient relationship, 
and thus a duty of care, may arise from whatever 
circumstances evince the physician’s consent to act for 
the patient’s medical benefit.”  Id.

In the absence of case law relating directly to an out-
of-state or telemedicine arrangement, the Lowensbury 
standard opens the door to finding a physician-patient 
relationship even where the physician has no contact 
with the patient.  Also instructive is the Court’s finding 
in Phillips v. Good Samaritan Hospital (1979) 65 Ohio 
App.2d 112, which states:

Once the physician-patient relationship has been found 
to exist, the professional responsibilities and duties 
exist despite the lack of proximity, or the remoteness, 
of contact between the two, as where a consulting 
physician is involved in a case in only a limited manner. 
Therefore, all physicians involved in a case share 
the same duties and responsibilities of the primary 
care physician to the extent of their involvement. It 
is incumbent upon these medical professionals to 
coordinate their efforts in a manner that best serves 
their patient’s well-being.  (Emphasis added.)

 Although Ohio courts have not specifically modified or 
explained the standard of care in light of technological 
advances in electronic medical information, it is 
important to acknowledge the relationship between a 
physician’s duty of care and the obligation to obtain 
available information.  Generally, the physician’s 
standard of care is best described in Bruni v. Tatsumi 
(1976), 46 Ohio St.2d 127, as:

In evaluating conduct of a physician and surgeon 
charged with malpractice, test is whether the 
physician, in performance of his service, either did 
some particular thing or things that physicians and 
surgeons in that medical community, of ordinary skill, 
care and diligence would not have done under same 
or similar circumstances, or failed or omitted to do 
some particular thing or things which physicians and 
surgeons of ordinary skill, care and diligence would 
have done under the same or similar circumstances; 
he is required to exercise the average degree of skill, 
care and diligence exercised by members of the same 
medical specialty community in similar situations.

Despite the reference to “that medical community” 
in the above standard of care description, some 
courts have wrestled with the problem of whether 
health care providers are required to go beyond local 
standards and customs in certain circumstances.  In 
a malpractice action, an Ohio Appellate Court has 
held that compliance with custom is not a test but a 
factor in determining compliance with the standard 
of care.  Morgan v. Sheppard, 188 N.E.2d 808 
(Ohio.App.8.Dist. 1963).  

The Morgan case echoes the landmark Washington 
decision of Helling v. Carey, 84 Wash.2d 514 (Wash. 
1974), which held that an ophthalmologist could be 
expected to perform glaucoma tests where technology 
for such tests was available despite a finding that such 
tests are not customarily performed by ophthalmologists 
generally.  

Antitrust

Ohio’s antitrust statute is consistent with the antitrust 
laws of other states.  Generally, Revised Code §  
1331.02 prevents agreements to limit or fix prices.  
Communications among health care providers, 
therefore, should be reviewed to ensure that information 
relating to pricing is not shared to prevent allegations 
of unfair trade practices.

Fraud and Abuse

Like most states, Ohio law prohibits certain referral 
arrangements among health care providers.  Revised 
Code §§  2913.40(C) (Medicaid) and 3999.22(B) 
(Insurance) prohibit the payment or solicitation of 
payment for referrals for health care supplies or 
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services.  Unlike the Federal Anti-kickback Statute, 
which prohibits payments for referrals of Medicare/
Medicaid business, Ohio’s kickback prohibition is an 
“all-payors” anti-kickback statute because it extends 
beyond the items paid for by Medicare and Medicaid to 
cover all insured services and supplies.  Any violation 
of the statute would be prosecuted as insurance fraud.  
The physician disciplinary code also prohibits payment 
for referrals at Revised Code §  4731.22(B)(17).

Similar to the Federal “Stark Law,” codified at 42 
U.S.C. § 1495nn, Revised Code § 4731.65, et seq., 
prohibits the referral of certain designated health 
services by a physician to an entity with in which the 
physician has an interest.  The Ohio self-referral statute 
is more limited than the Stark Law, however, due to 
the shorter list of prohibited services.  The Ohio self-
referral prohibition applies to the following items: 

(1) Clinical laboratory services;

(2) Home health Services; and

(3) Outpatient prescription drugs.

Ohio eHealth Legal 
Assessment: Progress and 
Challenges

Although Ohio law shows some progress in addressing 
advances in medical record keeping and transmission, 
some areas remain ripe for modernization.  Using 
electronic information technology implicates many of 
Ohio’s health information laws.

Confidentiality and Security

The key barrier to greater use of electronic storage and 
transmission mechanisms is security.  In addition to 
the health confidentiality statutes and regulations for 
physicians, nursing homes, pharmacists, and mental 
health professionals (as well as hospital accreditation 
standards), Ohio common law presents a particularly 
significant risk for health care providers considering 
new electronic records programs and transmission 
methods.

Under HIPAA, a patient’s sole recourse for improper 
medical record use or disclosure is to file a complaint 
with the Department of Health and Human Resources.  
HIPAA specifically provides that it does not create a 
private right of action.  Patients have greater recourse 
under Ohio law.  Specifically, the holding of Biddle v. 
Warren Gen. Hosp. should give health care providers 
pause when deciding on an electronic records system.  

By their nature, innovations meant to make information 
more accessible and transferable increase the risks 
associated with unauthorized access and improper 
disclosure.  Adopting a flawed system could result in a 
failure to secure medical records.  Such a failure could 
result in liability under Biddle v. Warren Gen. Hosp. 
and similar legal theories.  

In recent years, medical information security has 
become paramount.  Security and confidentiality laws 
like HIPAA and the Ohio medical confidentiality 
laws described above, play an important part in the 
development of medical record systems.  The challenge 
for lawmakers, however, is to ensure that these laws 
do not unreasonably hamper the modernization of the 
Ohio health care delivery system.  

Laws that would limit liability of health care providers 
in the event of unintentional access could help in 
the adoption of more efficient records systems.  In 
addition, specific provisions acknowledging the use of 
electronic systems and specifying the standard of care 
in protecting information could make the decision to 
pursue efficiency an easier one.  The conflict between 
the need to make records easily accessible and usable 
and the need for adequate information security will 
characterize the continued progress in electronic 
medical information systems.  
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Electronic Prescriptions

The Ohio Board of Pharmacy is currently reviewing 
the Ohio electronic prescription statute.  As mentioned 
above, a pharmacist may dispense pharmaceuticals 
based on electronically transmitted prescriptions for 
non-Schedule II drugs.  A list of approved electronic 
transmission systems can be found at the Ohio Board 
of Pharmacy web site.  Board approval is based on 
confirmation of the security of the system to ensure 
positive identification of the prescriber.

Record Retention

As noted above, Ohio law requires health care facilities 
to maintain medical records without specifically 
requiring that the records be kept in paper form.  As 
a result, many providers have transferred a great deal 
of their records to electronic form. Clarification that 
electronic retention is acceptable would assist providers 
considering a transfer to an electronic records system.  
Retention costs could be significantly reduced if paper 
versions were not required.   

Electronic Signature

As mentioned above, electronic signature is an acceptable 
method of record authentication.  The Ohio electronic 
signature laws fall short of requiring parties to accept 
electronic signature for other purposes.  As electronic 
transactions increase, it may be advisable for Ohio 
lawmakers to require acceptance of electronic signatures.  
For instance, a physician’s electronic order (with electronic 
signature) might be accepted by some ancillary providers 
and/or insurers while rejected by others.  A uniform approach 
has greater potential to increase industry efficiency.

In addition, Ohio has adopted separate electronic 
signature provisions for different uses.  A consistent 
approach in these standards would increase efficiency.  
For instance, a hospital could more easily adopt an 
electronic signature system if the same electronic 
signature standards applied to all aspects of the 
hospital’s business: transactions, health records 
and governmental filings.  Under current electronic 
signature laws, a health care provider would have to 
review electronically signed items for compliance with 
different electronic signature standards.  In most cases, 
a signature that complies with the medical records 
provisions would also suffice under the provisions 

relating to commercial transactions, but adopting a 
uniform system would be a simple way to remove 
possible ambiguities.

Telemedicine

Ohio lawmakers have recognized the benefits of 
telemedicine by allowing out-of-state physicians to 
practice medicine remotely with Ohio patients.  To balance 
these benefits against qualification concerns, certain 
requirements must be met, including specific training 
requirements and home state licensure standards.  

Telemedicine practice opens the door to many issues.  
Of primary importance is the existence of a physician-
patient relationship.  Ohio common law standards have 
recently broadened and may be interpreted to include 
telemedicine activities and remote consultations.  The 
existence of a relationship creates duties and risks for 
practitioners.  A change that may assist telemedicine 
efforts could be the adoption of specific rules or 
limitations relating to the duties and liabilities of 
telemedicine practitioners.

In addition, the availability of nearly unlimited information 
has implications for the standard of care.  By opening the 
standard of care to go beyond custom, courts have invited 
speculation that practitioners could be required to utilize 
current technology to its fullest potential.  This type of 
speculation supports the need for increased training and 
utilization of electronic health technologies.

There are also telemedicine concerns in the area of 
reimbursement.  Under governmental and private 
insurance plans, reimbursement for many services 
is permitted only where a face-to-face consultation 
has occurred.  In March of this year, Ohio Senate 
Bill 94 was introduced to prohibit Medicaid and 
private insurers from denying telemedicine claims 
for reimbursement based on the failure to engage in a 
face-to-face encounter.  Although no recent action has 
been taken on this Senate Bill, it addresses a significant 
obstacle to the growth of eHealth services - obtaining 
payment for telemedicine.

Antitrust

Antitrust issues should be considered in certain 
electronic communications.  Systems that allow health 
care providers to access and share pricing information 
could invite price fixing opportunities and allegations.
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Fraud and Abuse

Many health care providers have voiced concerns over 
the implications of fraud and abuse laws in data sharing 
arrangements.  A data sharing arrangement allows 
multiple providers to access the health information of 
patients in a single electronic system.  Providers are 
concerned that making such information available to 
other providers could trigger governmental scrutiny as 
an improper referral under the Federal Anti-kickback 
statute and Stark Laws or their state law corollaries.

To constitute a violation under the fraud and abuse laws, 
a data sharing arrangement would have to be deemed to 
be a “referral.”  An arrangement whereby data is shared 
for the purpose of allowing other providers to seek out 
or identify prospective patients could be considered a 
conduit for a referral.  In most cases, however, data 
sharing arrangements are maintained to allow for ease 
of access to information needed to provide care to 
patients without the significant delays and procedures 
required in an all-paper environment.  The adoption of 
federal and state law exceptions, safe harbors and/or 
guidance regarding data sharing arrangements could 
clarify these issues and ease concerns of providers. 

Malpractice Considerations

One area of law that has not addressed the implications 
of electronic record keeping is the area of malpractice.  
Unlike many of the laws discussed above, malpractice 
law is largely the result of court decisions over a long 
period of time.  As a result, malpractice law often lags 
behind society’s advances.  

Electronic recordkeeping affects malpractice risk by 
making it possible to identify all of the professionals 
who reviewed the electronic medical records at stake, 
and in many cases, how long the records were accessed 
by each professional.  This is problematic because an 
electronic “audit log” may be used by aggressive (and 
technologically savvy) plaintiff’s attorneys to generate 
a list of co-defendants.  As a result, some practitioners 
may fear that simply clicking to open a patient record 
may add them to a list of potential defendants should 
anything go awry in the patient’s care.

To date, no legislative or court actions have been taken 
to address this concern.  As electronic records systems 
proliferate, however, electronic malpractice issues 
will surely be added to the public policy agenda of the 
provider community. 

III. Conclusion 

There is recognition and momentum that HIT and 
electronic connectivity across health care organizations 
and among health care providers plays a key role 
in addressing the country’s numerous health care 
challenges.  Fostering greater use of HIT and exchange 
is a priority for the Bush Administration and federal 
agencies as evidenced by initiation of numerous HIT 
or exchange initiatives.  

The time is here to build upon this momentum and 
establish a multi-stakeholder forum involving Ohio 
leaders from the government, health care and business 
communities.  This forum can discuss and achieve 
points of agreement related to the use of HIT and 
interoperability in order to improve care and have a 
broader availability of electronic patient-specific and 
population health information.  

Although Ohio has made significant strides in 
modernizing areas of health law to keep up with 
advances in electronic technology, much work remains 
to be done.  In many cases, such as in the areas of record 
retention, electronic signature, and fraud and abuse, 
simple clarifications regarding the standard use and 
acceptability of electronic means would help increase 
efficiencies.  In other cases, such as in malpractice 
law and data privacy rules, more significant revision 
is required to clearly define legal responsibilities and 
pave the way for adoption of eHealth practices.

There are challenges to implementing HIT and electronic 
connectivity across Ohio health care organizations and 
among Ohio health care providers.  There are barriers 
due to competition, different perspectives, expensive 
legacy information systems that do not communicate 
with each other, slow adoption in small to medium sized 
physician offices, and insufficient financial incentives.  
There is no standard solution, but there is a growing 
interest within Ohio to begin collaboration among 
diverse stakeholders to develop a joint vision and plan 
to improve patient care and delivery through HIE.  
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IV. Appendices

Appendix A: Recent Federal 
Legislation 
• (S. 16) Affordable Health Care Act (Kennedy, D- 
MA) – (January 2005):  Reduces the cost of quality 
health care coverage and improves the availability of 
health care coverage for all Americans and addresses 
the issues of drug safety, health care information 
technology and standardized measures of quality 
health care. It also establishes an Office of Health 
Information Technology within the Executive Office 
of the President. In collaboration with private sector 
stakeholders this act will promote the adoption of 
standards, interoperability, and the use of clinical 
decision support. It authorizes grants to physician 
networks, hospitals, and group health plans and other 
insurers to develop HIE. This act also evaluates the 
development and reporting of uniform health care 
quality measures.

• (H.R. 747) National Health Information Incentive 
Act (McHugh, R-NY and Gonzalez, D-TX) – (February 
2005):  Amends title XI of the Social Security Act to 
achieve a national health information infrastructure, 
and amend the Internal Revenue Code of 1986 to 
establish a refundable credit for expenditures of health 
care providers implementing such infrastructure. The 
purposes of this legislation are to develop and test 
national standards and create incentives to encourage 
physicians to adopt HIT (including electronic health 
records, electronic prescribing systems, evidence-
based clinical support tools, patient registries, and 
technology to improve patient care).  It also authorizes 
the creation and funding of the Office of the National 
Coordinator for Health Information Technology.

• (S.544) Patient Safety and Quality Improvement Act 
of 2005 (Jeffords, Gregg, Enzi, Bingaman, Frist and 
Murray) – (March 2005):  Amends the Public Health 
Service Act to provide for the improvement of patient 
safety and to reduce the incidence of events that 
adversely affect patient safety. Promotes the adoption 
of standards that promote the electronic exchange of 
health care information and provides for the ongoing 
review and periodic updating of the standards 
developed. 

• Budget Reserve Fund (April 2005):  Enables the 
Committee on Finance or the Committee on Health, 
Education, Labor, and Pensions to report legislation 
that provides incentives or other support for adoption 
of modern information technology to improve 
quality in health care and provides for performance-
based payments that are based on accepted clinical 
performance measures that improve the quality in 
health care, if such legislation is deficit neutral for the 
period of fiscal years 2006 through 2010. 

• (H.R. 2234) 21st Century Health Information Act 
(Kennedy D-RI, Murphy R-PA) – (May 2005):  Calls 
for legislative provisions that transform the health care 
system by preventing medical errors, improving the 
use of best practices in medicine, reducing unnecessary 
duplication, streamlining administration, creating 
research and public health monitoring opportunities 
and changing quality reporting. It provides grants for 
regional HIE networks, allows for Medicaid payments 
for information infrastructure for health information 
network and IT, adopts HIT products certification 
criteria and governance processes, provides for 
adjustments to Medicare payments to providers and 
suppliers participating in HIT, and amends Stark 
regulations.  

• (S.1227) Health Care Quality Improvement Act of 
2005 (Stabenow – D-MI, Snowe – R-Maine) – (June 
2005):  Provides for grants for health care providers to 
adopt health care information technology and modifies 
Medicare’s payment system to reward providers 
for using health care IT.  The bill offers funding to 
providers to purchase, lease or install IT, improve or 
upgrade existing technologies or pay for electronic 
health records systems. In addition, the bill creates 
a reserve fund for rural hospitals to pay for IT and 
promotes the adoption of health care IT standards. 

• (S.1262) The Health Technology to Enhance Quality 
Act of 2005 (Frist-R-TN, Clinton – D-NY) – (June 2005):  
Authorizes processes for establishment, maintenance 
and adoption of HIT standards, provides grants for 
interoperable information systems, and establishes 
the use of health care quality measures.  It also creates 
a statutory safe harbor from the federal “Stark” self-
referral and anti-kickback laws for standard compliant 
hardware, software and support services. It also will 
make recommendations for harmonizing state laws 
to promote the secure electronic exchange of health 
information nationwide. 
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• (S.1355) Health Information Technology Quality and 
Improvement Act (Enzi-R-WY, Kennedy-D-MA) – (June 
2005):  The introduction of the Health Information 
Technology Quality and Improvement Act of 2005 
and the Medicare Value Purchasing Act of 2005 (S. 
1356) marks a major milestone in a three-year effort to 
drive improvements in health care quality and safety 
through the adoption of information technology.  The 
bi-partisan legislation was jointly introduced late June 
in bills by Senators Chuck Grassley (R-IA) and Max 
Baucus (D-MT) of the Senate Finance Committee 
and Senators Michael Enzi (R-WY) and Ted Kennedy 
(D-MA) of the Senate Health Education, Labor and 
Pensions (HELP) Committee.

This legislation has the ability to accelerate the use 
of information technology to improve health care 
quality and patient safety, by recognizing the key 
policies that will accelerate its adoption, including 
those related to interoperability and data standards, 
privacy and security, incentives and grant programs, 
and the role of the federal government.  Together, the 
bills recognize the importance of the need for funding 
to support providers, states, and regional or local 
health information networks as they begin to invest 
in HIT to support improvements in health care.  The 
Medicare Value Purchasing Act of 2005 integrates the 
use of HIT into its payment programs while the Health 
Information Technology Quality Improvement Act 
calls for grants and loan programs.  

• (DRAFT) – July 2005 - Health Information Technology 
Promotion Act (Johnson-R-CT):  This draft legislation 
codifies ONCHIT headed by National Coordinator, 
responsible for activities, such as

• Principal advisor to Secretary on development 
and use of HIT

• Standards harmonization for use in exchange of 
health information

• Certification/inspection of HIT products, services 
and architecture

It also requires study for harmonization of state laws 
and regulations regarding security and confidentiality 
of health information and requires rule-making for 
adoption of ICD 10 codes.  It also provides exemption 
from Stark, anti-Kickback and other statutes for any 
non-monetary remuneration. It requires remuneration 
without regard to the number or value of physician 
referrals and requires HHS Secretary to conduct a 

study on safe harbor effectiveness in increasing HIT 
adoption.  Effective 180 days after bill enactment. 

• (S. 1356) The Medicare Value Purchasing Act of 2005 
(Introduced by Senator Grassley and Senator Baucus) 
– (June 30, 2005).  Integrates the use of HIT into 
its payment programs while the Health Information 
Technology Quality Improvement Act calls for grants 
and loan programs.  

Improving Quality of Care in Medicare

The Medicare Value Purchasing (MVP) Act of 2005 
requires the Secretary of Health and Human Services 
to develop and implement value-based purchasing 
programs under Medicare for acute-care hospitals, 
physicians and practitioners, Medicare Advantage 
plans, end-stage renal disease (ESRD) providers, and 
home health agencies, and to take some initial steps 
toward value-based purchasing in skilled nursing 
facilities.  This legislation takes a critical step toward 
addressing the problems of increasing health care 
costs, and the need for improvement in patient safety 
and quality of care.

Measuring Quality and Efficiency of Care

The MVP Act of 2005 outlines the process and 
requirements for the development, implementation, 
and updating of a Quality Measurement System that 
will guide reporting and value-based purchasing 
programs.  This process is intended to be open and 
transparent, and to involve all the key stakeholders:

• Measures shall be developed by nationally-
recognized organizations, researchers, and 
provider-based groups.

• The Secretary shall contract with a private not-for-
profit entity representing diverse stakeholders that 
will build consensus around sets of measures. 

• The Secretary shall consult with public-private 
entities to examine issues of data collection and 
reporting.

Principles for Medicare Value Purchasing:

• Involve stakeholders: Involve Providers, 
beneficiaries, payers, and other experts in 
developing and implementing the program.

• Two-phase program: In the first stage, Medicare 
reimbursement updates will be tied to reporting 
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data on quality measures.  In the second stage, a 
portion of total payments will be tied to quality 
performance. Providers will be rewarded for 
meeting threshold levels of quality, and for 
improving the quality of care they provide.

• Phased-in approach: The portion of total payment 
tied to quality of care will be 1 percent in the first 
year, scaling up to 2 percent over a 5-year period.

• Increase transparency: Data on quality of care 
will be made available in a useable manner to 
Medicare beneficiaries and the public.

• Senate S 1418 - Wired for Health Care Quality 
Act (Result of HELP Committee mark-up of 7/20):  
Combines Enzi-Kennedy and Frist-Clinton and 
establishes American Health Information Collaborative 
- public-private consultation on standards development.  
Codifies Office of the National Coordinator for HIT 
(ONCHIT). Provides grants to providers and regional 
health networks. Establishes state loan programs for 
HIT sustainability.  S 1418 and HIEs mark-up sharpens 
grant focus/increases funding.  Grants for:  

• Implementation of regional/local HIT Plans

• Physicians, hospitals or other health care providers

• State loan programs for sustainability

• Total grants: $125 million in 2006, $150 million in 
2007 and such sums as needed thereafter

Appendix B:  Sampling of State 
and Regional HIE Initiatives 
1. Connecting Colorado

The Connecting Communities Colorado eHealth 
Initiative (CCCeHI) is an innovative clinical 
informatics project that is demonstrating the feasibility 
of providing electronic continuity for clinical services 
in order to improve the quality of patient care, making 
the delivery of care more efficient and therefore, less 
costly. The CCCeHI consortium is creating the technical 
capacity, legal framework and secure environment to 
enable clinicians to access patient information from the 
clinical data repositories of four health care delivery 
systems: the Denver Health integrated hospital and 
community clinic system, The Children’s Hospital, 
the University Of Colorado Hospital, and the Kaiser 
Permanente of Colorado Health Plan.

University of Colorado Health Sciences Center 
(UCHSC) is the sole academic medical center within 
a 500-mile radius, and the School of Medicine is 
the only medical school in the state. The Children’s 
Hospital is the largest provider of pediatric specialty 
care in the state. The University of Colorado Hospital 
is the largest teaching hospital in the Metro area, and 
Denver Health annually provides services to more than 
150,000 Denver residents. These three institutions are 
the major providers of underserved/underinsured care 
in the state. Kaiser Permanente of Colorado has more 
than 400,000 enrollees and is the third-largest HMO 
in the State.

2. Florida

Governor Jeb Bush, on May 4, 2004, issued an 
executive order creating the Governor’s Health 
Information Infrastructure Advisory Board to advise 
the state as it develops and implements a Florida 
health information infrastructure. The Advisory Board 
has since recommended that Florida be a lead state in 
establishing community pilot initiatives to transition to 
an electronic records system, and has begun developing 
criteria for selection of communities to participate in 
pilot programs on a 24-month timetable. 

In addition, on August 10, 2004, the Florida Agency 
for Health Care Administration (AHCA) announced 
that it was distributing 2,000 hand-held personal data 
assistants (PDAs) to Medicaid physicians, increasing 
the number of physicians using PDAs to 3,000. The 
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agency expressed confidence that the increased number 
of hand-held devices would enhance patient safety 
by providing real-time data, drive down medication 
costs through better utilization of prescriptions, and 
reduce fraud. The use of PDAs increased access 
to Medicaid’s preferred drug list, patient-specific 
prescription histories, Clinical Pharmacology© drug 
information, and drug interaction screening tools. 
The system provides a 60-day history of all Medicaid 
drugs dispensed to a specific patient regardless of 
prescriber, allowing physicians to better monitor all 
patient medications. 

3. Indiana

This state has been at the forefront of HIE, creating the 
nation’s first “operational electronic community health 
record” in Indianapolis. The Indiana Health Information 
Exchange (IHIE) is now linking five major health 
delivery systems, which encompass virtually all of the 
hospitals in Indianapolis, for the secure transmission 
of laboratory results and other clinical messages to and 
from practicing clinicians in the region.  IHIE is “wiring” 
health care by creating a common, secure infrastructure 
that will enhance communication and information sharing 
among providers.  Additionally, the IHIE ensures patient 
privacy while also allowing providers to access patient 
information housed in participating hospitals through 
a set of clinical databases managed by the Regenstrief 
Institute on the campus of the Indiana University School 
of Medicine.  IHIE officials expect to expand to other 
parts of Indiana, eventually becoming the hub of a 
statewide electronic health record network.

IHIE itself was founded last year by BioCrossroads, 
a public-private effort to promote life sciences and 
technology in central Indiana.  Over the last year-and-
a-half, BioCrossroads has become one of Indiana’s 
highest visibility economic development efforts. 
Recognizing the need for expanded venture capital, 
BioCrossroads helped organize the Indiana Future 
Fund I to raise awareness of the state’s life sciences 
industry and encourage investment in Indiana life 
sciences opportunities. The Indiana Future Fund I is 
a $73 million capital pool that will invest in regional 
and national venture capital funds, encouraging direct 
investment in Indiana life sciences opportunities.  
Other IHIE partners include Central Indiana Corporate 
Partnership, the City of Indianapolis, Clarian Health 
Partners, Community Health Network, Health and 
Hospital Corporation of Marion County, Indiana 
State Department of Health, Indiana State Medical 
Association, IU School of Medicine, Indianapolis 

Medical Society, Marion County Health Department, 
St. Francis Hospital and Health Centers, St. Vincent 
Health and Wishard Health Services. 

4. Kentucky

Governor Ernie Fletcher, M.D., signed legislation 
to create a statewide electronic health information 
network.  The bill, which passed both the state House 
and Senate unanimously, authorizes the creation of 
a statewide information exchange.  The Kentucky 
network will incorporate about six regional HIEs 
around the state. The law also provides $350,000 to 
establish endowed chairs at the University of Kentucky 
and the University of Louisville for research and 
development of the state network.

5. Massachusetts

Governor Mitt Romney, as part of the effort to reform 
the Commonwealth’s health care system in December 
2004, launched a new initiative designed to reduce 
medical errors and save costs by converting paper 
medical records into electronic form.  Romney set 
ambitious goals for the conversion to electronic health 
records, saying he would like to see this innovative 
technology adopted in the majority of the state’s 
hospitals over the next five years.  By keeping medical 
records electronically, physician groups, health centers 
and other health care providers will be able to exchange 
patient information more easily.  In late 2004, Romney 
announced his intention to work with the legislature to 
pass a comprehensive, market-based reform program 
for the state’s health care system.  One of its features is 
a system of electronic health records.

In late 2004, Romney lauded the newly-formed 
Massachusetts eHealth Collaborative (MAeHC), a non-
profit governing entity representing 34 of the state’s key 
health care stakeholders, for leading the electronic health 
records push.  Blue Cross Blue Shield of Massachusetts 
has pledged up to $50 million to enable the collaborative 
to expand electronic health records across the Bay State.  
MAeHC selected three pilot communities to begin 
implementing clinical information technology systems 
and data exchange capabilities.56  These communities 
will serve to develop operational and financing models to 
facilitate the statewide adoption of these technologies.

6. Oregon

The Oregon Health Policy Commission presented in 
March 2005 a Report to the 73rd Legislative Assembly: 
Electronic Health Records and Data Connectivity, which 
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provided recommendations for an action plan, including 
appointment of a state Health Information Technology 
leader, seed funding, and a pilot project to demonstrate 
a secure, interoperable system for accessing electronic 
health records regardless of boundaries.57

7. Rhode Island

Considerable progress has been made with developing 
goals that will support the deployment of HIT. One key 
element of the Rhode Island effort is a supportive state 
government. It is represented at meetings of the Rhode 
Island Quality Institute by Lt. Gov. Charles Fogarty 
and Health Department Director Patricia Nolan, a 
physician, both institute board members, and Nolan’s 
deputy, William Waters, who oversees the state’s 
public data-reporting program.  Some of the state’s 
major health care players are taking big steps into 
health care IT.  In July 2004, a Healthcare Information 
Technology and Infrastructure Development Fund 
was developed within the department of health for the 
purpose of promoting the development and adoption 
of health care information technologies designed to 
improve the quality, safety and efficiency of health 
care services.  In addition, the Rhode Island Healthcare 
Information Technology Advisory Committee was 
created through 2004 RI H.B. 7698. This year, the 
state of Rhode Island received a five-year grant for $5 
million from the Agency for Healthcare Research and 
Quality to develop a statewide infrastructure for health 
care information technology.

The state is also fortunate to have a strong collaborative 
known as the Rhode Island Quality Institute (http://
www.riqi.org), a not-for-profit organization based 
in Providence that is composed of many of Rhode 
Island’s top health care and business leaders.  The 
Institute is working to connect every provider and, 
eventually, every patient’s home in the state, to a 
universal health care information infrastructure.  
The Institute is supported by grants from the Rhode 
Island Foundation, the contributions of its members, 
contributions from Rhode Island-based businesses and 
agreements with project partners.  

8. Santa Barbara County Care Data Exchange

The Santa Barbara County Care Data Exchange Inc. 
(a non-profit community organization created to 
enable regional health information sharing within 
Santa Barbara County) and CareScience (a division 
of Quovadx Inc. providing care management, clinical 
analysis and regional health information data sharing 

solutions for hospitals and health care systems) have 
implemented a Santa Barbara County Care Data 
Exchange solution in Santa Barbara County with 
imminent plans for a phased roll-out to the community.  
The Care Data Exchange operates as a public utility 
and allows a patient’s clinical information to be 
readily accessible by any authorized person, including 
the patient. It operates as a peer-to-peer HIE, including 
the sharing of reports, results, and personal health 
information. The CDE seeks to utilize information 
technology to efficiently and effectively link data 
holders with data users and to contribute to improved 
patient safety, quality, efficiency, and access to care.

9. Taconic Health Information Network and 
Community (THINC)

Taconic IPA, a not-for-profit organization founded in 
1989, is a health care delivery network serving over 
500 physician practices in the Hudson Valley region of 
New York.  To achieve the goal of physician adoption of 
HIE technology, Taconic IPA is deploying a standards-
based HIE network of physician services with the 
goal of providing a greater continuity of care, better 
clinical outcomes, reduced costs, safety, and improved 
operational efficiency.  The HIE network of physician 
services, known as Taconic Health Information 
Network and Community (THINC), supports efficient 
communication  among an expanded number of 
practices, hospitals, labs and payers and includes the 
development of standardized electronic health records, 
e-mail access among physicians, staff and patients, e-
prescribing capability, and related technical support 
services.

The Taconic IPA has launched an initiative, the 
Hudson Valley Electronic Medical Record (EMR) 
Collaborative. This effort includes a multi-disciplinary 
group of representatives who provide counsel on system 
requirements, interoperability, and functionality as the 
project moves forward to have two leading electronic 
medical record vendors on the portal.  The Taconic 
IPA is one of the first physician organizations in the 
country to attempt deployment of a standard EMR 
with a community-wide electronic data exchange.  

Since 2003, physicians have used a clinical messaging 
service that lets them exchange clinical data 
electronically over the network, including inpatient and 
outpatient test results and hospital reports with three 
hospitals and a diagnostic laboratory.  To encourage 
its members to use that service, the IPA pays for the 
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cost of the service and will do the same when THINC 
rolls out e-prescribing software in 2005.  In addition, 
several insurers and employers have committed to 
paying annual bonuses to doctors who prescribe 
electronically, which will encourage many doctors to 
adopt e-prescribing.  

Data source entities (hospitals and reference labs) pay a 
monthly fee for data transfer into the system.  In addition, 
the physicians using the various applications (base line 
portal with e-results delivery, e-prescribing and full 
EHR) pay a monthly subscription fee.  Subscription 
fees vary with the application used.  Doctors within the 
Taconic IPA receive e-prescribing free as a benefit from 
the organization.  Non-IPA physicians or any doctor 
using the EHR will pay for their subscription.  Health 
plans and self-insured employers will pay incentives to 
physicians using the system, helping them underwrite 
the monthly subscription costs.

The Taconic IPA was also awarded a $1.5 million grant 
from the Agency for Healthcare Research and Quality 
(AHRQ) to help with implementation costs.  The IPA is 
matching the grant funds to help physicians as outlined 
above and to conduct a study comparing a group of 
doctors using e-prescribing and a full EHR against 
a paper-based control group.  The study will evaluate 
medication errors, quality parameters and cost in the 
three groups to demonstrate whether published studies 
from several universities and staff-model settings are 
reproducible in a community of small to medium-sized 
practices with competing community hospitals.

10. Tennessee

The Volunteer State is home of two regional efforts 
designed to facilitate HIE – CareSpark and the 
Volunteer eHealth Initiative.  In the summer of 2004, 
Governor Phil Bredesen proposed a technology pilot 
project to improve the delivery of health care in 
Southwest Tennessee and help lay the groundwork 
for better care and disease management statewide.  
The “Volunteer eHealth Initiative” will provide a 
framework for hospitals, physician groups, clinics, 
health plans and other health care stakeholders in a 
three-county regional data-sharing project. The project 
was prompted by long-term efforts to reform TennCare, 
but the state also cited the potential to benefit the entire 
region. If the pilot project is successful, it eventually 
could be expanded to other parts of the state.  Governor 
Bredesen said his Administration will commit up to 
$10 million to fund the initial phase of the Volunteer 

eHealth Initiative over the next five years. Additionally, 
the State was one of five states awarded $1 million per 
year for the next five years in federal funding through 
the U.S. Agency for Healthcare Research and Quality.  
The Volunteer eHealth Initiative will be managed by 
the State of Tennessee in a partnership with Vanderbilt 
University Medical Center, a national leader in the 
field of medical informatics — the use of technology to 
improve medical care and make the health care system 
more efficient. One goal of the planning process is to 
examine the possibility of creating for each patient 
a medical record that can be accessed — with the 
patient’s permission — wherever he or she seeks care.

CareSpark – Tri-Cities TN-VA Care Data Exchange 
Project serves the Central Appalachian region including 
16-counties in southwest Virginia and Northeast 
Tennessee, and areas of adjacent counties in western 
North Carolina and southeastern Kentucky.  This effort 
proposes to develop a secure network that allows 
physician offices, hospitals, public health departments, 
pharmacies, laboratories and imaging centers to 
communicate electronically in order to improve patient 
care and safety.  Key strategies are to: develop and 
support an infrastructure for HIT that delivers relevant 
information at the point of care; build community 
consensus that supports and encourages clinical process 
improvement, improved health outcomes and patient 
safety; collect and utilize de-identified aggregate data 
for the purpose of public health interventions and 
improvement in regional health status; and align financial 
incentives for providers, patients and purchasers so that 
all share equitably in the savings realized from improved 
process and better health outcomes. 

11. Wyoming

In their last legislative session, Wyoming legislators 
passed a bill creating the Wyoming Healthcare 
Commission Information Technology Management 
Subcommittee and charged it with developing a 
plan for implementation of a comprehensive health 
care information and communication technology 
system in the state.  The state recently launched an 
“electronic health records study,” funded with $400,000 
allocated by the legislature, to assess the needs and 
capacity of the health care industry and the existing 
telecommunications infrastructure of the state.  A report, 
including recommendations around a business plan and 
governance structure for a statewide health information 
infrastructure, was due in September, 2005.58 
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Appendix C: Third Frontier Network Map 
Source: http://www.osc.edu/oarnet/tfn/project_overview/index.shtml 
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Appendix D: 
Ohio Interview 
Participants 

David Barber 
Director,
Information Technology Program
Ohio Board of Regents 

Ken Bertka, M.D.
Physician
Toledo 

Jeffrey M. Biehl, M.B.A. 
Executive Director 
Access HealthCoumbus

Renee Bostick 
Chief Administrative Officer 
Ohio Health Plans 

Mary Crimmins 
Adjunct Faculty Sociology & 
Research Associate 
Wright State University 

Sharron DiMario 
Executive Director 
Employer Health Care Alliance 

Barbara Edwards 
Deputy Director 
Ohio Department of Job and 
Family Services 

Reed Fraley 
Senior Vice President 
Ohio Hospital Association 

Shawn Frick 
Executive Director 
Ohio Primary Care Association 

Jerry Friedman, J.D.
Advisor for Health Policy and 
Director of Government Relations
Office of Health Sciences 
Office of Government Relations 
The Ohio State University 

Paula Gomez Farrell, Ph.D. 
Senior Associate 
NorTech 

Angela M.  Hammond, RHIT 
Supervisor 
Health Information Management 
Akron General Medical Center 
representative for Ohio Health 
Information Management Assoc.

C. Martin Harris, M.D., M.B.A. 
Chief Information Officer and 
Chairman 
Information Technology Division 
The Cleveland Clinic Foundation

Mike Hogan, Ph.D. 
Director 
Ohio Department of Mental 
Health 

John Jesser 
Vice President 
Health Care Management 
Anthem Blue Cross & Blue Shield 

Owen Johnson, M.D. 
Vice President and 
Senior Medical Director
UnitedHealthcare 

Molly A. Katz, M.D. 
President, Ohio Medical 
Association 
Katz, Kade, & Hewitt, Inc. 

Brian Keaton, M.D.  
Attending Physician and 
Emergency Medicine Informatics 
Director 
Summa Health System
President-Elect, American College 
of Emergency Physicians 

Gene King, J.D.
Managing Attorney
Ohio State Legal Services 
Association 

David McClure, M.D.  
Vice President of Informatics 
Medical Group of Ohio 

Vince Miller
Chief Information Officer
MetroHealth System
 
Rick Moore 
President 
DME Consulting Services 
Board Member 
Ohio for EDI 

James Pearsol 
Assistant Director 
Ohio Department of Health 

Alice Petrulis, M.D. 
Medical Director 
KēPRO 

Brian Phillips 
Chief Information Officer
Ohio University 

Lorin Ranbom
Chief, Health Services Research 
Ohio Health Plans
Ohio Department of Job and 
Family Services

Robert Steffel 
Chief Executive Officer 
Healthbridge 

Marc Sweeney, Pharm. D. 
Regional Director of Experimental 
Education 
Assistant Professor of Pharmacy 
Ohio Northern College of Pharmacy
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Appendix E: Catalog of Ohio HIT 
and HIE Initiatives 
APPALACHIAN REGIONAL INFORMATICS CONSORTIUM 
(ARIC)

Funds from the Integrated Advanced Information 
Management Systems (IAIMS), a program of the 
National Library of Medicine, supported planning 
activities for a 9-member coalition.  The consortium’s 
mission is to create a sustainable and replicable model 
for integrated advanced information management 
systems for rural health care in Appalachian Ohio.  The 
model will establish a formal organizational structure 
and a comprehensive technical plan for a shared medical 
information system to benefit primary and behavioral 
health care providers, biomedical researchers and 
medical educators.  Additional information about the 
program can be viewed at http://www.oucom.ohiou.
edu/aric/aricproject.htm.

BERGER HEALTH SYSTEM

contact: Andy Chileski 
600 North Pickaway Street, Circleville, OH 43113 
 
Pickaway County (pop. 52,000) is a rural community 
served by a single hospital. Berger Health System’s 
administration and the physician staff feel the timing 
is right for CPOE. It will allow private and public 
physicians to enter their own orders through a variety 
of communication portals. These communication 
portals will be able to work in the hospital setting as 
well as outside the hospital setting. Clinicians will be 
able to view the results of their orders on line.

CCHS-EAST HURON HOSPITAL CPOE PROJECT

Principal Investigator: Greg Kall 
Meridia Health System, East Cleveland, Ohio 

Agency for Healthcare Research and Quality (AHRQ) 
– Transforming Healthcare Quality through Information 
Technology (THQIT) Grant 

The vision for CCHS-East’s information systems and 
for the CCHS-East’s Huron Hospital CPOE Project is 
to create an information management environment that 
supports the integration of patient care data, improves 
patient outcomes, standardizes practice variation 

and use of best practices, reduces medical errors and 
supports the delivery of a seamless continuum of 
patient care throughout the health system. As part of 
its overall Information Technology Strategic Plan 
for CCHS-East, CCHS-East will partner with its 
four hospitals, Meridia Medical Group, The Quality 
Institute, Eclipsys Corporation, Huron School of 
Nursing, and the Chronic Disease Center. The current 
implementation plan for Electronic Medical Records 
(EMR), calls for the installation of computerized 
physician order entry (CPOE), results retrieval, 
medication management and medication administration 
modules. The implementation of CPOE has the capacity 
to provide physicians with timely clinical information 
and decision-making supports to decrease the rate of 
medical errors and adverse drug events (ADEs) and 
to make communication more effective among the 
various departments. Huron Hospital is located in 
East Cleveland, an urban inner ring suburb with high 
unemployment, and poverty. East Cleveland’s 27,217 
population is 94.2 percent African-American with 
high rates of chronic diseases (COPD, diabetes, heart 
disease, end-stage renal disease and asthma). The 
project will measure the impact of CPOE on general 
quality of care, safety, and administrative efficiency 
with a special focus on patients with chronic diseases 
using the clinical data repository created by the EMR. 
Year 1 of the project will be a pilot CPOE at Huron 
Hospital providing physicians with remote access and 
hand-held devices to promote adoption. Years two 
and three 3 will expand the use of CPOE to Euclid, 
Hillcrest and South Pointe Hospitals, establish a clinical 
informatics center, integrate the technology of EMR 
and CPOE in Huron School of Nursing’s curriculum, 
and implement medication management and bar-coded 
medication administration at all four hospitals. 

CLEVELAND AREA FEDERALLY QUALIFIED HEALTH 
CENTERS (FQHCS)

FQHCs that treat the underserved in Cleveland are 
actively evaluating EHRs for their large centers. Ohio 
KēPRO is currently using the DOQ-IT process to assist 
them with purchasing a suitable EHR. Three out of the 
top 25 underserved practices in Ohio are FQHCs, and 
are utilizing the Patient Electronic Care System (PECS) 
registry. 
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CONNECTING RURAL NORTH EAST OHIO FOR BETTER 
HEALTH  | THE TWIN CITY HOSPITAL CORPORATION

contact: Marge Jentes 
819 N. First Street, Dennison, Ohio 44621 
 
With Twin City Hospital at its epicenter, the HIE will 
seek to distribute up-to-the-minute information to 
the network of providers caring for a patient in order 
to improve patient care and safety. In partnership 
with the Red Cross and local Health Departments, 
the HIE hopes to connect patients who are in need 
to the programs and services offered by all network 
agencies.

COORDINATED PATIENT RECORD SYSTEM  |  COMMUNITY 
HEALTH ALLIANCE OF NW OHIO (CHA)

contact: Duane Gainsburg, MD, Chairman 
5600 Monroe Street Suite A101 
Sylvania, Ohio  43560 
 
The Community Health Alliance of Northwest Ohio 
(CHA) is a multi-stakeholder, not-for-profit, 501(c)3 
organization serving the greater Toledo, Ohio area. 
CHA’s primary focus is to improve the quality of 
health care in the community and its secondary focus 
is to assure the appropriate allocation of health care 
dollars in the community.   CHA’s HIE is clinically-
focused and patient-focused. It is designed to 
coordinate patient records over space and time, and 
across institutional boundaries. The infrastructure 
of the system includes a neutral community-centric 
data processing center, and a highly leveraged 
service center. Key components of the system are 
the consistent identification of each patient across 
institutional boundaries, and the automatic distribution 
of information between care sites according to 
privacy-protected routing rules.

ELECTRONIC HEALTH RECORD INITIATIVES 

This list is not inclusive of the 170 hospitals and 40 
health systems throughout Ohio who are Ohio Hospital 
Association members.  

AKRON GENERAL HEALTH SYSTEM

http://www.akrongeneral.org/portal/page

Akron General received an award acknowledging the 

Medical Center as one of 100 “Most Wired Hospitals” 
in the country.  Akron General, through the use of 
wireless technology and medical software, physicians 
are provided with secured digital medical images, 
computerized test results and electronic patient records. 
This technology includes electronic patient records, 
filmless radiology system that connects all of Akron 
General’s imaging centers, and a physician’s web-based 
point of access (portal) to information and services. 

CATHOLIC HEALTHCARE PARTNERS / MERCY PARTNERS OF 
NORTHERN OHIO AND COMMUNITY HEALTH PARTNERS

http://www.mercy.health-partners.org

Catholic Healthcare Partners (CHP), headquartered 
in Cincinnati, Ohio, is one of the largest not-for-
profit health systems in the United States and the 
largest in Ohio.  The system consists of more than 100 
organizations, including acute care hospitals, long-
term care facilities, housing sites for the elderly, home 
health agencies, hospice programs, wellness centers 
and more. Many of them have achieved national 
recognition. They are divided into nine regions, each of 
which provides a comprehensive range of high quality 
services that meet the health care needs of people in 
Indiana, Kentucky, Ohio, Pennsylvania, Tennessee and 
nearby states.  Catholic Healthcare Partners (CHP) 
has been named one of the nation’s 100 Most Wired 
Hospitals and Health Systems according to the results 
of Hospitals & Health Networks magazine’s 2005 Most 
Wired Survey and Benchmarking Study.  

THE CLEVELAND CLINIC FOUNDATION 

http://www.eclevelandclinic.org/eCCHome

The Cleveland Clinic’s staff connects to EpicCare 
electronic medical records (EMR) and also EPIC 
with the SureScripts network, allowing the Clinic’s 
nearly 1,000 physicians currently using EpicCare to 
exchange renewal requests and authorizations with 
pharmacists and process new prescriptions completely 
electronically.  The Cleveland Clinic has an electronic 
medical record and also has implemented e-Cleveland 
Clinic, a series of e-health clinical programs offered 
over the Internet:  MyConsult - remote second opinion 
consultations; MyChart - personalized electronic 
medical record access, and Dr.Connect - physician to 
physician medical record access.  
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CLINTON MEMORIAL HOSPITAL  |  CLINICAL INFORMATION 
SYSTEMS

contact: Phil Frohriep 
610 West Main Street, P.O. Box 600, Wilmington, 
Ohio 45177

Clinton Memorial Hospital has implemented an 
integrated Laboratory Information System accessible 
from onsite or via the Internet for physicians to place 
orders and look at test results. Lab results from both 
the hospital and the contracted reference labs will 
be available on a single website, increasing speed 
and efficiency and decreasing the likelihood that the 
diagnostic information required by a physician is sitting 
in a mailbox. Information is available so physicians 
can access it from any location with internet service.  
Patient diagnoses and critical treatment care decisions 
are based on the results of diagnostic tests. Physicians 
need rapid, accurate and conveniently accessible 
test results immediately in order to manage patient 
outcomes successfully.  There is also an integrated 
Radiology Information System and Picture Archiving 
and Communications System accessible from on-site 
or via Internet for physicians to view radiological 
images or reports. Electronic images may be transferred 
out to physicians or other health care institutions for 
viewing. 

METROHEALTH SYSTEM 

http://www.metrohealth.org

The heart of The MetroHealth System is MetroHealth 
Medical Center, a 731-bed teaching hospital and major 
regional referral site. Beyond the medical center, 
MetroHealth operates 13 inpatient and outpatient 
facilities throughout Greater Cleveland, including a 
comprehensive outpatient surgery center, two long-term 
care/skilled nursing centers, and 10 community health 
sites. Services include Level I trauma, burn, and critical 
care; women’s and children’s services, including high-
risk obstetrical care and neonatal intensive care; heart 
and vascular care; cancer care; medical and surgical 
subspecialties; rehabilitation; long-term and skilled 
nursing care; and community health.  MetroHealth has 
been affiliated with the nationally-ranked Case Western 
Reserve University School of Medicine since 1914. 

MERCY MEDICAL CENTER 

http://www.cantonmercy.com

OHIOHEALTH 

http://www.ohiohealth.com

OhioHealth is a nationally recognized, Columbus-
based, not-for-profit, charitable organization serving 
and supported by the community. It is a family of 
hospitals, health and surgery centers, home-health 
providers, medical equipment and other health service 
suppliers throughout a 46-county area. OhioHealth 
hospitals in Franklin County are Riverside Methodist 
Hospital, Grant Medical Center and Doctors Hospital. 
They have implemented a new and innovative patient-
safety technology system in its hospitals’ intensive care 
units (ICUs), known as eICU® Care at OhioHealth, by 
VISICU, Inc.,  

OHIO STATE UNIVERSITY MEDICAL CENTER 

The Ohio State University Medical Center has been 
named one of the country’s “Most Wired” hospitals. 
It also ranked as one of the 25 most wireless. The 
prestigious designation refers to the use of advanced 
information technology tools by the nation’s hospitals 
to provide quality care and patient safety.59

PROMEDICA HEALTH SYSTEM 

http://www.promedica.org

SUMMA HEALTH SYSTEM 

http://www.summahealth.org

Summa Health System is moving forward with its 
implementation of Eclipsys’ Sunrise XA CPOE system.  
The system is live at Akron City Hospital.  It will be 
rolled out to St. Thomas Hospital in 2006, and will also 
be implemented at Cuyahoga Falls General Hospital in 
the future.  

UNIVERSITY HOSPITAL NETWORK 

University Primary Care Practice, University Hospitals 
of Cleveland, will provide e-prescribing to doctors at 65 
different offices. These doctors will have the ability to 
send prescriptions to pharmacies using the NDCHealth 
Electronic Prescription Services with OnCallData 
e-prescription system from InstantDx.  University 
Hospitals is also in the process of EHR selection.
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HEALTHBRIDGE 

contact: Robert Steffel 
11300 Cornell Park Drive Suite 360, 
Cincinnati, Ohio 45242

HealthBridge is an internet portal through which 
more than 100 entities supply, and thousands of users 
retrieve, clinical information in a standardized format, 
developed through the collaboration of the members.  
The HIE has several critical components, including 
secure connections between physician organizations 
and hospitals, access to existing hospital content and a 
community-wide clinical messaging system. Data from 
multiple sources is standardized across the community 
and delivered electronically to physicians.  HealthBridge 
proposes addressing the following: the speed and timing 
of information necessary for critical decision-making, 
the aggregation of data needed to manage the health of 
a discrete population and the reduction of cost by using 
a single secure infrastructure.

HEALTH POLICY INSTITUTE OF OHIO 

contact: William D. Hayes, Ph.D; President 
37 West Broad Street, Suite 350 
Columbus, OH  43215-4198 

Phone: 614-224-4950; Fax: 614-224-2205

The Health Policy Institute of Ohio is an independent, 
nonpartisan, statewide center that informs Ohio health 
policy by forecasting health trends, analyzing key 
health issues, and communicating current research 
to policymakers, state agencies and other decision-
makers.  It was formed in late 2003 and has convened 
several summits including one related to ehealth in 
October 2004.  Follow up actions included plans to 
develop a proposal for a strategic planning grant around 
ehealth in Ohio and to form a leadership team to help 
coordinate ongoing ehealth in Ohio efforts. HPIO also 
convenes discussions on important health issues for 
Ohio by bringing together representatives from various 
sectors with a keen interest in health matters, including 
policy makers, providers, employers, advocates, health 
plans, consumers, state agencies, and researchers.

THE MEDICAL GROUP OF OHIO (MGO) AND OHIO HEALTH 

MGO, an Integrated Provider Association representing 
2,100 Ohio physicians in central and southern Ohio, 
estimates their current use of electronic health records 

to be 10 percent to 12 percent, up from 7 percent in 
2002.60  MGO has a 50/50 joint venture with OhioHealth, 
their hospital partner for EHR development. MGO 
has contracted with Med3000 to offer Misys, A4, and 
Allscripts to member physicians. OhioHealth will offer 
GE Centricity over the Internet with an Application 
Service Provider (ASP) model. 

OHIONE

contact: Brian Phillips, Chief Information Officer, 
Ohio University, College of Osteopathic Medicine

OhiONE is a partnership of health-care consortia 
and allied agencies that use high-speed, interactive 
networks, videoconferencing and telemedicine 
capabilities, to link regional, national and international 
locations.  OhiONE supports “real time” distance 
learning through “face-to-face” video presentations 
and discussion over a national telecommunications 
network, which allows two-way communication.

ONECLEVELAND 

http://www.onecleveland.org

OneCleveland is a regional community network 
that will implement new applications and services 
throughout the region by its subscriber’s as part of 
Intel’s Worldwide Digital Communities initiative.  
Cleveland and Northeast Ohio is a pilot site to deploy 
solutions and services to enhance government services 
and efficiency, promote economic growth and foster 
community satisfaction.  This region has a fiber optic 
network to leverage for the deployment of applications 
and services via the OneCleveland network.  One 
example can be providing remote access to health care 
professionals to extend the delivery of health services 
and monitoring to schools, churches, community 
centers, and other sites. 

PARTNERS IN TECHNOLOGY  (ELECTRONIC PRESCRIBING 
IN THE COMMUNITY SETTING)

This is a collaborative project between the Ohio 
University College of Osteopathic Medicine, Ohio 
Northern University Raabe College of Pharmacy, the 
Ohio Pharmacist Association and the Ohio Osteopathic 
Association.  Funding for phases I and II has been 
provided by the Ohio Medical Quality Foundation.  
Phase I of this project explored issues related to 
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electronic technology and patient safety.  Surveys and 
conference information uncovered several issues that 
are unique to community-based electronic prescribing 
(e-prescribing).  In addition to many technological 
concerns, human factors may be significant barriers to 
the adoption of e-prescribing technologies, particularly 
in the community setting.  

Phase II, currently underway, targets Adverse Drug Events 
(ADEs) as its patient safety benchmark.  To assess the 
impact of electronic prescribing on ADEs in the community 
setting, enrolled volunteer patients will be surveyed 
and have their charts reviewed about three months after 
receiving an electronically-transmitted prescription (eRx).  

Electronic prescribing hardware and software have 
been placed in several community-based physician 
practices for participation in this study. Hardware 
and software were selected by the providers involved 
with the project.  Assessment of the communication 
and collaboration aspects of electronic prescribing, 
by surveys, logs, and interviews with providers and 
pharmacists, will take place before, during and after 
the eRx deployment.  Patients will also be surveyed 
about feelings and satisfaction with receiving an 
electronic prescription. The project currently includes 
four physician offices in Dayton, eight physicians, one 
nurse practitioner, and Dayton-area pharmacies.   

RURAL HEALTH EXCHANGE  | SELBY GENERAL HOSPITAL

contact: Walt Newlon, MHSA 
1106 Colegate Drive, Marietta, Ohio 45750

The information axis will involve the exchange of 
clinical information to include bar coding of lab 
specimens, laboratory results reporting, shared patient 
registration demographics, online ordering of lab tests 
and prescriptions by physicians, and electronic signature. 
The system would expand an existing network that has 
only computerized registration for billing purposes.  
The system proposed has been developed by Computer 
Programs & Systems Inc. (CPSI) of Mobile, Alabama, 
a major national firm that specializes in hospital 
information systems. It is integrated so additional 
modules can be added and updated.  

TRIAL OF DECISION SUPPORT TO IMPROVE DIABETES 
OUTCOMES

Principal Investigator:  Randall Cebul 
Case Western Reserve University,  Cleveland, Ohio 

Agency for Healthcare Research and Quality (AHRQ) – 
Transforming Healthcare Quality through Information 
Technology (THQIT) Grant 

Diabetes is an independent risk factor for the nation’s 
first and third leading killers and the leading cause of 
kidney failure and adult blindness. Evidence-based 
guidelines exist for control of glycemia (A1c levels), 
lipid abnormalities (LDL levels), hypertension (HBP), 
kidney and eye disease, yet gaps exist between what 
can be achieved and current performance. Competing 
approaches to improvement include disease 
management and patient empowerment, both of 
which can be facilitated by electronic medical records 
(EMR)-centered decision support.  The investigation 
is a 2-year cluster-randomized trial of 22 primary cafe 
practices, 197 PCPs, and their 13,000 adult diabetics 
across two health systems experienced in using the 
same commercial EMR system. Four clusters of similar 
practices will be assigned randomly to EMR-based 
disease management (EMR-DM 2). web portal-based 
patient empowerment (EMR-PE), both approaches 
(EMR-Both). or EMR alone. Our Aims are to: 1) 
compare the incremental effects of our interventions 
on primary outcomes (quality of care/patient safety, 
and utilization), adjusting as necessary for baseline 
prognostic differences, adjusting for clustering and 
using an intention-to-treat analysis; 2) estimate 
intervention effects in pre-specified sub-groups: 
3) describe specific features of patients and PCPs 
that are associated with different types and levels of 
adoption of our interventions; and 4) describe general 
and intervention-specific unintended consequences 
of our interventions. Significance: The results of this 
investigation will be of critical value to providers and 
their patients with chronic illnesses, to payers and 
insurers, to policymakers, and to those seeking to 
better understand EMR-based decision support - its 
adoption, and its usefulness for improving quality and 
safety in patient care. 

UHHS RICHMOND HEIGHTS HOSPITAL (RHH)

contact: Carol Fedor, ND 
CCRC Center for Clinical Research, University 
Hospitals of Cleveland, 11100 Euclid Avenue, LKSD 
1400, Cleveland, Ohio 44106

This HIE initiative is a multi-stakeholder group 
consisting of two community based hospitals (RHH 
and Bedford), an academic medical center (UHC) based 
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within an umbrella health care system (UHHS), and a 
private industry sponsor (MDG Medical). The intent 
of the HIE is to establish critical metrics to evaluate 
and implement automated medication delivery system 
designed for small to medium size community based 
hospitals. The metrics evaluation will be performed by 
the partnership with UHC support.  Improved patient 
safety and treatment through reduction in medication 
errors will be the primary goal. In addition, nurses and 
pharmacists resources will be freed up to spend more 
time with the patient.

WOMEN & CHILDREN DATA EXCHANGE  | EMH 
REGIONAL MEDICAL CENTER

contact: Patricia G. Egan 
630 East River Street, Elyria, Ohio 44035

The target for the HIE are women of childbearing age 
and their newborns in Lorain County, OH. The EMH 
Regional Medical Center accounts for about 25 percent 
of the births in the county; the Medicaid population is 
37 percent. Previous information exchange has been 
through movement of paper forms attempting to follow 
the client. This does not function well during off-hours 
or through multiple transfers, and is a major hindrance 
in providing appropriate health care.

Health records need to be accurate, complete and 
available in a timely manner to assist with clinical 
decision-making throughout the pregnancy and 
postpartum/newborn periods. Having an electronic 
chart would facilitate all pieces of relevant information 
being accessible at the point of care. This would 
dramatically enhance the effectiveness and the 
efficiency of health care providers.  The HIE will 
include all patients treated by EMH ob/gyns, the 
ECHD, OB/GYN Clinic, EMH, pediatricians, and 
tertiary care providers (MetroHealth and Fairview) 
and Home Health.

WRIGHT STATE UNIVERSITY HEALTHLINK INFORMATION 
EXCHANGE HIEX™

contact: Katherine L. Cauley, Ph.D. 
Director, Center for Healthy Communities

Wright State University, Boonshoft School of 
Medicine, 140 E. Monument Ave. Dayton, Ohio 
45402. Ph:  937-775-1114 

katherine.cauley@wright.edu

http://www.med.wright.edu/healthlink 
http://www.med.wright.edu/CHC

The organization at the nexus of the HealthLink 
Miami Valley (HLMV) initiative is the Center for 
Healthy Communities (CHC) a nationally recognized 
community-academic partnership, founded in 1989 and 
committed to improving the health of the community 
and health professions education.  CHC staff work in 
concert with the Dayton community to tackle systemic 
public health problems, research policy and practice 
issues, and provide technical assistance, program 
evaluation and continuing education for health 
professionals.    The CHC is fiscally housed as a Division 
in the Department of Community Health, Wright State 
University Boonshoft School of Medicine.  

In 2000 CHC convened representatives from all public 
health stakeholder groups to establish HealthLink 
Miami Valley (HLMV) to develop a community based 
solution to the health uninsured and to improve resource 
utilization. CHC was the successful applicant for a 
CAP grant from HRSA in 2001 and that grant focused 
on outreach to the health uninsured, development of 
an MIS  and services expansion, developing a primary 
care health plan for health uninsured.  

In January of 2004, HIEx™ (HealthLink Information 
Exchange) was put into a web based production 
environment and as of July 2005 includes data on 
approximately 16,000 individuals from some 5,800 
households.  This data includes demographics and 
health information, referrals, service utilization and 
includes document scanning.  Plans for 2005 and 2006 
include addition of an open source electronic health 
record.  HIEx™ has been designed using industry best 
practices in extensibility, expandability, and security.  
Accessed trough the Internet, currently protected by a 
168-bit encrypted VPN, HIEx™ supports a full HIPAA 
audit trail.  The application offers interoperability 
with other systems through the use of Web Services.   
Participation is currently limited to health/human 
services safety net providers including free, homeless, 
public health, and hospital outpatient clinics and 
emergency departments, social service organizations 
and public school health clinics. 
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Appendix F: Glossary

AHIC: American Health Information Community

AHRQ: Agency for Healthcare Research Quality (part 
of DHHS)

AQA: Ambulatory care Quality Alliance

BTE: Bridges to Excellence

CCIP: Chronic Care Improvement Program

CDC: Centers for Disease Control and Prevention 
(part of DHHS)

CITL: Center for Information Technology Leadership 

CMS: Centers for Medicare and Medicaid Services 
(part of DHHS)

CPOE: Computerized Physician Order Entry

DHHS: US Department of Health and Human 
Services (also HHS)

DOQ: Doctor’s Office Quality

eHI: eHealth Initiative Foundation 

EHR: Electronic Health Record (preferred over EMR)

EMR: Electronic Medical Record

FDA: Food and Drug Administration (part of DHHS)

HIE: Health Information Exchange (proto-RHIO)

HIPAA: Health Insurance Portability and 
Accountability Act of 1996

HIT: Health Information Technology

HPIO : Health Policy Institute of Ohio 

HRSA: Health Resources and Services Administration

IOM: Institute of Medicine (part of DHHS)

IHIE: Indiana Health Information Exchange

LHRP: Leapfrog Hospital Rewards Program

MedPAC: Medicare Payment Advisory Commission

MITA: Medicaid Information Technology 
Architecture

MITS: Medicaid Information Technology System

NCQA: National Committee for Quality Assurance

NHIN: National Health Information Network (see 
also RHIO)

NORC: National Opinion Research Center

NQF: National Quality Forum

NRCHIT: National Resource Center for Health 
Information Technology (see ARHQ)

ODH: Ohio Department of Health

ODJFS: Ohio Department of Job and Family Services

OHA: Ohio Hospital Association 

OHP: Ohio Health Plans (part of ODJFS)

ONCHIT: Office of the National Coordinator for 
Health Information Technology (part of DHHS)

RHIO: Regional Health Information Organization 
(subset of NHIN, can be state)

SARS: Severe Acute Respiratory Syndrome (disease)

SCHIP: State Children’s Health Insurance Program

SOW: Scope of Work (CMS work efforts assigned to 
QIOs like KēPRO)

TF: Third Frontier (Ohio)

TFN: Third Frontier Network 

VA: Department of Veterans Affairs
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