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Summary

What is already known?
 ► Current electronic medical record (EMR) use by 
primary care physicians (PCPs) is suboptimal, es-
pecially for supporting chronic care in Canada and 
the USA.

 ► Many PCPs receive little effective or adequate 
end-user-support to use the advanced features of 
their EMR.

 ► Primary research studies on the use of video tu-
torials for electronic health record/EMR training of 
PCPs or other practicing physicians have not been 
published to date.

What are the new findings?
 ► This study has examined the potential of EMR video 
tutorials that are based on the chronic care model, 
clinician-led training and best practices for design-
ing software video tutorials.

 ► This small-scale efficacy study demonstrates the 
potential of EMR video tutorials to improve EMR use 
for chronic diseases, such as diabetes.

How might this impact on clinical practice?
 ► The study identifies a potential low cost way to influ-
ence user behaviour and clinical practice following 
EMR implementation.

 ► Through use of EMR video tutorials for PCPs, it is 
anticipated that processes of care and clinical in-
dicators for chronic diseases such as diabetes may 
improve.

AbStrACt
Objective This study evaluated the potential for electronic 
medical record (EMR) video tutorials to improve diabetes 
(type 1 and 2) care processes by primary care physicians 
(PCP) using OSCAR EMR.
Design A QUAN(qual) mixed methods approach with an 
embedded design was used for the overall research study. 
EMR video tutorials were developed based on the chronic 
care model (CCM), value-adding EMR use, best practice 
guidelines for designing software video tutorials and 
clinician-led EMR training.
results In total, 18 PCPs from British Columbia, Canada, 
participated in the study. The video EMR intervention 
elicited a statistically significant increase in EMR advanced 
feature use for diabetes care, with a large effect size (ie, 
F(1,51)=6.808, p<0.001, partial η2=0.286).
Conclusion This small-scale efficacy study demonstrates 
the potential of CCM-based EMR video tutorials to improve 
EMR use for chronic diseases, such as diabetes. A larger-
scale effectiveness study with a control group is needed 
to further validate the study findings and determine 
their generalisability. The demonstrated efficacy of the 
intervention suggests that EMR video tutorials may be 
a cost-effective, sustainable and scalable strategy for 
supporting EMR optimisation and the continuous learning 
and development of PCPs. Health informatics practitioners 
may develop video tutorials for their respective EMR/
electronic health record software based on theory and best 
practices for video tutorial design. For patients, EMR video 
tutorials may lead to improved tracking of processes of 
care for diabetes, and potentially other chronic conditions.

IntrODuCtIOn
According to the International Diabetes 
Federation, diabetes is one of the most chal-
lenging health problems in the twenty-first 
century.1 Currently, there are big, persistent 
gaps between the evidence-based guidelines 
for diabetes care and actual clinical practice 
around the world,2 including Canada.3

Almost 80% of diabetes care is provided 
in primary care by primary care physicians 
(PCPs).3 To bridge the gaps between current 
practices and optimal standards, the redesign 

of primary care has been proposed4 using the 
chronic care model (CCM).5 The CCM is ‘the 
best known and most influential’ organisa-
tional model for chronic care.6 The overall 
aim of the CCM is to develop well-informed, 
activated patients interacting with a practice 
team that is proactive and prepared for them 
with the end goal of improving outcomes. 
The CCM has been adopted and adapted 
for use in different countries, such as the 
UK, Denmark, Russia, China, Australia, New 
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Zealand and Canada.7 The CCM includes six elements 
that are inter-related and designed to strengthen the 
patient-provider relationship and improve health 
outcomes: (1) delivery systems design, (2) self-manage-
ment support, (3) decision support, (4) clinical informa-
tion systems, (5) the community and (6) health systems. 
According to the CCM, clinical information systems such 
as an electronic medical record (EMR), and electronic 
health record (EHR) are often used interchangeably. In 
Canada, where this study has been conducted, an EMR is 
a health record under the custodianship of PCPs, whereas 
an EHR is used in secondary and tertiary care (hospital) 
settings. They can play a key role in facilitating improved 
capture, organisation and presentation of patient infor-
mation. For diabetes care, EMRs can help PCPs to (1) 
identify patients with diabetes, (2) assess whether a patient 
is due for recommended tests or screening procedures 
and (3) determine which patients have not achieved 
evidence-based clinical goals for key measures.8

In general, current EMR use by PCPs is suboptimal, 
especially for supporting chronic care in Canada and 
the USA.9 10 Previous research highlights the need to 
support PCPs in the advanced use of their EMRs for 
diabetes care.11 12 This is referred to as ‘value-adding 
use’ and includes additional use by the user to increase 
output or effectiveness.13 The literature widely suggests 
that end-user-support (EUS) is a critical success factor for 
increasing value-adding EMR use.14 15 EUS is defined as 
‘any information or activity that is intended to help physi-
cians solve problems with, and better utilise, the system’.16 
However, many PCPs receive little effective17 or adequate 
EUS,17 18 especially following the implementation of an 
EMR. In particular, post-implementation EMR training 
is an important form of EUS that the majority of PCPs 
currently lack, especially for using advanced features such 
as creating recalls/reminders and reports.19–21 Training 
provides end-users with ‘the conceptual and procedural 
knowledge necessary to put the technology to effective 
use’.22

The literature on educational interventions for infor-
mation systems identifies seven methods of software 
training: (1) tutorial, (2) course/lecture/seminar, (3) 
computer-aided instruction, (4) interactive training 
manual, (5) resident expert, (6) help component and (7) 
external training.23

In the 1990's, video tutorials were introduced as a new 
type of tutorial for training end users of information 
systems. Video tutorials are visual demonstrations of how 
to accomplish tasks using software,24 and are a simple, 
affordable tool to produce authentic, situated and moti-
vational instructional material.25 The benefits of video 
tutorials for learning include: (1) The development of a 
better mental model of the software26, (2) Faster initial 
learning and better comfort than using static versions of 
instructions25 and (3) Increased control and autonomy.25

However, the limitations of using video tutorials include 
the ‘mimicry model’ (ie, memorising and copying 
steps without internalising the task)27 28 and lack of an 

inferential step, which may lower retention of informa-
tion. Despite these challenges, video tutorials can reduce 
cognitive processing and allow users to immediately prac-
tice the skills they have acquired.25 They may also serve as 
a cost-effective and scalable tool for software vendors and 
institutions to provide training to end-users.

In the context of training medical residents and 
nursing students on EMRs, He et al from the University 
of Massachusetts (USA) had used two video tutorials in 
EHR training for nursing students.29 The authors iden-
tified several changes to improve their video tutorials 
(eg, including hands-on practices and review questions 
with answers). In another study, Thiyagarajan et al30 from 
Eastern Virginia Medical School (USA) examined the 
use of EHR video tutorials to orient medical students to 
the EHR.30 Using retrospective chart review, the authors 
found that there was a significant improvement in comple-
tion of the past medical history and smoking status fields 
in the EHR after three video tutorials were introduced, 
although it was not possible to link the post-implemen-
tation charts with the medical students who had watched 
the video tutorials.30 Similarly, Zoghbi et al31 conducted 
a pre-post study to examine the effects of video tutorials 
on EMR use for a group of general surgery residents at 
the Perelman School of Medicine, University of Pennsyl-
vania (USA). The study found statistically significant posi-
tive effects of the video tutorials on residents' confidence 
in carrying out EMR tasks, clinical scores on emergency 
simulations, as well as decreasing their time required to 
perform essential EMR tasks without the video tutorial 
training. However, primary research studies on the use of 
video tutorials for EHR/EMR training of practicing PCPs 
or other practicing physicians have not been published to 
date. Further, to our knowledge, research examining the 
use of EMR video tutorials has not been published to date 
outside of the USA. This study adds to this literature by 
examining the impact of video tutorials on PCPs’ use of 
advanced EMR features for diabetes care as a continuing 
medical education-like intervention; it also studies the use 
of video tutorials by PCPs in Canada. The study addressed 
the following research questions:
1. To what extent does a CCM-based video tutorials 

demonstrate the potential to improve type 1 and type 2 
diabetes care processes, including (a) use of a diabetes 
registry, (b) use of diabetes recalls/reminders, (c) or-
dering/viewing a patient's haemoglobin A1c every 3 to 
6 months and (d) recording a patient's blood pressure 
every 3 to 6 months?

2. To what extent do individual PCP characteristics relate 
to EMR use for diabetes care?

MetHODS
Overall research design
A QUAN(qual) mixed methods approach with an 
embedded design was used for the overall research study. 
In this paper, we only report the findings from the quanti-
tative, experimental portion of the study as the qualitative 
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portion focused on barriers and facilitators and video 
intervention design. For this part, a quasi-experimental 
design, with a one-group pre-test post-test using a double 
pre-test and an additional post-intervention measure-
ment was conducted. Data were collected 1 month before, 
immediately before, 3 months after and 6 months after 
the intervention described below.

Setting and sample
The study was set in British Columbia (BC), Canada. 
Study participants included PCPs who use the OSCAR 
EMR, which is one of the major EMRs used in BC. An 
a-priori sample size calculation in the G*Power computer 
program32 indicated that a total sample of 24 participants 
would be needed to detect medium effects (f(U)=0.25) 
with 80% power using repeated measures analysis 
of variance (rANOVA) with alpha at 0.05. Given the 
barriers to engaging PCPs in research (especially lack of 
funding to compensate for physicians’ time), the study 
used a convenience sample. All PCPs in BC who use the 
OSCAR EMR (n=984) were invited to participate in the 
study. This potential sample was identified by a physician 
EMR champion in BC. Study participants were recruited 
through the Divisions of Family Practice and OSCAR BC 
Users’ Group using an invitation letter and a YouTube 
video that explained the research study.33 The Divisions 
of Family Practice advertised the study opportunity to 
their division members through emails, newsletters, divi-
sion meetings and word of mouth. Eligible PCPs who 
expressed interest in participating in the study signed and 
submitted an informed consent form through email or 
fax. All PCPs who returned signed consents and met the 
study inclusion criteria were included in the study. PCPs 
were included if they were: (a) a service family physician 
(full-service family physician), (b) a member of a Division 
of Family Practice, (c) used the OSCAR EMR, (d) worked 
in a solo or group practice, (e) had diabetic patients in 
their practice and (f) were interested in implementing 
and applying the intervention in their practice, including 
using the advanced features of their EMR for diabetes 
care management. Study recruitment took place between 
July 2017 and October 2017.

Intervention
The study intervention, referred to as Management of 
Diabetes Post-Implementation EMR Training (MD-PET), 
was composed of a series of four short online video tuto-
rials34 that targeted four EMR features for diabetes care, 
similar to the EMR use instructions and applications 
recently published by Singer and Ivers.35 In general, 
OSCAR EMR had been voluntarily described as ‘not user-
friendly’ by several study participants during the course 
of the study. The OSCAR EMR functionality studied is 
considered hard/difficult for users to access, requiring use 
of multiple screens in different areas of the EMR. Further, 
OSCAR EMR exemplifies the current poor availability of 
EMR documentation support tools36 that are designed to 
achieve high EMR data quality. Hence, this functionality 

indicates an EMR usage maturity level of four on a five-
level model developed by the Physician Information 
Technology Office in BC,37 and is considered advanced 
in Canada, as many physicians currently use their EMR 
as ‘electronic paper’ for free-text charting.35 For this 
reason, many PCPs need special training to learn how to 
use chronic disease registries, recalls and reminders to 
measure and follow guideline-informed care.

Specific learning contents covered in the intervention 
included how to: (1) code diabetic patients to create a 
diabetes registry and add the diabetic label to the cumu-
lative patient profile, (2) create diabetes recalls using 
OscarMsg (internal email) and using Ticklers (scheduled 
reminders), (3) add diabetes-related indicators to the 
diabetes flowsheet and (4) order lab work using a smart 
lab requisition in the patient’s eForm library. It should be 
noted that the OSCAR EMR does not provide automated 
computer-generated reminders (or other computer aids) 
for the aforementioned functions; these must be created 
manually in the system. Although this advanced function-
ality requires access to many different parts of the EMR, 
the same method can be used for other chronic diseases. 
Thus, the training was designed to teach transferable 
skills that can be applied to multiple chronic diseases. 
The video tutorials were designed based on:
1. The CCM, which served as the conceptual framework 

for the EMR training intervention. The intervention 
focused on the ‘clinical information systems’ and ‘de-
livery systems design’ components of the CCM.

2. van der Meij and van der Meij's eight guidelines for 
designing video tutorials for software applications,38 
namely (1) provide easy access, (2) use animation with 
narration, (3) enable function interactivity, (4) pre-
view the task,5 provide procedural rather than concep-
tual information, (6) make tasks clear and simple, (7) 
keep videos short and (8) strengthen demonstration 
with practice.38

3. Clinician-led EMR training, which aligns with the ho-
mophily characteristic of EUS and learning through 
modelling, as per Bandura's Social Learning Theory.39 
Homophily in EUS is ‘the degree of similarity between 
the support source and the end-user, and the degree 
to which the support source demonstrates understand-
ing of the day-to-day work of the user’.16 To that end, 
a physician champion was involved in the design and 
recording of the video tutorials.

Data collection
Data were collected from July 2017 to May 2018. To 
answer research questions 1 and 3, a demographic survey 
was conducted 1 month prior, and a Diabetes Care Ques-
tionnaire (DCQ) (See Appendix) was completed at all 
four time points. The DCQ measures the percentage of 
patients for which a PCP has (a) used a diabetes registry, 
(b) used diabetes recalls/reminders, (c) ordered/viewed 
haemoglobin A1c every 3 to 6 months and (d) recorded 
a patient’s blood pressure every 3 to 6 months. The 
process measures in the DCQ were combined to create 
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Table 1 Participant characteristics

Characteristic

No. of 
participants
(n=18)

Percentage of 
participants

Age group

  35–44 3 16.7

  45–54 7 38.9

  55–64 7 38.9

  65+ 1 5.6

Sex

  Male 6 33.3

  Female 12 66.7

Health authority/location

  Fraser Valley 5 27.8

  Vancouver Coastal 1 5.6

  Vancouver Island 12 66.7

Years of practice

  <4 3 16.7

  5–9 0 0.0

  10–14 1 5.6

  15–19 2 11.1

  20+ 12 66.7

Type of practice

  Multi-physician 16 88.9

  Solo 2 11.1

Years of EMR experience

  1–2 1 5.6

  3–4 7 38.9

  5–9 9 50.0

  10–14 1 5.6

Years of experience using OSCAR EMR

  1–2 1 5.6

  3–4 7 38.9

  5–9 8 44.4

  10–14 1 5.6

Number of EMRs used

  1 6 33.3

  2 7 38.9

  3 3 16.7

  4 2 11.1

Prior post-implementation training

  Yes 9 50.0

  No 9 50.0

Computer skills

  Low 3 16.7

  Average 10 55.6

  Above average 4 22.2

Continued

a composite variable40 called mean composite EMR use 
(MCEU) at each time point by calculating the average 
score of the above measures a to d. The composite vari-
able had good reliability (Cronbach’s α=0.808).

Data analysis
Descriptive statistics (frequencies) from the PCP Demo-
graphic Survey and DCQ were used to describe the partic-
ipant characteristics. The means, medians, modes, ranges 
and SD were also calculated for data from the DCQ.

To study the relationships between various PCP char-
acteristics, Kendall’s tau-b correlation coefficients were 
calculated. To examine relationships between PCP 
characteristics and PCPs' baseline use of the EMR for 
diabetes care, Pearson’s and Kendall’s tau-b correlation 
coefficients were used for interval and ordinal variables, 
respectively.

Differences in baseline use of the EMR between male 
and female participants, health authorities and levels of 
prior post-implementation EMR training of PCPs were 
tested using independent sample t-tests. To further 
examine the effects of PCP characteristics on PCPs’ use 
of EMR features for diabetes care at baseline, multiple 
linear regression was used. To decrease multicollinearity, 
only selected PCP characteristics were included in the 
linear regression model if they correlated with other PCP 
characteristics. Finally, rANOVA with post-hoc tests using 
the Bonferroni correction was employed to determine 
the difference between the pre-intervention and post-in-
tervention observations. Quantitative data analysis was 
performed using IBM SPSS Statistics V.24.41

reSultS
Participants
Eighteen PCPs participated in the study, and their char-
acteristics are outlined in table 1 below. The majority of 
participants were women (n=12; 67%), 45 to 64 years old 
(n=14; 78%), from Vancouver Island, BC, (n=12; 67%), 
worked in a multi-physician clinic (n=16; 89%) and had 
been practicing medicine for over 20 years (n=12; 67%). 
Almost half (n=8; 44%) of participants had used OSCAR 
EMR for 5 to 9 years, while 39% (n=7) had used it for 
3 to 4 years. Most participants (n=7; 38%) had experi-
ence using two EMRs in total, while a third (n=6; 33%) 
of participants had only used one EMR (ie, OSCAR). The 
average number of EMRs used was two.

effects of physician characteristics on eMr use for diabetes 
care at baseline
A multiple regression was run to predict EMR use for 
diabetes care from three variables: years of practice, EMR 
skills and prior post-implementation training. Interval 
variables were included if they showed good correlation 
with MCEU at 1 month prior, while categorical variables 
were included if there were significant difference in 
MCEU between groups or a large effect size. Interval vari-
ables were excluded if there was small correlation with 
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Characteristic

No. of 
participants
(n=18)

Percentage of 
participants

  High 1 5.6

EMR skills

  Low 1 5.6

  Average 12 66.7

  Above average 4 22.2

  High 1 5.6

EMR, electronic medical record.

Table 1 Continued

Table 2 Summary of multiple linear regression

Variable B SE

Standardised 
beta 
coefficient t

P 
value

(Intercept) 44.132 15.532 2.841 0.01

Years of 
practice

4.440 2.092 0.483 2.122 0.05

EMR skills 5.913 5.570 0.231 1.062 0.31

Prior post-
implementation 
EMR training

−4.498 5.729 −0.165 −0.785 0.45

EMR, electronic medical record.

Figure 1 EMR use for diabetes care across data collection 
time points with 95% CI. EMR, electronic medical record.

Table 3 Primary care physicians’ average use of registry 
for all patients with diabetes over time

Use of 
diabetes
registry at 
baseline

Use of 
diabetes
registry 
immediately 
before

Use of 
diabetes
registry 
3 months 
after

Use of 
diabetes
registry 
6 months 
after

Mean 86.50 88.39 94.56 92.39

Median 96.50 99.00 99.50 99.00

Mode 100.0 100.0 100.0 100.0

SD 25.75 27.44 11.87 20.89

Range 100.0 100.0 50.00 90.00

MCEU at 1 month prior, whereas categorical variables were 
excluded if there were no difference between groups in 
MCEU at 1 month prior. For this purpose, we used Cohen’s 
conventions of 0.1, 0.3 and 0.5 for small, medium and 
large correlation, respectively.42 Because years of practice 
was correlated with age (τb=0.658, p<0.01) and EMR skills 
was correlated with computer skills (τb=0.702, p<0.01), 
only years of practice and EMR skills were included in 
the regression model. Prior post-implementation training 
was included because of its large effect size (d=0.65). The 
multiple regression model significantly predicted EMR 
use for diabetes care, F3 14=3.80, p=0.04, R2=0.45. Only 
years of practice contributed statistically significantly to 
the prediction, p=0.05. Regression coefficients and SEs 
are presented in the table 2 below.

effects of the intervention on eMr use for diabetes care
MCEU scores for diabetes care increased from baseline 
(M=68.78, SD=14.05) to immediately before (M=72.33, 
SD=11.25), 3 months after (M=79.44, SD=11.66) and 
6 months after (M=80.17, SD=14.39), in that order 
(figure 1). The rANOVA showed that there were statis-
tically significant differences in use of diabetes-related 
EMR features over time, F(3,51)=6.808, p<0.001, with 
large effect size (partial η2=0.28642 43).

As indicated in figure 1, only the differences in MCEU 
scores between baseline and 3 months after and baseline 
and 6 months after were statistically significant in post-hoc 
tests. (95% CI 19.69 to 1.65, p=0.015) and 95% CI 24.09 to 
1.37, p=0.021, respectively).

It is also valuable to view the trends in the data across 
process measures both in tabular and graphical form. 
The means, medians, modes, SD and ranges for the indi-
vidual process measures, which make up the MCEU score, 
across the study time points can be seen in tables 3–11, 
and the graphs can be seen in figure 2. In the tables and 
graphs, it is interesting to note the increase in mean use 
of EMR features over time. In general, several process 
measures (ie, use of the diabetes-related EMR features) 
increase in a positive direction from baseline to 6 months 
after. Specifically, the trends suggest a marked increase 
in PCPs' (a) use of a diabetes registry, (b) creation of 
recalls and (c) ordering of lab work for both stable and 
unstable patients with diabetes. However, PCPs’ ordering 
of lab work for patients with diabetes appeared to slightly 
decrease in the present study from baseline to 6 months 
post-intervention.

DISCuSSIOn
CCM-based video tutorials were investigated to deter-
mine their potential to improve processes of care for 
type 1 and type 2 diabetes. Although video tutorials have 
recently been applied in a few studies to support EHR 
training for medical students, medical residents and 
nursing students,29–31 their potential to support PCPs 
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Table 4 Primary care physicians’ average use of registry 
for stable diabetic patients over time

Use of 
diabetes
registry at 
baseline

Use of 
diabetes
registry 
immediately 
before

Use of 
diabetes
registry 
3 months 
after

Use of 
diabetes
registry 
6 months 
after

Mean 81.67 83.50 89.39 88.06

Median 90.00 99.50 90.00 98.00

Mode 100.0 100.0 90.00 100.0

SD 26.35 28.72 12.19 21.54

Range 100.0 100.0 50.00 90.00

Table 5 Primary care physicians’ average use of registry 
for unstable patients with diabetes over time

Use of 
diabetes
registry at 
baseline

Use of diabetes
registry 
immediately 
before

Use of 
diabetes
registry 
3 months 
after

Use of 
diabetes
registry 
6 months 
after

Mean 84.67 88.78 93.22 93.06

Median 97.00 100.0 99.00 100.0

Mode 100.0 100.0 100.0 100.0

SD 26.45 25.54 11.95 20.99

Range 100.0 100.0 50.00 90.00

Table 6 Primary care physicians’ average use of recalls for 
stable patients with diabetes over time

Use of 
recalls at 
baseline

Use of recalls 
immediately 
before

Use of 
recalls 3 
months 
after

Use of 
recalls 6 
months 
after

Mean 10.83 15.83 34.56 37.50

Median 0.000 5.000 22.50 30.00

Mode 0.000 0.000 0.000 0.000*

SD 26.86 26.47 37.15 37.31

Range 90.00 100.0 100.0 100.0

*More than one mode exists, only the first is reported.

Table 7 Primary care physicians' average use of recalls for 
unstable patients with diabetes over time

Use of 
recalls at 
baseline

Use of 
recalls 
immediately 
before

Use of 
recalls 3 
months 
after

Use of 
recalls 6 
months 
after

Mean 13.61 21.39 47.61 53.06

Median 0.000 20.00 49.50 50.00

Mode 0.000 0.000 0.000 100.0

SD 28.01 27.43 40.46 41.13

Range 90.00 90.00 100.0 100.0

or practicing physicians in general has not been widely 
investigated. Further, the potential of EMR video tutorials 
that are based on the CCM, clinician-led training and best 
practices for designing software video tutorials has rarely 
been examined. Yet, given that video tutorials have been 
around for almost 30 years, their general use is not entirely 
new to PCPs, especially with the emergence of platforms 
such as YouTube. For example, a couple of PCPs reported 
watching video tutorials to learn how to fix a printer or 
bake a cake. However, the use of EMR video tutorials to 
teach EMR functionality to PCPs may be a newer devel-
opment, as PCPs often receive pre-implementation and 
post-implementation training in-person18 20 44 through 
educational interventions, such as classroom-based 
training.

Previous studies by Thiyagarajan et al30 and Zoghbi et 
al31 report positive effects of video tutorials for medical 
students and medical residents; however, the authors used 
different study designs: a retrospective chart review and a 
single-institution prospective study, respectively, and did 
not report the effect size of their video tutorial interven-
tions. In contrast, the quasi-experimental approach of 
the efficacy study presented here has allowed for a more 
detailed examination of the video tutorials intervention 
(MD-PET).

The present study demonstrates a statistically signifi-
cant increase in EMR features use for diabetes care, with 
a large effect size. Graphical trends also indicated a posi-
tive increase in PCPs' use of almost all the EMR features 

for diabetes care. Ordering lab work is the EMR feature 
that appears to have decreased from baseline to 6 months 
after. External programme and initiatives designed to 
reduce unnecessary lab testing for haemoglobin A1c 
(eg, Choosing Wisely Canada) may explain the reduced 
use of ordering lab work for patients with diabetes. 
However, this requires further study. The present study 
suggests that EMR video tutorials may help to improve 
diabetes care for patients with diabetes, including (a) 
use of a diabetes registry, (b) use of diabetes recalls/
reminders, (c) ordering/viewing a patient's haemoglobin 
A1c every 3 to 6 months and (d) recording a patient's 
blood pressure every 3 to 6 months. However, there was 
an increase in MCEU from the first pre-test at baseline 
to the second pre-test (immediately prior), suggesting a 
possible observer (Hawthorne) effect.45 There was also an 
additional increase in MCEU following the intervention 
(3 and 6 months after), which was significant compared 
with baseline but not to the immediately prior measure-
ment. This may mean that although there is an added 
value to the use of video tutorials (ie, they are necessary 
as a training intervention), video tutorials alone may not 
be sufficient to support value-adding EMR use.

The role of the CCM (ie, the model that underpins the 
MD-PET intervention) in supporting PCPs' change in 
MCEU scores for diabetes care over time is also of interest 
in the present study. The CCM brings together two profes-
sional interventions that have been found to be effective 
in changing healthcare professionals' behaviour1: audit 
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Table 8 Primary care physicians' ordering of lab work for 
stable patients with diabetes over time

Order lab 
work at 
baseline

Order 
lab work 
immediately 
before

Order lab 
work 3 
months 
after

Order lab 
work 6 
months 
after

Mean 90.78 88.56 91.06 88.06

Median 95.00 90.00 95.00 98.50

Mode 100.0 90.00 100.0 100.0

SD 12.94 12.53 12.63 25.14

Range 50.00 50.00 50.00 100.0

Table 9 Primary care physicians' ordering of lab work for 
unstable patients with diabetes over time

Order lab 
work at 
baseline

Order 
lab work 
immediately 
before

Order lab 
work 3 
months 
after

Order lab 
work 6 
months 
after

Mean 92.44 94.61 95.33 90.56

Median 95.00 97.00 99.00 100.0

Mode 100.0 90.00* 100.0 100.0

SD 12.00 5.962 7.332 21.21

Range 50.00 20.00 25.00 80.00

*More than one mode exists, only the first is reported.

Table 10 Primary care physicians' recording of blood 
pressure for stable patients with diabetes over time

Recording 
blood 
pressure at 
baseline

Recording 
blood 
pressure 
immediately 
before

Recording 
blood 
pressure 
3 months 
after

Recording 
blood 
pressure 
6 months 
after

Mean 76.67 81.94 84.17 89.33

Median 85.00 90.00 90.00 92.50

Mode 95.00 90.00 90.00 100.0

SD 24.07 17.75 17.59 12.96

Range 90.00 50.00 70.00 50.00

Table 11 Primary care physicians' recording of blood 
pressure for unstable patients with diabetes over time

Recording 
blood 
pressure at 
baseline

Recording 
blood 
pressure 
immediately 
before

Recording 
blood 
pressure 
3 months 
after

Recording 
blood 
pressure 
6 months 
after

Mean 81.67 88.56 85.67 89.28

Median 90.00 90.00 92.50 90.00

Mode 90.00 90.00* 100.0 100.0

SD 23.45 15.47 18.76 10.67

Range 90.00 50.00 70.00 30.00

*More than one mode exists, only the first is reported.

and feedback and2 reminders.46 In this present study, 
the MD-PET intervention teaches PCPs how to create 
a diabetes patient registry, which serves as an ‘audit 
and feedback’ tool, as the diabetes registry provides a 
‘summary of clinical performance of healthcare over 
a specified period of time’ and is obtained from the 
patient's medical record.46 Similarly, the MD-PET inter-
vention instructs PCPs how to create recalls/reminders 
for diabetes care, which serves as ‘specific information 
designed or intended to prompt a health professional to 
recall information or perform or avoid some action to aid 
individual patient care’.46 Johnson and May's systematic 
review46 suggests that interventions based on action (ie, 
audit and feedback, as well as reminders) are more likely 
to change healthcare professional behaviour. In this way, 
the action-oriented topics and skills taught in the inter-
vention itself may have influenced the positive results in 
the present study.

A combination of video tutorials and audit and feed-
back could be more effective to support improvement 
in MCEU. This is supported by the systematic review by 
Renders et al,47 which found that multi-faceted interven-
tions for healthcare professionals (as observed in the 
present study) facilitate the structured and regular review 
of diabetes processes of care. As per Ivers et al's48 meta-re-
gression and cumulative analysis of audit and feedback 
interventions in healthcare, audit and feedback interven-
tions can be more effective if they (a) are delivered by 
a supervisor or respected colleague, (b) are presented 

frequently, (c) feature specific goals and action plans, (d) 
aim to decrease the targeted behaviour and (e) focus on 
a problem where there is lower baseline performance. 
These are important and practical elements to consider 
in designing audit and feedback and video tutorials for 
EMR use that can supplement each other.

It should also be noted that the EMR features studied 
here may already be routine practices in countries such 
as the UK, which established routine chronic care and 
facilitated EMR system design support after the intro-
duction of the Quality and Outcomes Framework in 
2004. However, with the ongoing concerns surrounding 
the usability of EMRs in other countries like the USA 
and Canada,49–51 there is a need for immediate, interim 
support and training to use existing EMR systems while 
health informatics researchers, practitioners and vendors 
work on improving the usability of current and future 
EMRs. EMR video tutorials may be one educational inter-
vention to support this effort.

For policymakers, the demonstrated efficacy of MD-PET 
suggests that EMR video tutorials may be a cost-effective, 
sustainable and scalable strategy for supporting EMR 
optimisation. However, this will require further research. 
For physicians, this study has demonstrated the efficacy of 
an emerging learning strategy to support the continuous 
learning and development of PCPs. Vendors may develop 
video tutorials for their respective EMR/EHR software 
based on theory and best practices for video tutorials’ 
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Figure 2 Use of individual electronicmedical record features 
for diabetes care over time. BP, blood pressure.

design. For patients, EMR video tutorials may lead to 
improved tracking of processes of care for diabetes, which 
may have some effects on patient outcomes. However, 
although EMRs have significant potential to directly 
improve care processes and their measures (eg, PCP's 
recording and tracking of a blood pressure in the EMR) 
for chronic diseases, this does not necessarily suggest 
that the EMR directly influences outcomes for chronic 
diseases, including intermediate or surrogate measures 
(eg, haemoglobin A1c). It is important to note that the 
relationship between healthcare processes and patient 
outcomes is complex and likely non-linear. As Donabe-
dien52 suggests, improvements in process measures do not 
necessarily result in improved patient outcomes, and vice 
versa, as there may be many potential intervening vari-
ables. This may explain the mixed effects of EMRs on care 
quality that are currently found in the literature.53 54 Simi-
larly, studies examining the effects of EMRs on process 
and outcome measures for diabetes care are also incon-
clusive.55 56 However, given the positive empirical find-
ings surrounding the effects of previous CCM-based 

interventions on process and outcome measures for 
diabetes care,5 47 the present study demonstrates how an 
educational EMR intervention can positively affect the 
process of diabetes care.

lIMItAtIOnS AnD DIreCtIOnS fOr future reSeArCH
The study was a within-group quasi-experiment without a 
control group. It employed a small convenience sample, 
had a short post-intervention follow-up period and relied 
on self-reported measures of EMR features use. Further, 
the study examined the performance of PCPs who had 
volunteered for the study and likely knew the value of 
the video tutorials being assessed. As such, this may be a 
considerable motivation for PCPs to learn from the video 
tutorials and change their EMR use behaviour. Hence, 
the study results should be seen in this context and may 
not be applicable to everyday practice.

While the study demonstrates the potential of video 
tutorials to improve processes of diabetes care, more 
research is needed to ascertain the effectiveness of video 
tutorials for improving EMR use. In the future, a larg-
er-scale effectiveness study should be conducted using 
objective measures of EMR usage data and a control 
group to ensure the validity of the study findings, as well 
as to determine their generalisability. Measurement of 
changes in non-diabetes chronic care may also be a useful 
control to examine any observed changes relate to better 
use of the OSCAR system or more motivation to complete 
the diabetes management tasks as a result of participation.

funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests None declared.

Patient consent for publication Not required.

ethics approval Ethics approval was obtained from the University of Victoria 
Human Research Ethics Board (Ethics Protocol #17–189).

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

OrCID iD
Gurprit Kaur Randhawa http:// orcid. org/ 0000- 0001- 5513- 7504

referenCeS
 1 Sicree R, Shaw J, Zimmet P. Diabetes and Impaired Glucose 

Tolerance [Internet]. Available: http:// blogimages. bloggen. be/ 
diabetescheck/ attach/ 35593. pdf [Accessed 2 Aug 2019].

 2 Si D, Bailie R, Wang Z, et al. Comparison of diabetes management in 
five countries for general and Indigenous populations: an Internet-
based review. BMC Health Serv Res 2010;10:169.

 3 Clement M, Harvey B, Rabi DM, et al. Organization of diabetes care. 
Can J Diabetes 2013;37(SUPPL.1):S20–S25.

 4 Institute of Medicine. Crossing the quality chasm: a new health 
system for the 21st century. IOM 2001:1–8.

 5 Wagner EH, Austin BT, Davis C, et al. Improving chronic illness care: 
translating evidence into action. Health Aff 2001;20:64–78.

copyright.
 on M

arch 13, 2024 by guest. P
rotected by

http://inform
atics.bm

j.com
/

B
M

J H
ealth C

are Inform
: first published as 10.1136/bm

jhci-2019-100086 on 30 S
eptem

ber 2019. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-5513-7504
http://blogimages.bloggen.be/diabetescheck/attach/35593.pdf
http://blogimages.bloggen.be/diabetescheck/attach/35593.pdf
http://dx.doi.org/10.1186/1472-6963-10-169
http://dx.doi.org/10.1016/j.jcjd.2013.01.014
http://dx.doi.org/10.1377/hlthaff.20.6.64
http://informatics.bmj.com/


9Randhawa GK, et al. BMJ Health Care Inform 2019;26:e100086. doi:10.1136/bmjhci-2019-100086

Open access

 6 Pan American Health Organization. The Chronic Care Model 
[Internet]., 2013. Available: http://www. paho. org/ hq/ index. 
php? option= com_ content& view= article& id= 8502% 253A2013- 
the- chronic- care- model& catid= 5294% 253Acncd- integrated- 
management- content2& Itemid= 39959& lang= en [Accessed cited 
2016 Apr 4].

 7 Zwar N, Harris M, Griffiths R, et al. A systematic review of chronic 
disease management. Sydney Aust Prim Heal Care Inst [Internet] 
2006;67.

 8 O'Connor PJ, Crain AL, Rush WA, et al. Impact of an electronic 
medical record on diabetes quality of care. Ann Fam Med 
2005;3:300–6.

 9 Canada Health Infoway. The emerging benefits of electronic medical 
record use in community-based care [Internet]., 2013. Available: 
https://www. infoway- inforoute. ca/ en/ component/ edocman/ 
resources/ reports/ benefits- evaluation/ 1224- the- emerging- benefits- 
of- electronic- medical- record- use- in- community- based- care- full- 
report [Accessed cited 2019 Aug 9].

 10 Commonwealth Fund. 2015 International Survey of Primary 
Care Doctors [Internet]., 2015. Available: https:// international. 
commonwealthfund. org/ data/ 2015/ [Accessed cited 2019 Aug 9].

 11 Swerissen H, Duckett S, Wright J. Chronic failure in primary medical 
care [Internet, 2016 [Accessed cited 2019 Aug 2].

 12 Canadian Institute for Health Information. Diabetes care gaps and 
disparities in Canada. Community Health (Bristol 2009;21.

 13 Mclean ER, Sedera D, TCF T. Reconceptualizing system use for 
contemporary information systems. Proc 2011 Pacific Asia Conf Inf 
Syst [Internet 2011 (Paper 130).

 14 Jones SS, Rudin RS, Perry T, et al. Health information technology: 
an updated systematic review with a focus on meaningful use. Ann 
Intern Med 2014;160:48–54.

 15 Shachak A, Barnsley J, Montgomery C, et al. End-user support for a 
primary care electronic medical record: a qualitative case study of a 
vendor’s perspective. Inform Prim Care 2012;20:185–95.

 16 Shachak A, Barnsley J, Tu K, et al. Understanding end-user support 
for health information technology: a theoretical framework. Jhi 
2011;19:169–72.

 17 Fernald DH, Wearner R, Dickinson WP. The journey of primary care 
practices to meaningful use: a Colorado beacon Consortium study. J 
Am Board Fam Med 2013;26:603–11.

 18 Kim MS, Clarke MA, Belden JL. Usability Challenges and Barriers in 
EHR Training of Primary Care Resident Physicians. In: Duffy VG, ed. 
Digital human modeling. applications in health, safety, Ergonomics 
and risk management. DHM 2014. Springer, Cham: Lecture Notes in 
Computer Science, 2014: 8529. 385–91.

 19 Bredfeldt CE, Awad EB, Joseph K, et al. Training providers: beyond 
the basics of electronic health records. BMC Health Serv Res 
2013;13:503.

 20 Goveia J, Van Stiphout F, Cheung Z, et al. Educational interventions 
to improve the meaningful use of electronic health records: a review 
of the literature: BEME guide No. 29. Med Teach 2013;35:e1551–60.

 21 Edwards G, Kitzmiller RR, Breckenridge-Sproat S. Innovative health 
information technology training. CIN: Computers, Informatics, 
Nursing 2012;30:104–9.

 22 Venkatesh V. Creation of favorable user perceptions: exploring the 
role of intrinsic motivation. MIS Quarterly 1999;23:239–60.

 23 Nelson RR, Cheney PH. Training end users: an exploratory study. 
MIS Quarterly 1987;11:547–59.

 24 Baecker R. Showing instead of telling. ACM SIGDOC 2002. 
Proceedings of the 20th annual International Conference on 
computer documentation, 2002. Available: https:// dl. acm. org/ 
citation. cfm? id= 584957

 25 Palaigeorgiou G, Despotakis T. Known and unknown weaknesses 
in software animated demonstrations (screencasts): a study in self-
paced learning settings. JITE:Research 2010;9:081–98.

 26 Papademetriou V, Lovato L, Doumas M, et al. Chronic kidney disease 
and intensive glycemic control increase cardiovascular risk in 
patients with type 2 diabetes. Kidney Int 2015;87:649–59.

 27 Harrison S. A comparison of still, animated, or nonillustrated on-
line help with written or spoken instructions in a graphical user 
interface. Proceedings of the SIGCHI conference on human factors 
in computing systems. Denver, Colorado, USA: ACM Press/Addison-
Wesley Publishing Co, 1995: 82–9.

 28 Palmiter S, Elkerton J. An evaluation of animated demonstrations 
of learning computer-based tasks. Proc SIGCHI Conf Hum Factors 
Comput Syst 1991:257–63.

 29 He Z, Marquard J, Henneman E. Model guided design and 
development process for an electronic health record training 
program. AMIA Annu Symp Proc 2016;2016:1814–21.

 30 Thiyagarajan A, Allen C, Peacock J, et al. Implementing training 
videos for student clinicians to improve charting and utilization of 
EHR capabilities free clinic research collective 2017;3.

 31 Zoghbi V, Caskey RC, Dumon KR, et al. "How To" Videos Improve 
Residents Performance of Essential Perioperative Electronic Medical 
Records and Clinical Tasks. J Surg Educ 2018;75:489–96.

 32 Buchner A, Erdfelder E, Faul F, et al. G*Power (version 3.1.9.2) 2014.
 33 Randhawa G. Oscar EMR study recruitment video, 2017. Available: 

https:// youtu. be/ zNQTWEyNU2c [Accessed 9 Aug 2019].
 34 Randhawa G, Yap J. Oscar EMR video tutorial series, 2017. 

Available: https://www. youtube. com/ playlist? list= PLqNVRTDyA_ 99ls 
QzVX z4K3 X8Vv Zr7oUXZ [Accessed 9 Aug 2019].

 35 Singer A, Ivers NM. Using your electronic medical record to deliver 
evidence-based diabetes care. Can Fam Physician 2019;65:43–4.

 36 Haberman S, Rotas M, Perlman K, et al. Variations in compliance 
with documentation using computerized obstetric records. Obstet 
Gynecol 2007;110:141–5.

 37 Rimmer C, Hagens S, Baldwin A, et al. Measuring maturity of use 
for electronic medical records in British Columbia: the physician 
information technology office. Hcq 2014;17:75–80.

 38 van der Meij H, van der Meij J. Eight guidelines for the design 
of instructional videos for software training. Tech Commun 
2013;60:205–28.

 39 Bandura A. Social learning theory. Englewood Cliffs, NJ: Prentice 
Hall, 1977.

 40 Ley P. Quantitative aspects of psychological assessment. London, 
UK: Gerald Duckworth & Co, 1972.

 41 IBM. Ibm SPSS statistics for windows, version 24.0. Armonk, NY: 
IBM Corp, 2016.

 42 Cohen J. Statistical power analysis for the behavioral sciences. 2nd 
edn. Hillsdale, NJ: Lawrence Earlbaum Associates, 1988.

 43 Cohen J. A power primer. Psychol Bull 1992;112:155–9.
 44 DeVore SD, Figlioli K. Lessons premier hospitals learned about 

implementing electronic health records. Health Aff 2010;29:664–7.
 45 Wickström G, Bendix T, Scandinavian S. The "Hawthorne effect"-

-what did the original Hawthorne studies actually show? Scand J 
Work Environ Health 2000;26:363–7.

 46 Johnson MJ, May CR. Promoting professional behaviour change in 
healthcare: what interventions work, and why? A theory-led overview 
of systematic reviews. BMJ Open 2015;5:e008592.

 47 Renders CM, Valk GD, Griffin SJ, et al. Interventions to improve the 
management of diabetes in primary care, outpatient, and community 
settings: a systematic review. Diabetes Care 2001;24:1821–33.

 48 Ivers N, Jamtvedt G, Flottorp S, et al. Audit and feedback: effects on 
professional practice and healthcare outcomes. Cochrane Database 
Syst Rev 2012;154.

 49 Institute of Medicine. Health it and patient safety building safer 
systems for better care. Washington, DC: National Academy Press, 
2012.

 50 Mazur LM, Mosaly PR, Moore C, et al. Association of the usability of 
electronic health records with cognitive workload and performance 
levels among physicians. JAMA Netw Open 2019;2:e191709.

 51 Randhawa GK, Lau F, Price M. Evaluating the adoption of 
e-prescribing in primary care. Healthc Q 2013;16:55–60.

 52 Donabedien A. An introduction to quality assurance in health care. 
Oxford University Press, 2002.

 53 Lau F, Price M, Boyd J, et al. Impact of electronic medical record on 
physician practice in office settings: a systematic review. BMC Med 
Inform Decis Mak 2012;12.

 54 Campanella P, Lovato E, Marone C, et al. The impact of electronic 
health records on healthcare quality: a systematic review and meta-
analysis. Eur J Public Health 2016;26:60–4.

 55 Love TE, Cebul RD, Einstadter D, et al. Electronic medical record-
assisted design of a cluster-randomized trial to improve diabetes 
care and outcomes. J Gen Intern Med 2008;23:383–91.

 56 Reed M, Huang J, Graetz I, et al. Outpatient electronic health records 
and the clinical care and outcomes of patients with diabetes mellitus. 
Ann Intern Med 2012;157:482–9.

copyright.
 on M

arch 13, 2024 by guest. P
rotected by

http://inform
atics.bm

j.com
/

B
M

J H
ealth C

are Inform
: first published as 10.1136/bm

jhci-2019-100086 on 30 S
eptem

ber 2019. D
ow

nloaded from
 

http://www.paho.org/hq/index.php?option=com_content&view=article&id=8502%253A2013-the-chronic-care-model&catid=5294%253Acncd-integrated-management-content2&Itemid=39959&lang=en
http://www.paho.org/hq/index.php?option=com_content&view=article&id=8502%253A2013-the-chronic-care-model&catid=5294%253Acncd-integrated-management-content2&Itemid=39959&lang=en
http://www.paho.org/hq/index.php?option=com_content&view=article&id=8502%253A2013-the-chronic-care-model&catid=5294%253Acncd-integrated-management-content2&Itemid=39959&lang=en
http://www.paho.org/hq/index.php?option=com_content&view=article&id=8502%253A2013-the-chronic-care-model&catid=5294%253Acncd-integrated-management-content2&Itemid=39959&lang=en
http://dx.doi.org/10.1370/afm.327
https://www.infoway-inforoute.ca/en/component/edocman/resources/reports/benefits-evaluation/1224-the-emerging-benefits-of-electronic-medical-record-use-in-community-based-care-full-report
https://www.infoway-inforoute.ca/en/component/edocman/resources/reports/benefits-evaluation/1224-the-emerging-benefits-of-electronic-medical-record-use-in-community-based-care-full-report
https://www.infoway-inforoute.ca/en/component/edocman/resources/reports/benefits-evaluation/1224-the-emerging-benefits-of-electronic-medical-record-use-in-community-based-care-full-report
https://www.infoway-inforoute.ca/en/component/edocman/resources/reports/benefits-evaluation/1224-the-emerging-benefits-of-electronic-medical-record-use-in-community-based-care-full-report
https://international.commonwealthfund.org/data/2015/
https://international.commonwealthfund.org/data/2015/
http://dx.doi.org/10.7326/M13-1531
http://dx.doi.org/10.7326/M13-1531
http://dx.doi.org/10.14236/jhi.v20i3.24
http://dx.doi.org/10.14236/jhi.v19i3.810
http://dx.doi.org/10.3122/jabfm.2013.05.120344
http://dx.doi.org/10.3122/jabfm.2013.05.120344
http://dx.doi.org/10.1186/1472-6963-13-503
http://dx.doi.org/10.3109/0142159X.2013.806984
http://dx.doi.org/10.1097/NCN.0b013e31822f7f7a
http://dx.doi.org/10.1097/NCN.0b013e31822f7f7a
http://dx.doi.org/10.2307/249753
http://dx.doi.org/10.2307/248985
https://dl.acm.org/citation.cfm?id=584957
https://dl.acm.org/citation.cfm?id=584957
http://dx.doi.org/10.28945/1129
http://dx.doi.org/10.1038/ki.2014.296
http://www.ncbi.nlm.nih.gov/pubmed/28269940
http://dx.doi.org/10.1016/j.jsurg.2017.07.009
https://youtu.be/zNQTWEyNU2c
https://www.youtube.com/playlist?list=PLqNVRTDyA_99lsQzVXz4K3X8VvZr7oUXZ
https://www.youtube.com/playlist?list=PLqNVRTDyA_99lsQzVXz4K3X8VvZr7oUXZ
http://www.ncbi.nlm.nih.gov/pubmed/30674514
http://dx.doi.org/10.1097/01.AOG.0000269049.36759.fb
http://dx.doi.org/10.1097/01.AOG.0000269049.36759.fb
http://dx.doi.org/10.12927/hcq.2015.24122
http://dx.doi.org/10.1037/0033-2909.112.1.155
http://dx.doi.org/10.1377/hlthaff.2010.0250
http://www.ncbi.nlm.nih.gov/pubmed/10994804
http://www.ncbi.nlm.nih.gov/pubmed/10994804
http://dx.doi.org/10.1136/bmjopen-2015-008592
http://dx.doi.org/10.2337/diacare.24.10.1821
http://dx.doi.org/10.1002/14651858.CD000259.pub3
http://dx.doi.org/10.1002/14651858.CD000259.pub3
http://dx.doi.org/10.1001/jamanetworkopen.2019.1709
http://dx.doi.org/10.12927/hcq.2014.23656
http://dx.doi.org/10.1186/1472-6947-12-10
http://dx.doi.org/10.1186/1472-6947-12-10
http://dx.doi.org/10.1093/eurpub/ckv122
http://dx.doi.org/10.1007/s11606-007-0454-3
http://dx.doi.org/10.7326/0003-4819-157-7-201210020-00004
http://informatics.bmj.com/

	Evaluating a post-implementation electronic medical record training intervention for diabetes management in primary care
	Abstract
	Introduction
	Methods
	Overall research design
	Setting and sample
	Intervention
	Data collection
	Data analysis

	Results
	Participants
	Effects of physician characteristics on EMR use for diabetes care at baseline
	Effects of the intervention on EMR use for diabetes care

	Discussion
	Limitations and directions for future research
	References


