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(1)

TOO MANY COOKS? COORDINATING FEDERAL
AND STATE HEALTH IT

THURSDAY, NOVEMBER 1, 2007

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON GOVERNMENT MANAGEMENT,

ORGANIZATION, AND PROCUREMENT,
COMMITTEE ON OVERSIGHT AND GOVERNMENT REFORM,

Washington, DC.
The subcommittee met, pursuant to notice, at 3:10 p.m., in room

2154, Rayburn House Office Building, Hon. Edolphus Towns (chair-
man of the subcommittee) presiding.

Present: Representatives Towns, Christensen, Clay and Bilbray.
Staff present: Michael McCarthy, staff director; Rick Blake, pro-

fessional staff member; Cecelia Morton, clerk; Charles Phillips, mi-
nority counsel; and Benjamin Chance, minority clerk.

Mr. TOWNS. The subcommittee will come to order.
I want to welcome everyone here today to what I consider to be

an extremely important hearing. Our Nation is on the verge of a
revolution in health services delivery through health information
technology, or health IT. This revolution, the transition from paper
to electronic health records, can reduce medical errors, can enhance
the security and privacy of medical records, and can enhance the
quality of care for medically underserved communities.

I am concerned about how we are currently managing our health
IT initiatives. I am concerned that we are developing top-down so-
lutions and not fully connecting them to the reduction of health
disparities in the communities that need them the most. I am wor-
ried that the programs that State and local governments have
started will ultimately be bypassed by a one-sized Federal solution.
But I am also concerned that there is too much duplication of effort
and expense as different States start different programs.

I know that Dr. Kolodner and his team have been hard at work,
with not enough resources, I might add, in terms of developing this
health information highway. I just want to make sure that the peo-
ple from my community, Brooklyn to communities all over the
country, don’t get left behind and that our State and local and com-
munity initiatives are not discarded.

I know that encouraging innovation from our local officials is a
policy that Ranking Member Bilbray shares, so I would like our
very knowledgeable expert witnesses to tell us how to reconcile na-
tional standards that we will ultimately need with existing State,
local and community health initiatives.

For those of you who know me, I have worked in a bipartisan
fashion regardless of who is in the majority. That’s why I hope,
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today, we can find some solutions that address everybody’s con-
cerns so that we can move forward together. I am going to an-
nounce a new House caucus within the next few days, the Health
IT Empowerment Caucus, that will focus on doing just that. We
plan to work with the administration and the 21st Century Caucus
and local and private sector groups to develop inclusive language,
programs and grant opportunities that connect health IT with the
reduction of health disparities.

In this regard, I would like to welcome other Members who have
been active on these issues. I would like to thank Congresswoman
and Dr. Donna Christian-Christensen for her work as a leader of
the Congressional Black Caucus’ Health Braintrust. I know that
you have taken a leadership role in working on the reduction of
health disparities and I am proud to be an original cosponsor of
H.R. 3014, the Health Equity and Accountability Act of 2007.

I would also like to thank Congressman Clay of St. Louis, MO,
for his efforts. He especially worked last year on the Electronic
Health Information Technology Act of 2006.

I ask unanimous consent that these Members be allowed to par-
ticipate in today’s hearing. Without objection, so ordered.

I would also like to welcome those seated in the audience who
have worked long and hard to connect health IT with the reduction
of health disparities. I know that you have waited for some time
for the formal acknowledgment of your efforts, and I hope that you
will work with us and the House Health IT Empowerment Caucus
to make this happen.

[The prepared statement of Hon. Edolphus Towns follows:]
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Mr. TOWNS. I yield now, of course, to Congresswoman and Doctor
Donna Christian-Christensen for her remarks.

Mrs. CHRISTENSEN. Thank you, Chairman Towns and Congress-
man Clay. I want to thank you for holding this important hearing
today on health information technology, and I want to thank you
for the opportunity to be able to provide some comments.

Before I get into the body of my testimony, Mr. Chairman, I
wanted to just thank you for your leadership and for your commit-
ment to HIT and for your further commitment to ensuring that the
issue of health disparities is addressed in it and through it. You
have been at the forefront of successfully amending HIT legislation
to ensure that the issues and concerns of minorities have been ad-
dressed, and it’s been successful at least in this House.

I am here representing the Congressional Black Caucus’ Health
Braintrust, which has as its chief mission the elimination of health
disparities in African Americans as well as in other people of color
and the poor and rural populations. Just to single out the African
American community, the data shows that we have higher rates of
death and disability for almost every disease, from heart disease
and cancer to HIV and AIDS. Our infant mortality is more than
twice that of the white population, and the life expectancy of the
African American male is the lowest of all population groups.

There are many causes for this. Among them are high rates of
poverty and social determinants that follow from it, the lack of in-
surance, the lack of providers who come from the same cultural
and racial background, discrimination in health care services, the
high-risk lifestyles that are fueled by poverty and discrimination,
and a lack of sufficient political will to change it.

Health information technology has the great potential to improve
the health of Americans and to raise our country above that 37th
WHO rating, the lowest of all industrialized countries, many of
which are far ahead of us on health information technology. HIT
reduces errors by eliminating the illegible notes like the ones I
used to write, by reducing medication interactions and by providing
relevant and timely information. It also improves practice through
protocols and decision support for providers, and it can empower
patients through accurate and consumer-friendly health informa-
tion.

The potential of HIT to improve health as well as to reduce costs
is great but not without deliberate action by this Congress. Without
that, it will fall short of the good that could be done. It’s imperative
that this committee and Congress pass provisions and funding to
ensure that HIT reaches all Americans, especially the most vulner-
able populations and their providers. It is important because of the
extreme burden of disease that these populations bear, and it’s im-
portant for their providers. Doctors treating vulnerable populations
are largely at the mercy of Medicare and Medicaid, and so they re-
ceive the lowest reimbursements for the heroic work that they do.
Therefore, these patients and providers will require more help from
the Federal Government to ensure that the benefits of HIT are eq-
uitably available to them.

Reports show that 98,000 deaths occur annually from medical er-
rors, and reports also show that they occur more frequently in mi-
nority populations. So we in the Congressional Black Caucus, as
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well as in the Tri-Caucus, clearly have a stake in making sure that
health information technology is accessible to every community.

In the Federal Government’s efforts to fund health IT, there has
been very little focus on reducing health disparities, and we’ve seen
the consequences of not having health IT advancements in all com-
munities through the natural disasters like Hurricane Katrina. The
victims then were largely those to whom this testimony is focused
and who need an extra effort to be reached, minorities and the
poor.

I would like to just highlight briefly a Tri-Caucus-sponsored bill
that takes a comprehensive approach to health disparity elimi-
nation; and it also includes HIT provisions that you, Congressman
Towns, amended into H.R. 4157 as one of its key provisions. That’s
the Health Equity and Accountability Act of 2007, which was intro-
duced this year by Congresswoman Hilda Solis.

Under H.R. 3014, in addition to providing that our communities
have access to the programs that improve health care delivery,
using language lifted directly from your amendments, Congress-
man Towns, emphasis is placed on, ‘‘ensuring that health informa-
tion technology and personal electronic health records become a
component in the efforts to measure, reduce and ultimately elimi-
nate racial and ethnic as well as geographic health disparities.’’

The bill also has provisions to increase racial and ethnic minority
providers, to bolster data collection and to bolster accountability in
Federal agencies that have health and health care oversight. It’s a
much-needed bill, but it’s a bill that we will need your support to
pass.

A 2005 Minority Health Disparities Report coming out of the Of-
fice of Minority Health stated, ‘‘Life expectancy and overall health
have improved in recent years for large numbers of Americans due
to an increased focus on preventative medicine’’—and I don’t know
where that was’’—and by making new advances in medical tech-
nology.’’

However, not all Americans are benefiting equally. There are
continuing disparities in the burden of illness and death experi-
enced by African Americans, Hispanic Americans, Asian Ameri-
cans, Pacific Islanders, and American Indian/Alaska Natives as
compared to the U.S. population as a whole.

The expansion of health information technology is vital for our
communities, and it will require efforts from the Federal, State and
local government levels as well as from the university and private
sectors. And, it will require an investment, but it’s an investment
that will pay and will reduce future costs through better health.

I am proud to say that my alma mater of George Washington
University is a longtime leader in health information technology
and that my district, the Virgin Islands, has also begun its own
HIT initiative, but it is the Federal Government, through its pro-
grams and in having the responsibility for more than 115 million
Americans, that must be placed in the lead. So we need to continue
to work with you, Congressman Towns, and others to ensure that
we can get meaningful HIT legislation signed into law, which will
improve health care, reduce costs and eliminate health disparities.
It’s necessary for the health of all of us and for the economic health
and continued competitiveness and strength of our Nation.
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So thank you again for the opportunity to make comments, and
I look forward to hearing from your witnesses.

Mr. TOWNS. Thank you very much for your statement. I also
thank you for your involvement in this issue.

At this time, I would like to yield to Congressman Clay from St.
Louis.

Mr. CLAY. Thank you, Mr. Chairman.
Let me begin by thanking you and your staff for your leadership

on this important issue.
I firmly believe that the Federal Government must take the lead

in the development and adaptation of a nationwide Health Infor-
mation Network that can improve the quality of care provided to
all citizens.

During the 109th Congress, I introduced H.R. 4832, the Elec-
tronic Health Information Technology Act of 2006. H.R. 4832
sought to codify the current Office of the National Coordinator for
Health Information Technology at HHS. In addition, the bill
partnered with the private sector by providing grants and incor-
porating a direct loan program that would offer key economic as-
sistance for institutions seeking to expand their electronic health
record capability.

Mr. Chairman, our effective pursuit of health IT standards will
dramatically reduce the significant health care disparities that Dr.
Christensen mentioned are facing many minority and rural popu-
lations. I look forward to today’s testimony and in working with
you on this issue.

I yield back.
Mr. TOWNS. Thank you. Thank you for your involvement as well.
At this time, I would like to yield to the ranking member of the

committee, Congressman Bilbray from California.
Mr. BILBRAY. Thank you, Mr. Chairman.
Mr. Chairman, let me just say that I appreciate your holding this

hearing.
As I have stated before, in my previous life, I was the chairman

of San Diego County, an area of 3 million people and we provided
the health care safety net for the working class people of that re-
gion; and health data assessment and information were critical
components there.

Also in my previous life, when I served 6 years here in the House
before the voters gave me a 5-year sabbatical, I was actually work-
ing on a telecommunications bill and the big issue of how much
Federal standards should be imposed, how much flexibility has to
be encouraged is a legitimate argument in every one of these dis-
cussions.

A good example was the fact that if we did not have a minimum
standard, we would never be able to get to the issue that you and
I had a hearing about last week. It was about making sure that
all drivers’ licenses in the United States are held to a minimum
standard, something the 9/11 Commission wanted to do. There, the
DMVs came forward and asked us, as a Federal agency, to create
a minimum standard so that we had uniformity there, at least with
the standard, even though we had a State-by-State application of
those standards.
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On the other side, when we were working with telecommuni-
cations, we were saying we want to have a network—which is im-
portant—that the Federal Government leads on, but we didn’t
want the Federal Government to set a standard for it. You know,
if we’d set a standard for computers back when they came out,
none of us would ever have seen Windows. It wouldn’t have been
legal to have Windows. So just think about how far we’ve been able
to go because the Government wasn’t in the way, blocking it.

So, as they say, politics is the art of the possible. Contrary to
what the college professors say, it is not a science. It’s still an art.
You still have to finesse it, and you still have to have that delicate
touch of trying to respond to reality.

So I hope as we discuss this today, we look at that balance be-
tween the ability for information to be transmitted and read but
still the ability for systems to be able to be upgraded with innova-
tion improvement being allowed in the process. Because I’ll tell you
one thing as somebody who has been in government since I was 24
years old—I was a city council member—so often we legislate our
way into dead ends, and some of the greatest challenges we have
with technology in America is not to get the technology online but
get it legally to go online. So I hope we look at this with the inno-
vation of let’s just have just enough guidance to make the system
work but keep enough flexibility to where innovation and improve-
ment can go on there.

I think all of us agree that there were a lot of people scared
when we busted up the monopoly of Ma Bell, but I don’t think any
of us are really pining for the days when we had rotary phones and
our kids couldn’t walk around the house with a cordless phone, and
so I hope that we look at it that way. We learn from our successes
of the past and from our mistakes of the past and, hopefully, this
panel will help set that foundation to make sure that the consumer
will be served, the ‘‘consumer’’ being the patient who needs to have
this information made available.

I would just like to close by saying, I serve on the Veterans’ Com-
mittee, Mr. Chairman, and we are looking at this issue from the
veteran’s point of view, and I would strongly urge that we work
with my old friend Bob Filner—and I say ‘‘old friend’’ because we’ve
been working together since the 1970’s—at maybe using the Veter-
ans’ Committee as a stalking horse here and the Federal Govern-
ment should get its medical records in order and straight as we
move forward in talking about a minimum standard for the rest of
the country.

I yield back, Mr. Chairman.
Mr. TOWNS. Thank you very much. I look forward to working

with you in every way to try and see if we can move this forward.
At this time, we will ask our first panel to come forward.
Will you continue to stand? It’s a longstanding tradition that we

swear our witnesses in.
[Witnesses sworn.]
Mr. TOWNS. Let the record reflect that all three answered in the

affirmative.
Let me introduce our first panel, the three leaders in the area

of health IT. We are delighted to have you.
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Dr. Robert Kolodner is the National Coordinator for Health IT,
reporting to the Secretary of Health and Human Services. He has
served in a number of executive positions in Health IT, including
that of Chief Health Informatics Officer in the Department of Vet-
erans Affairs; and, of course, he is responsible for the development
of the VA’s electronic health records system.

Of course, Cheryl Casnoff manages the Office of Health Informa-
tion Technology for the Health Resources Services Administration.
She oversees the awards of $40 million in new telehealth and
health IT grants. She previously directed the State Children’s
Health Insurance Program at HHS.

Welcome.
Dr. Carolyn Clancy is the Director of the Agency for Healthcare

Research and Quality, one of the Nation’s most important health
research agencies. Dr. Clancy is one of the Nation’s leading au-
thorities on health quality and access to care, and she has served
in a number of senior academic positions.

Your entire statements will be included in the record. So, if I
could, I’ll ask each of you to summarize within 5 minutes, which
will allow us an opportunity to raise questions.

So, Dr. Kolodner, why don’t you start?

STATEMENTS OF ROBERT M. KOLODNER, M.D., NATIONAL CO-
ORDINATOR FOR HEALTH INFORMATION TECHNOLOGY, DE-
PARTMENT OF HEALTH AND HUMAN SERVICES; CHERYL
AUSTEIN CASNOFF, ASSOCIATE ADMINISTRATOR, OFFICE
OF HEALTH INFORMATION TECHNOLOGY, HEALTH RE-
SOURCES SERVICES ADMINISTRATION; AND CAROLYN M.
CLANCY, M.D., DIRECTOR, AGENCY FOR HEALTHCARE RE-
SEARCH AND QUALITY

STATEMENT OF ROBERT M. KOLODNER, M.D.

Dr. KOLODNER. Thank you.
Good afternoon, Chairman Towns, Ranking Member Bilbray and

members of the subcommittee.
I am Dr. Robert Kolodner, as you heard, and I am pleased to tes-

tify before you today on the administration’s vision for interoper-
able health IT and how we are working with agencies and stake-
holders to meet the needs of our Nation’s medically underserved.

Three years ago, President Bush established the position of the
National Coordinator, reporting to the Secretary of HHS, in order
to provide leadership and strategic guidance to advance the na-
tional health IT agenda in America with the goal that most Ameri-
cans have access to electronic health records by 2014.

From my 29 years of experience as a physician and as an admin-
istrator at VA, I know that information technology is absolutely
necessary to be able to improve quality of care, to reduce medical
errors, to increase efficiency, and to provide better information to
patients and clinicians.

HHS is aggressively working to address the five critical compo-
nents necessary to achieve widespread use of health IT across the
Nation. These are a collaborative decisionmaking process, a secure
Nationwide Health Information Network, health IT standards with
a certification process to confirm they are incorporated into health
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IT products, the adoption and use of interoperable health IT prod-
ucts and solutions, and clear, strong privacy and security and other
health IT policies.

The first critical component, a collaborative decisionmaking proc-
ess, had been served initially by the American Health Information
Community [AHIC], which was chartered in 2005 as a time-limited
Federal advisory committee to make recommendations to the Sec-
retary of HHS on ways to accelerate the development and adoption
of health IT. We are now transitioning this collaborative function
to an independent public-private partnership based in the private
sector with the Federal Government continuing as an active mem-
ber and participant. We have taken specific steps to ensure the in-
volvement of consumers, including medically underserved popu-
lations, as we transition to the AHIC successor.

The second critical component is the Nationwide Health Informa-
tion Network to allow health information to be appropriately avail-
able in a secure and reliable manner anywhere in the United
States. In fiscal years 2006 and 2007, the ONC led a project that
confirmed the feasibility of exchanging electronic health informa-
tion nationwide. In September 2007, we funded multi-stakeholder
health information exchanges [HIEs], in nine communities across
the country to work together to identify and implement the best so-
lutions for exchanging health information. These nine HIEs will in-
clude safety net providers in their communities.

The third critical component is the identification of health IT
standards and the incorporation of them into health IT products
and services. This activity has been extremely successful. Since
May 2006, 93 ambulatory electronic health record products, ac-
counting for 75 percent of those in use in this country, have been
certified by CCHIT as meeting their functionality, interoperability
and security criteria. The first certified inpatient EHRs will be an-
nounced very soon.

The adoption and use of interoperable health IT products and
services is the fourth critical component. Today, only about 10 per-
cent of all doctors and hospitals in the United States use EHRs
that have even a minimum set of functionality. We have been
working across the Federal Government as well as with the private
sector to remove barriers and to promote the use of EHRs by
health care providers. Actions have included regulatory changes to
allow hospitals to donate EHRs to physician practices in collabora-
tion with HRSA regarding their grants to safety net providers. This
week, Secretary Leavitt announced a 5-year CMS demonstration
project designed to learn how we can most effectively promote EHR
adoption by physicians in small to mid-sized practices where the
current adoption rate is even lower, being under 5 percent.

The fifth critical component relates to Federal and State health
IT policies, including privacy and security policies. HHS is carefully
exploring options to address these issues. As part of this activity,
ONC and AHRQ have worked collaboratively to bring together a
broad range of grassroot stakeholders in 34 States and territories
to assess current variations in State-level privacy and security
practices and develop State-based solutions and implementation
plans. In at least 11 of these States, there have been specific rep-
resentation for medically underserved populations who participate

VerDate 11-MAY-2000 09:46 Jan 09, 2009 Jkt 000000 PO 00000 Frm 00014 Fmt 6633 Sfmt 6633 C:\DOCS\45627.TXT KATIE PsN: KATIE



11

in the working groups and steering committees. ONC is also work-
ing with the National Governors Association to address cross-State
health IT issues and challenges to interoperability.

In summary, the widespread use of health IT is a fundamental
change that must occur in order to improve the quality and effi-
ciency of health care and to enable consumers to manage their
health and to promote individual and population health. Moreover,
the use of health IT has the potential to help decrease significantly
disparities in health care quality. We are pleased that over the
past 3 years there has been substantial progress in coordinating
multiple Federal and State health IT initiatives to ensure that all
populations get benefit from advancements in health IT.

Mr. Chairman, thank you for the opportunity to appear before
you today.

Mr. TOWNS. Thank you very much.
[The prepared statement of Dr. Kolodner follows:]
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Mr. TOWNS. Ms. Casnoff.

STATEMENT OF CHERYL AUSTEIN CASNOFF
Ms. AUSTEIN CASNOFF. Good afternoon, Mr. Chairman and mem-

bers of the subcommittee. Thank you for the opportunity to meet
with you today on behalf of the Health Resources and Services Ad-
ministration [HRSA], to discuss the health information technology
programs we administer. I appreciate your support and awareness
of the importance of health information technology in underserved
communities.

Consistent with the President’s goal of the adoption of electronic
health records for most Americans by 2014, HRSA has a number
of grant programs already in place to assist safety net providers in
accomplishing this important goal. HRSA promotes the adoption
and effective use of HIT, including telehealth, to meet the needs of
people who are uninsured, underserved and/or have special needs.
HRSA also provides technical assistance to health centers and to
other HRSA grantees in adopting model practices and technologies,
in promoting grantee HIT advances and innovations as models and
in ensuring that HRSA HIT policy and programs are coordinated
with those of other U.S. Department of Health and Human Serv-
ices’ components and those of other Federal programs.

HRSA is working with many different stakeholders. Collabora-
tion and coordination is key to the successful implementation of
HIT. At HRSA, I’d like to give a few examples of how we’re doing
this.

We are working with internal and external partners to make
sure the medically underserved and the safety net providers are a
part of every component of the HIT agenda. Reducing health dis-
parities is a key goal of our agency. To this end, we have formed
a coordinating group with the Office of Minority Health specifically
to address the potential of HIT to reduce health disparities. We are
translating and customizing priorities of the National Coordinator’s
Office and standards for our grantees. We serve on several coordi-
nating committees to help ensure that the medically underserved
will benefit from the promises of HIT. We participated in AHRQ’s
ambulatory safety and quality grant application review process as
well as in their contract for Medicaid HIT technical assistance. We
are working closely with CMS and with State Medicaid agencies
that receive Medicaid transformation grants, and we are linking
our grantees to these opportunities.

At this point, I would especially like to thank Dr. Kolodner for
all of his support and the support of the National Coordinator’s Of-
fice in recognizing the special goals of our agency to provide quality
care to vulnerable populations. He has worked with us to establish
a new grant program, and he took the time personally to visit some
of our health center sites.

HRSA’s Office of Health Information Technology was formed in
December 2005, as the principal advisor to the HRSA Adminis-
trator in developing in an agency-wide HIT strategy. OHIT, as
we’re called, was specifically created to promote the adoption and
effective use of HIT in the safety net community. Our office awards
planning and implementation grants for telehealth, electronic
health records and other HIT innovations, while encouraging mar-
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ket-based solutions and while encouraging providers to incorporate
HIT as a normal cost of doing business. Our office also provides
leadership and representation for HRSA grantees with other Fed-
eral and State policymakers, researchers and other stakeholders.

For fiscal year 2007, we funded four new types of grants targeted
specifically to health centers for a total of $33 million. These grants
were based on specific comments that we received from the safety
net community about how we could best support HIT in that com-
munity.

Implementing HIT innovations and transforming health care
through HIT is a huge undertaking that should not be underesti-
mated. Some of the barriers that safety net providers face are the
scarcity of funding, expert staff and resources, sorting through the
flood of information on HIT, selecting software, hardware, appro-
priate tools, partners, and vendors and, perhaps most significantly,
using HIT to achieve real change in clinical practice operations’
staff and duties.

HRSA is continually looking for ways to overcome these barriers
for our grantees. We have compiled and shared lessons from grant-
ees with others and have provided technical assistance.

In partnership with AHRQ, we have established an HIT commu-
nity specifically for HRSA grantees. It serves as a virtual commu-
nity for health centers, our health center networks and State pri-
mary care associations, as well as other grantees, to collaborate
around the adoption of technologies that are promoting patient
safety and high-quality care. This portal creates a central hub for
communication across geographic areas, and it allows our grantees
to talk about and to gain information about HIT advances.

We have also developed a toolbox, which is a compilation of HIT
planning, implementation and evaluation resources, to support our
grantees, and it will be expanded to include rural health, maternal
and child health, HIV/AIDS, and telehealth. We will be releasing
that shortly.

In conclusion, the Department of Health and Human Services
has identified furthering the use of HIT as a key priority. This
focus supports the President’s goal of the adoption of electronic
health records for most Americans by 2014. We are diligently work-
ing with our grantees and with our partners in ONC, in CMS, in
AHRQ, and other Federal and State public and private organiza-
tions to meet this important goal. We are very proud of our efforts
and progress to date.

Thank you for giving me the opportunity to come here today to
update you on the progress of our agency in the area of HIT and
for your dedication and interest in underserved communities. I will
be very happy to answer your questions.

Mr. TOWNS. Thank you very much.
[The prepared statement of Ms. Austein Casnoff follows:]
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Mr. TOWNS. Dr. Clancy.

STATEMENT OF CAROLYN M. CLANCY, M.D.

Dr. CLANCY. Good afternoon, Mr. Chairman and members of the
subcommittee. I am Dr. Carolyn Clancy, the Director of the Agency
for Healthcare Research and Quality [AHRQ], a component of the
Department of Health and Human Services. I, too, would like to
thank you for the opportunity to discuss the role that health IT can
play in improving the quality of health care for underserved popu-
lations across the Nation.

It is an understatement to say that health care quality in this
country is nowhere near as good as it could or should be and we
also have wide racial, socioeconomic and geographic inequities in
health care and how it’s delivered.

So, according to research from RAND, partially funded by AHRQ,
Americans have a little bit better than a 50 percent chance of re-
ceiving the recommended care they need when they go to a doctor’s
office and serious problems with health care quality exists in all
areas of health care. These problems are pretty pervasive across
communities.

It actually doesn’t matter where you live, we have quality chal-
lenges. In fact, according to data from our annual congressionally
mandated National Healthcare Quality Report and our National
Healthcare Disparities Report, health care quality improved just
3.1 percent in 2006, the same rate of improvement as the previous
2 years. At that rate, it will take us about 20 years to close the
gap between best possible care, and care that’s routinely provided.

From these reports, we know that we have wide racial, ethnic,
economic, and geographic disparities in health care. For example,
rural Americans are more likely to be elderly, poor—in fair or poor
health—and to have chronic illnesses. They are less likely to re-
ceive recommended preventative care and report, on average, fewer
visits to health care providers. Unfortunately, we don’t have data
specific to urban underserved Americans.

So the good news here is that we’re working to resolve these
quality problems, and we are making some progress. The bad news
here is that the pace is slow, and we could move a whole lot faster.

So the big question then is: How do we accelerate the change
that we need? How do we engage all stakeholders so that we can
make sure that everyone, every American in this country, receives
the highest quality and safest health care possible?

Well, first, we have to recognize, as Secretary Mike Leavitt often
says, ‘‘We don’t have a health care system. We have a health care
sector that’s rapidly growing and is increasingly fragmented.’’
Health IT becomes a critical connector for the multiple parts of this
system that, today, are not very nicely connected.

It is very important to note, though, that health IT is not a
magic bullet. It alone will not transform the health care system,
but it’s impossible to envision how the transformation could occur
without the capacities that it brings. So AHRQ’s health IT initia-
tive includes more than $166 million in grants and contracts to 41
States to support and to stimulate investment in health IT with a
particular focus on rural and underserved areas. Through this ini-
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tiative, we are working to ensure that the promise and potential
of health IT is available to all Americans.

More than 50 percent of our health IT funding has targeted rural
populations. So, from 2004 to 2006, the amount spent for rural
health IT projects totaled $75 million. Under our more recently
funded ambulatory safety and quality initiative, we’re spending
$6.5 million for health IT grants targeting priority populations, out
of a total of $21 million in these grants in fiscal year 2007.

Mr. Chairman, we recently awarded one such grant to the New
York City Department of Health and Mental Hygiene to enable the
meaningful measurement of the quality of care with a focus on
public health priority issues, disadvantaged populations and small
office practices.

We are very pleased to be collaborating with Dr. Kolodner’s office
on the funding of a report to review and analyze the best clinical
evidence on the use of health IT by the underserved, elderly and
disabled. We believe the findings from this analysis will give us
critical information that we need to ensure that these populations
reap the benefits of health IT. We have also just recently funded
a $3 million contract to provide technical assistance to up to 20
States on the best use of health IT to improve the quality of health
care for Medicaid and SCHIP beneficiaries.

Technical assistance is critical to the successful adoption and im-
plementation of health IT and we take this so seriously that, from
the outset, we have created a national resource center for health
IT. This resource center leverages our investments by offering help
where it’s needed most in real-world clinical settings that may feel
ill-equipped, as my colleague described, to meet the implementation
challenge. So, by way of example, this resource center has assisted
States in their initiating Statewide clinical data-sharing and these
include New York, Wyoming, Montana, Maryland, Georgia, and
others. As my colleague noted, the resource provides a Web portal
with capabilities to convene practitioners, to encourage collabora-
tion and to disseminate best practices.

Through our collaboration with HRSA, we have a special portal
for the Nation’s community health centers. We’ve also supported
providers in the Medicare health IT initiative and the Indian
Health Service, and we’ve seen some dramatic improvements in
care in the IHS.

So, Mr. Chairman, I’d like to conclude by offering just a few brief
observations on our work to date.

First, health IT alone cannot improve our health care system un-
less it is integrated and embedded in the very fabric of how we pro-
vide care.

Second, for most health care settings, health IT is not likely to
be an out-of-the-box solution. Effective use of health IT has to be
linked with a very careful examination of how care is delivered and
so that the power of health IT can be harnessed to enhance the ef-
fectiveness and the efficiency of care.

Third, accelerating the pace of adoption and implementation re-
quires the sharing of both knowledge and experience through op-
portunities for voluntary peer-to-peer learning. It’s a fairly local
phenomenon.
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Finally, the development of interoperable health IT can acceler-
ate the pace of innovation and the speed with which patients will
benefit from new medical breakthroughs.

So I’d like to thank you for the opportunity to be here today. I
am confident that, in working together, we can ensure that all
Americans receive high-quality, safe health care services.

[The prepared statement of Dr. Clancy follows:]
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Mr. TOWNS. Thank you.
Let me first thank all three of you for your testimony. Again, I

apologize for our lateness. There were votes on the floor and, you
know, you have to vote around here. You know, if you don’t vote,
they talk about you so that delayed us. So I wanted to just sort of
apologize for that.

Let me begin with some questions. You know, I’m concerned that
the communities that need health care, better health care, are gen-
erally the communities that will probably last be connected. I
mean, these are the communities that will sort of be left out.

What can we do to try and make certain that the communities
that have been neglected for so long are not neglected this time
around? What can we do to prevent that from happening?

Ms. AUSTEIN CASNOFF. Well, certainly that is the population that
we target, and those are the providers who we work with. Obvi-
ously, the majority of the patients we serve are uninsured. Over
two-thirds are minority populations, so HRSA’s mission is very
much geared toward addressing the needs and in providing the
highest quality care to those populations.

We do believe, as my peers today have talked about and as I’ve
talked about, that HIT is a very powerful tool to help move that
agenda forward; and I think you will hear as well from the next
panel some very specific examples, including one of our grantees
who is moving that forward and who is using HIT to accelerate the
pace of quality care in those kinds of communities. That’s specifi-
cally what our grants are targeted to do.

Mr. TOWNS. Any other comments?
Dr. KOLODNER. Mr. Chairman, as you know, we do have this na-

tional awareness of the need to move forward in health IT. And,
really, there have been fairly early efforts to move forward, and
there have been attempts to do this over the last 15 years. I would
say that the activities that have occurred in the last 3 years, actu-
ally, have made more progress than in the decade or two before
that.

What we need to do, as I’d mentioned, is to make sure that in
every aspect that we’re looking at, whether that’s the electronic
health record or the funding for resources there or the network and
how it is addressed or privacy and security policies and in under-
standing that there are difficult cultural biases and preferences,
that we need to take into account, to make sure, that as we do each
of these activities that we involve the community, that we involve
those who are members of the medically underserved communities
or those who are taking care of them.

Mr. TOWNS. Do you want to add anything, Dr. Clancy?
Dr. CLANCY. The only thing I’d add is, when I think about some

of the really dramatic successes we’ve seen, they include a number
of underserved communities; and I think our collective challenge in
working together and with you is to make sure that we can scale
this up as rapidly as possible. It is absolutely not a given that we
have to have a digital divide and that we can’t bring everyone
along together.

So, in New York City, you know, the Health and Hospitals Corp.
has been using a registry for the past few years, which is the spe-
cific application or functionality of an electronic health record to
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track people with diabetes; and it makes a big difference. You can’t
do that on paper.

So that’s the kind of advance that I think we can insist on and
will continue to do so.

Mr. TOWNS. How about establishing an HIT empowerment zone,
a health empowerment zone?

You know, I’m looking at these empowerment zones around the
country and in other areas that have really done some remarkable
things. You know, I was in Harlem just recently, a place that was
just written off. They now have an empowerment zone there, and
it’s the place to be now. You know, people are fighting to get in
there, and they’re saying that the empowerment zone really made
the difference.

So when I look at areas that have all of these health disparities,
what about the possibility of creating an empowerment zone to deal
with the health issues in these areas? Because the traditional fash-
ion—you know, for some reason, they have just not gotten service,
and so I just think that if we continue down the road—and you
mentioned in terms of 20 years. See, those communities might be
40 years; they might be no years, you know. So I’m just wondering,
what is your reaction to a possible empowerment zone that would
take this information and would come in and would make certain
that they get everything and get it first and then move forward?

Dr. CLANCY. Well, I guess, Mr. Chairman, I’m not exactly sure
what an ‘‘empowerment zone’’ is. We’d like to followup with you on
that.

Let me say that I think one terrific aspect of the work that Dr.
Kolodner’s office has launched, particularly in the Nationwide
Health Information Network, is the potential to connect public
health with clinical care. We know that we’ve seen as a result of
reporting on quality of care that we are starting to see improve-
ments overall and a reduction in disparities for those activities that
take place in a clinician’s practice—so were the right tests or-
dered?—and so forth.

Where we’re seeing slower improvements are in those areas that
require chronic, ongoing care to achieve, for example, the optimal
control of diabetes, the control of risk factors for heart disease and
so forth. We believe that in order to actually advance those areas
of quality, we are going to need good connections between clini-
cians’ practices and resources in the community, and I think health
IT could be very powerful there. And I think that’s one of the po-
tential, powerful applications of the Nationwide Health Information
Network; it’s that kind of connectivity that you need.

Mr. TOWNS. Right.
Dr. Kolodner, is there a written policy office that ties the imple-

mentation of health IT and grants to the reduction of health dis-
parities? Is there a written policy?

Dr. KOLODNER. There is not a specific written policy.
What we have done is, as I’ve mentioned, in each of the activities

that we’ve undertaken, we have specifically written in language.
For example, on the grant contract agreement that we put out for
the AHIC successor, we specifically wrote that a consumer sector
would need to address the needs of healthy populations as well as
those of vulnerable, disadvantaged and chronically ill populations.
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In the NHIN network contracts that we put out, when we put
out the first contract language, we said that to be considered as an
eligible health information exchange the applicants would need to
include different types of provider organizations, two of which must
include independent physician practices and safety net providers.

So, while we don’t have a single specific policy written in the of-
fice that says what we’re going to do, we actually have been embed-
ding it in all of the activities that we’ve undertaken.

Mr. TOWNS. You know, let me ask, is there any coordination of
these programs? I’m just concerned about that. I mean, do agencies
talk to each other about what’s going on and about what needs to
go on?

You know, I was just listening to the comments made earlier by
Dr. Christensen when she was talking about it in terms of dispari-
ties and in terms of the numbers. Are the agencies talking to each
other as we move forward?

Dr. KOLODNER. Yes. Actually, if you had asked me that question
3 or 4 years ago, I think you would have found kind of spotty col-
laboration. What we have, in fact, been doing, especially in the last
few years, is increasing that.

I think one of the reasons that you might have a question about
that is we probably haven’t done as good a job of communicating
the activities that we have been doing, but we have, for example,
a Health IT Policy Council that is across the Federal agencies and
departments, and we have a Federal health architecture group that
involves 26 different agencies and departments. So we actually do
have collaboration going on, and we connect the appropriate levels
and the appropriate types of people in each of the departments and
agencies. And, as I’ve mentioned, not only across the Federal sector
but also with our activities with AHRQ and with others, we’re ac-
tually facilitating collaboration across the States and between the
Federal and the State entities.

So we are doing our very best. There are a lot of things that are
going on. I’m sure there’s opportunity for improvement, but I think
we actually have been doing a great deal of the collaboration in the
last couple of years.

Ms. AUSTEIN CASNOFF. If I may, collaboration is absolutely key
to what we do. We spend a very large part of our energy in working
with other agencies and in finding partners to help the safety net
providers.

For example, next week, we’re having our first-ever HRSA-HIT
grantee meeting with over 600 attendees—the title is Success
through Collaboration and we are very pleased that AHRQ is rep-
resented there—the National Coordinator, every Federal agency as
well as public and private sector organizations.

So we believe it is absolutely critical to not only HRSA’s activi-
ties but particularly to our grantees, and we are trying to educate
our grantees about collaboration with potentially nontraditional
partners as well, working with States, working with the Governors
and their legislatures, working with their Medicaid agencies. So we
absolutely emphasize that as critical to the movement of HIT in
the safety net community.

Mr. TOWNS. At this time, I yield to the ranking member, Con-
gressman Bilbray.
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Mr. BILBRAY. Thank you.
Dr. Clancy, you made a reference that 50 percent of your funds

are going to rural, 50 percent.
Dr. CLANCY. Yes.
Mr. BILBRAY. Off the top of your head, generally, what would

that be in comparison to the general population? 10 percent?
Dr. CLANCY. Do you mean what proportion of the U.S. population

is rural?
Mr. BILBRAY. Yes.
Dr. CLANCY. About 25 percent.
Mr. BILBRAY. You know, I grew up in a working class neighbor-

hood where, without the Navy hospital, you had the clinic, and
that’s about it; you had the neighborhood. With the underserved
community, it was so easy for us to use race and to use ethnic
background, but, overall, the common denominator in my neighbor-
hood was that we were working class people who were below the
average income. That’s pretty consistent. The economic status is
the largest determining factor with the underserved. Is that fair to
say?

Dr. CLANCY. What I can tell you is, from our annual report on
health care disparities, we see big gaps associated with individuals’
race and ethnicity, and we also see very large gaps for poor com-
pared to high-income Americans.

Mr. BILBRAY. But don’t those ethnic groups tend to fall into the
same category as the ethnic? I mean, I find it hard to believe that
a lot of our Californians who live in Hollywood and who happen to
be African American are not going to be falling into the under-
served population in their neighborhoods. You know, the poor tend
to be underserved no matter who you are. Do we move up into the
middle class and upper middle class where the minorities are get-
ting hit pretty hard with it?

Dr. CLANCY. Both race or ethnicity and income turn out to be im-
portant and independent predictors of getting even poorer quality
of care than everyone else. They are, as you note, often closely as-
sociated, but they are independent. So there are members of racial
and ethnic minorities who have done much better, in terms of in-
come, who still experience disparities.

Mr. BILBRAY. But the community base tends to be served, gen-
erally, substandardly in both areas?

Dr. CLANCY. Yes.
Mr. BILBRAY. The VA had a success story with Hurricane

Katrina in recovering the records. Why were you able to be so
much more effective at recovering records than the private sector
in New Orleans?

Be careful. You’ve got to remember that my wife is from New Or-
leans, so I lived through that. We had a house hit by Katrina.

Dr. KOLODNER. For about 20 years, the VA started investing in
health IT, and it was an effort that was led by the frontline clini-
cians, not just a top-down type of process. So the issue of top-down/
bottom-up, for example, is something I do not see as an either/or.
It has to be at both ends. Leadership has to say that we want to
do it, but the real innovation and creativity and motivation is going
to come from the frontline commissions. So the VA had, over that
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period of time, been able to put in an information system that was
extensively used.

In many places, such as New Orleans, it was essentially
paperless. When the power went out in New Orleans and the veter-
ans were trapped in the VA hospital, they did have emergency
power, and the electronic health record actually continued to run
up until the time that the last person was evacuated. And they
were able to take that information and within 24 hours have it
loaded so that wherever those people went, their information was
there and available. And I think that’s the kind of experience that
confirms the value of having the information electronically and the
tremendous improvement in the continuity of care not only in cri-
ses, but in other times as well, and improving the quality of care
that electronic health records allow.

Mr. BILBRAY. Doctor, the private sector for decades now has been
trying to get away from paper records and trying to go to elec-
tronic, and they haven’t been doing it because of some lofty vision
of fairness. They’ve basically been doing it because they feel it’s
cost-effective.

Is that fair enough to say that we should be able to implement
an IT system that, in the long run, will be more cost-effective than
maintaining the paper structure we have today?

Dr. KOLODNER. Yes, I think that would be very fair.
Mr. BILBRAY. The question will be then, where are we going with

the VA? Can the VA lead the Federal family by setting an example
for the rest of the Nation and lead through example rather than
through mandate?

Dr. KOLODNER. Well, we are working—with the collaboration I
mentioned, we actually have the VA, the Department of Defense
and the Human Health Service all at the table and helping with
the national health IT agenda, both connecting into the Nationwide
Health Information Network as well as at the table, advancing the
standards and embracing the standards themselves.

I think one of the things that those agencies have had as an ad-
vantage is that there’s a perfect alignment between the funding
and the incorporation of health IT. Right now, one of the challenges
we have is, with the disparate funding mechanisms we have and
with some of the perverse incentives there, that what we are work-
ing to do is to get not only solutions in place, but we are working
to align those adoption incentives so that we can move forward.

Mr. BILBRAY. You know, sadly, so often those who would be the
best served are the most scared of new technology. I mean, the real
scare tactics out there are people being scared of new technology
being used. It astonishes me the people who will talk about and be
worried about privacy, and then they’ll have a cell phone on their
hip or in their purse and they’ll have a credit card in their wallet.
Any one of us who uses either one of those devices can be exten-
sively tracked even when the phone is turned off.

I always like making my constituents feel really comfortable with
that.

What are we doing about security with the IT issue? Any one of
you can answer that, but I know the VA has been pounded on this
for a while.
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Dr. KOLODNER. The VA has been pounded on it. Although, if you
look at the instances, the electronic health record that is used for
the delivery of care isn’t where the breaches have occurred. We
know, as we roll out the national health IT agenda, that the secu-
rity and the privacy of that information is absolutely fundamental.
I would not put my information on a system that’s not secure and
that’s not honoring the privacy in the way that I might want it. So
we’re building that into the foundation.

As to the certification of the products—of the electronic health
records—for example, security is one key factor for that certifi-
cation criteria. With the Nationwide Health Information Network,
the security is a key part, and what we actually have done in the
trial implementations of the nine contracts that we’ve just let is
we’ve built in consumer choice as a requirement for participating,
where the individuals get to say whether or not they want their in-
formation to flow over the network at all or how they might want
it to flow.

So we believe that those are critical capabilities. We are still
learning how to balance those and how to make sure that we honor
those without actually causing an increased chance of giving them
bad care. So those are the kinds of things that we need to pursue.

Mr. BILBRAY. But isn’t it true that with cooperation and with the
biometric confirmation that IT has the potential, if done properly,
to substantially increase the security and privacy with documenta-
tion as opposed to the existing system where you have clerks going
through it and you have paper needing to be shredded and that
kind of issue?

Dr. KOLODNER. When done properly, health IT actually is much,
much better than the paper record.

Mr. BILBRAY. Ladies, do you have any comments to either one of
those issues?

Dr. CLANCY. I agree.
Mr. BILBRAY. Thank you very much.
I yield back, Mr. Chairman.
Mr. TOWNS. Thank you very much, Congressman Bilbray.
Congresswoman Christensen.
Mrs. CHRISTENSEN. Thank you, Mr. Chairman. I thank you and

the ranking member for allowing us to join you in this hearing.
I would just like to say, on the health empowerment zones, I

know Dr. Clancy has heard me talk about them, the part of H.R.
3014 that have been part of our minority health bill going back two
Congresses. I think it’s a very good concept, and it goes beyond
what you may know as REACH, the REACH Program, to allow
communities to have priority access for programs at any agency
that can help them meet their health care goals. So, in 3014, you’ll
see a little of what a ‘‘health empowerment zone’’ is.

Dr. Clancy, I guess I’ll start with you. We’ve been working to-
gether for a long time, so you probably can anticipate my first
question, which is, are any grants going to territories or are they
precluded from having some of these grants, the $166 million worth
of grants that are going to 41 States?

Dr. CLANCY. I was just checking with my experts here who are
closer to the actual detail. We do have a collaboration with Puerto
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Rico. This was part of the collaboration we did with ONC, which
looked at information security and privacy policies and actually——

Mrs. CHRISTENSEN. The territories are eligible and can apply
competitively?

Dr. CLANCY. Yes. Yes.
Mrs. CHRISTENSEN. With regard to community health centers,

how many community health centers do we have in the country?
Ms. AUSTEIN CASNOFF. I believe there are over 1,000.
Mrs. CHRISTENSEN. Was that ‘‘18’’ number for community health

centers that have gotten grants? Are those all that have gotten—
I can go back to your testimony, Dr. Casnoff: Eighteen health cen-
ters were awarded high-impact EHR grants in 2007.

My question really is, since these are so central to the delivery
of health care in underserved communities, is there a long-term
plan to have all of them hooked up to HIT, all of them electroni-
cally, to have all of their medical activities electronic?

Ms. AUSTEIN CASNOFF. Well, we are still exploring how to get to
complete coverage for all of the health centers. Obviously, they
need to be part of the broader movement toward electronic records.

What we are doing is, in a sense, we are seeding; we are dem-
onstrating; we are getting started and are helping each of our net-
works’ grantees move to more and more health centers. So we are
continuing to expand the number of health centers that are getting
HIT support, and we believe very strongly they need to do it to-
gether and not necessarily as individual health centers. So we
think they can learn from each other, benefit, reduce the risk of
purchasing. Each of our grants requires these networks to take on
new health centers and not continue to fund the same ones, so we
are moving in that direction.

Mrs. CHRISTENSEN. As the different agencies under Health and
Human Services collaborate, do you try to make sure that—because
HRSA has grants and Dr. Clancy’s agency has grants and there are
other grants in the department, do you try to coordinate so that
they are fairly spread across the country, so that one State isn’t
getting one from the agency for health care quality and research
grants and also getting yours? Are you spreading it around in your
collaboration?

Dr. KOLODNER. Many of the grants and contracts are a competi-
tive process; and so, depending on whether it’s a contract or a
grant, we may be actually locked into what the ranking of the ap-
plicant is. But we do, in fact, sit down and look at where those dif-
ferent activities are occurring so that we can get as broad a spec-
trum as possible.

Mrs. CHRISTENSEN. Well, our communities don’t necessarily have
a lot of grant-writing expertise. I wonder how you accommodate for
communities that have high need but don’t really get the high
grades on the grant applications.

Ms. AUSTEIN CASNOFF. That was a very large priority of Dr.
Duke’s, the Administrator of HRSA, which was to make sure those
communities that, in a sense, were left behind in the grant process
received grants. So there was a whole special competition this year
for those areas that have never received a health center grant be-
fore, and we also work very closely—we have something called
‘‘planning grants,’’ because we heard from the communities that
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not everybody was ready to move into a more sophisticated HIT,
so we actually did a special competition of relatively small grants
to get people started. We certainly recognize that not everyone is
at the same point.

Mrs. CHRISTENSEN. Dr. Kolodner, you said in your testimony that
the agency has taken specific steps to include medically under-
served populations as you transition to the AHIC successor. Could
you tell us something about the steps that you’ve been taking?

Dr. KOLODNER. OK. That’s what I mentioned a little bit earlier.
The process that we’re doing right now is—we actually put out

a cooperative agreement type of grant. The applicants sent in their
applications by the end of September, and we are in the process of
selecting, but the messaging that we sent out to anybody who was
considering that application was, as I mentioned, the need to take
into account and to include a broad spectrum of consumers, includ-
ing those who are from the vulnerable populations.

In addition, because it’s a cooperative agreement, we will be
working with the awardee to make sure that they, in fact, have at
the table, as part of the participating group, members from a vari-
ety of rural, underserved and medically vulnerable populations.

Mrs. CHRISTENSEN. Go ahead.
Ms. AUSTEIN CASNOFF. I was just going to add that any time

there is a public notice as Dr. Kolodner is referring to, we get that
out specifically to our HRSA grantees to make sure that they’re
aware of these public comment opportunities and to offer them the
opportunity to make sure that they do respond.

Dr. CLANCY. One other point. I’m sorry. When you were asking
about how we try to create a coherent portfolio and to make sure
that we’re reaching out, one of the ways that we do that—as a mat-
ter of fiscal responsibility, there are very specific checks and bal-
ances—for example, to make sure that we’re not funding the same
person in four different agencies to do the same work. In addition
to that, you heard Cheryl say that she served as a reviewer for our
grants. We also use set-aside mechanisms.

So, this year, in a portfolio of $21 million of grants that we were
going to make, we said we are going to set aside a few million dol-
lars. Actually, we ended up investing more in underserved commu-
nities. We had about twice as much as we had set aside, which I
thought was actually a very good sign. So there is a fair amount
of outreach. I think we could do more, but we are working very
hard.

Mrs. CHRISTENSEN. Just as I’m going through—I’ll hold on any
other questions I might have for right now.

I wanted to just point out that some of you are familiar with the
minority AIDS initiative and the fact that when funds were to be
targeted to indigenous communities and faith-based groups, a lot of
other groups came in and started to change the board around. They
hired a new executive director and presented themselves as minor-
ity organizations.

So as you reach out to make sure that minorities are sitting at
the table, I just want to make sure that you’re aware of that and
that you try to get organizations or groups that are really from the
community.

Mr. TOWNS. Thank you very much.

VerDate 11-MAY-2000 09:46 Jan 09, 2009 Jkt 000000 PO 00000 Frm 00061 Fmt 6633 Sfmt 6633 C:\DOCS\45627.TXT KATIE PsN: KATIE



58

Congressman Clay.
Mr. CLAY. Thank you, Mr. Chairman.
Let me start off with some questions for the entire panel.
Is there any consideration given to reducing health disparities in

either your grant deliverables or your grant strategy? And this is
along the same line of questioning as Dr. Christensen. In other
words, what health-policy objectives are you attempting to meet, in
terms of your agencies’ overall goals?

Ms. AUSTEIN CASNOFF. If I may begin, we actually asked anyone
applying for money this year to have a baseline set of core quality
measures. HRSA’s moving toward a consistent set of measures, and
we have built some of those specifically into our grants. And then
we will be monitoring; they will be required to report on those as
well.

So we absolutely are committed to quality measurement, be-
cause, again, HIT is not the end. It’s improving the quality of care
in a very quantitative, measurable way.

Mr. CLAY. OK.
Dr. Clancy.
Dr. CLANCY. Because we have the opportunity, which I would

like to thank you all for, to report annually to all of you on both
quality and disparities in care, what that means is that, for the
first time in this country, we actually have a consistent set of
metrics, and we can report our progress in terms of how we are
doing.

And for each group, in some areas we are doing better, in other
areas we’re about the same, and in some areas we’re doing worse.
We use that very specifically to frame a lot of priorities for our ini-
tiatives.

So, by way of example, our recent disparities report found some
pretty glaring problems for Hispanic elders. So that has resulted in
a collaboration with the Administration on Aging specifically tar-
geting preventative services for Hispanic elders, because the rates
were so strikingly different.

So we’ve got the framework to be able to do that, and my col-
leagues will tell you that we’re not shy about sharing these results.

Mr. CLAY. Very good.
Anything to add, Doctor?
Dr. KOLODNER. Well, the activity of our office is actually fairly

small, in terms of the grant. It’s really trying to get the infrastruc-
ture in place. But, as I’ve mentioned, it is important that we make
sure that infrastructure be informed by the needs of all of the com-
munities. And we have done the very best that we know how to get
that input and to make sure that those communities are involved.
We will continue to work in that direction.

Mr. CLAY. Thank you for that.
Another panel-wide question: The implementation of health IT

can be expensive, in terms of large-scale enterprise-type solutions.
Have you looked into smaller-scale technologies like smart cards,
cellular phones, to interconnect community health facilities?

Ms. AUSTEIN CASNOFF. One of the things we heard from our com-
munity, again, when we put out a Federal Register notice, was it
was not just about electronic health records, as you say, so we cre-
ated something called the innovations grant. And we had, in a
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sense, low-hanging fruit and heavy lifting. And it was just as you
said, for our health centers serving the populations in need, what
best serves their needs?

And you will hear on the next panel from one of the recipients
of that, about how personal health records or kiosks or e-prescrib-
ing or linking oral health or mental health to medical records. So
it is not always the biggest solution. Sometimes it is those inter-
mediate solutions or building on something that is already in place.

So that’s absolutely a priority for our awards.
Dr. CLANCY. I mean, I’m sure you’re aware that in the health

care industry, generally, there is a lot of innovation going on, in
terms of using cell phones and other technologies to reach people
for disease management and other interventions. We have funded
a fair amount of work in this area.

In addition to that, we now have a clearinghouse where people
can share these innovations. And we are reaching out very broadly
so that people know about this, so they know about potential prom-
ising practices that will help them.

So it is not the full enterprise solution or paper, you know, that
there is steps on the way.

Mr. CLAY. Doctor.
Dr. KOLODNER. Well, the idea of having standards is that it actu-

ally breaks you free of a particular technology solution so that,
really, innovation can occur. And by making sure that the stand-
ards are there and not proprietary but are really open, I think it
fosters a tremendous amount of creativity and movement forward
for just the type of opportunities you are talking about.

Mr. CLAY. Thank you.
Mr. Chairman, is the clock malfunctioning? That 5 minutes went

awfully quick. Oh, it’s 3 minutes. I’m sorry.
Mr. TOWNS. Yes, yes, but if you need another half a minute, I’d

be delighted to give it to you.
Mr. CLAY. Thank you. I’m touched.
Just real quickly from all of you, are you using small or dis-

advantaged business vendors to supply your grantees with any
technological capability?

Ms. AUSTEIN CASNOFF. Well, we award grants to our health-cen-
ter networks, and then they have to follow proper procedures to do
competitive purchasing. We do not get involved at all in their selec-
tion of products. But they do have to follow Government rules in
terms of competitive purchasing.

Mr. CLAY. But you do monitor who they award the contracts to?
Ms. AUSTEIN CASNOFF. Correct.
Mr. CLAY. And do you know if they use small or disadvantaged-

owned business?
Ms. AUSTEIN CASNOFF. I am not aware of that, but we can cer-

tainly get that information for you.
Mr. CLAY. Would you provide this committee with that, please?
Ms. AUSTEIN CASNOFF. Sure. OK.
Mr. CLAY. Thank you. I yield back.
Mr. TOWNS. Yeah, on that note, let me just say that—do other

agencies outside of HHS have health IT grants?
Dr. KOLODNER. I think the grants to the communities—USDA

has some grants. I don’t know that their communities—they do
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have grants for electronic health records. FCC has some things; in
fact, they have a grant program that I think they will be announc-
ing the results of shortly, that are medical broadband connectivity
to rural and underserved areas. And that is not just rural, but also
inner-cities.

There are others that do have related technologies but not usu-
ally for the kinds of health IT that HHS entities fund.

Mr. TOWNS. All right. How can we get a list of these grants? Is
there any way that we can—I will definitely be delighted to hold
the record open to get it—a list of all of these grants, because I
think the question raised by my colleague from Missouri, in ref-
erence to minority vendors, you know, I think that is something
that we need to really look into.

Dr. KOLODNER. I think we have a partial list. I can go see wheth-
er we can refresh that and get that back to you.

Mr. TOWNS. I appreciate that. Thank you so much.
Any other questions?
Let me thank all three of you for your testimony. I really feel

that this is a very important issue. I think that this is a way that
we can address some of the concerns that are out there. And I ap-
preciate your honesty and the fact that there is a disparity in a
major kind of way, and we feel that through this process, maybe
we can correct some of these things. But in order to do it, you will
have to be flexible and to make certain that the areas that are not
served are served. And I think that’s key. You know, we don’t want
to leave them out again.

So thank you so much for coming. I look forward to working with
you in the days and months ahead.

And you will hear more about this empowerment zone. You
know, we think that has a lot of potential; we think that will help
us with the disparities. And, of course, we will be working on it.

And I want to thank Dr. Christensen for her efforts in this area.
I want to thank Congressman Clay and my colleague, Congress-
man Bilbray.

And I say about this committee, you know, in the Congress, we
have a lot of people that do not work together and do not work in
a bipartisan way. But I tell you now, this committee is a bipartisan
committee, and we work together.

Thank you so much.
Mr. BILBRAY. Because we fear the chairman; that’s why. [Laugh-

ter.]
Mr. TOWNS. Thank you so much.
[Witnesses sworn.]
Mr. TOWNS. Let the record reflect that all five have answered in

the affirmative.
So I want to start with you, Ms. Marchibroda, and then sort of

just move right down the line.
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STATEMENTS OF JANET M. MARCHIBRODA, CEO, EHEALTH
INITIATIVE; DR. WINSTON PRICE, CHAIR, HEALTH IT AND
TRANSPARENCY ADVISORY BOARD, STATE OF GEORGIA;
LORI EVANS, DEPUTY COMMISSIONER FOR HEALTH IT
TRANSFORMATION, STATE OF NEW YORK; DR. FARZAD
MOSTASHARI, ASSISTANT COMMISSIONER, DEPARTMENT OF
HEALTH AND MENTAL HYGIENE, CITY OF NEW YORK; AND
DR. NEIL CALMAN, PRESIDENT, INSTITUTE FOR URBAN FAM-
ILY HEALTH

STATEMENT OF JANET MARCHIBRODA

Ms. MARCHIBRODA. Good afternoon, Chairman Towns, Ranking
Member Bilbray, honorable subcommittee members, Dr.
Christensen, distinguished panelists and guests.

My name is Janet Marchibroda, and I am the chief executive offi-
cer of the eHealth Initiative. It is an honor to offer my testimony
before you today on Federal, State and local efforts to transform
health and health care using health information technology.

Chairman Towns, I greatly appreciate your invitation to address
this subcommittee, and I commend you for your leadership in fur-
thering the use of health IT to improve health outcomes, enhance
access to care for medically underserved communities, and reduce
health disparities. We at the eHealth Initiative look forward to
working with you and the Health IT Empowerment Caucus.

The eHealth Initiative [eHI], is a nonprofit independent organi-
zation whose mission is to improve the quality, safety and effi-
ciency of health care using information and information technology.
We are a diverse group representing every sector of health care,
both nationally and locally. We serve as a key bridge between na-
tional policy and local initiatives through our work in States and
communities, and actually helped 20 States in our country develop
road maps for using health IT and are working with a number of
regions to drive sustainability of health information exchange.

As my written testimony indicates, concerns about quality, safety
and disparities in care and rising health care costs have driven the
Federal Government and national and local leaders alike to look for
solutions to these challenges.

Because of the highly fragmented nature of our health care sys-
tem, clinicians often don’t have the information they need to better
serve patients, those that are responsible for population health also
don’t have that information, and then, most importantly, patients
can’t easily engage in their own health and health care, view their
own health records or choose to share their health information
across clinicians who treat them.

And so, a lot is going on at the Federal level—that is in my writ-
ten testimony—as well as the State level, and it’s very interesting.
A number of States are now moving forward with great vigor
around moving the health IT agenda. While there was no legisla-
tion prior to 2005, actually in 2005 and 2006, 38 States introduced
121 bills related to health IT, and 36 were passed in half of our
country’s States.

Since January 1 of this year, 217 bills have been introduced
across all 50 States in the United States related to health IT, and
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also Governors are playing a significant role, with 20 Executive or-
ders having been issued.

In addition, if we go one more level down, there are a number
of community-based initiatives—and we counted 165 back in
2006—that are bringing multiple stakeholders together to mobilize
data to improve health care quality and safety.

But, despite all of this activity, adoption has been slow for a
number of reasons. There is a lack of standards adoption that
would enable interoperability. There is a misalignment of incen-
tives that often drives volume and fragmentation as opposed to
sharing information. There are some concerns about privacy and
confidentiality, and not to mention the significant workflow issues
within the small physician practice.

We put together, working with 200 organizations from every sec-
tor of health care, the ‘‘eHealth Initiative Blueprint: Building Con-
sensus for Common Action,’’ which is a shared vision and a set of
common principles, strategies and actions for improving health
through information technology.

We were able to achieve consensus on a number of issues, but
there were two areas where more work, more dialog is needed. We
got to consensus on principles, but in the areas around policies for
information-sharing, and specifically financing, more work is need-
ed, and a public-private sector dialog and partnership will be need-
ed in order to move that work forward.

You asked us, top-down or bottom-up? Are there too many cooks
in the kitchen? And which approach will work best? We believe
that leadership needs to come from both but needs to be coordi-
nated.

Clearly, a need for Federal leadership for moving this agenda,
particularly around adopting standards for interoperability, getting
harmonization in adopting, providing guidance on policies related
to information-sharing, and then, of course, stimulating the pri-
vate-sector investment by providing necessary seed funding and
aligning incentives.

At the same time, much work is also needed at the State and
local level, and we are actually not going to get there just with the
top-down approach. And I will be very brief, as we watch the time.

We did some research, and we released it back in June 2007.
And what did it tell us? It said there are no incentives for sharing
information, or actually disincentives across the country for doctors
and hospitals and plans to share information, given our current
payment system. So those that have been successful have been able
to do so because they’ve built social capital, a radius of trust among
folks that don’t ordinarily work together, in order to move that for-
ward. And you’ve got to do that locally, where health care is deliv-
ered. And you really need it in order to address those difficult poli-
cies for information-sharing. How do we address the privacy issues?

The other thing is just logistical. If you look, and our survey
shows, that the clinical data that you need to exchange to deliver
health care, most of it, a lot of it, resides locally, within the doctor’s
office, within the hospital, within local pharmacies. So, as a result,
the Nationwide Health Information Network will need to be built
from the ground up, but also linked with national networks, be-
cause there are many actors working at the national level.
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So, in closing, some suggested actions for national and Federal
leadership.

First thing, we need to drive standards adoption. We need to har-
monize and drive adoption for interoperability. And this is critical.
The Federal Government has made significant progress in the area
of standards so far. We believe that the transition of the AHIC over
the next several months will support the continuation of this work.

We believe that this transition, however, will require an inde-
pendent convener that engages every sector of health care in an in-
clusive, transparent and balanced process that is designed to listen,
engage, synthesize and deliver a common path forward.

Second, the Federal Government should continue to lead and ex-
pand upon its efforts to develop a framework for privacy and secu-
rity, leveraging things like the HISPC as well as the FACA com-
mittee under AHIC 1.0. We need to focus on aligning incentives, of
course, and that is a complicated problem that we’ll need to ad-
dress, and a public-private sector dialog is needed.

But we think, in addition, much progress can be made today
through a public-private partnership that can provide guidance on
and stimulate shared action for how the field might move forward
on some short-term actions or business cases for the use of infor-
mation, whether it is around quality, drug safety or consumer ac-
cess for information.

The Federal Government is playing a leadership role in address-
ing disparities, but opportunities exist for more leadership in this
area. Health IT offers great promise for helping clinicians deliver
equitable care through evidence-based decision support, chronic
care management tools and population health functions.

But targeted resources must be provided to those clinicians who
serve minority and other underserved communities to ensure they
are not left behind in the drive to accelerate health IT adoption.
The Federal Government can play a strong role in ensuring that
the providers have the resources they need, whether it’s grants,
loans or hands-on help, to support this process.

In addition, the Federal Government——
Mr. TOWNS. If you could sum up. Yeah, the lighting is not work-

ing.
Ms. MARCHIBRODA. OK. Should I stop?
Mr. TOWNS. Sum up. Just sum up.
Ms. MARCHIBRODA. OK, I’ll sum up.
So around the areas of disparities, there are a number of areas

that need more Federal involvement in order to move this work for-
ward.

Finally, and we heard earlier, providing technical assistance is
very important and particularly States and communities, as you
deal with sustainability, we need to focus on that area.

Thank you for the opportunity, and I look forward to answering
any questions you may have.

[The prepared statement of Ms. Marchibroda follows:]
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M. TOWNS. Thank you very much.
Dr. Price.

STATEMENT OF WINSTON PRICE
Dr. PRICE. Thank you very much, and I hope you’re using the

same hearing timing technology.
Mr. Chairman, members of this committee, Members of the

House of Representatives, ladies and gentlemen, good afternoon.
I am Dr. Winston Price, a board-certified pediatrician working

both in New York and Georgia. I am also a past president of the
National Medical Association and the current chair of the Georgia
Health Information Technology and Transparency Board. On behalf
of the NMA and the Georgia HIT Board, I would like to thank you
for the privilege of testifying before you at this time on this vital
subject.

Mr. Towns and your staff deserves special mention in light of
your role in the preparation of this important hearing.

Throughout the 112-year history of the National Medical Associa-
tion, we have been a leading voice in the struggle toward eliminat-
ing health disparities that affect not only our members but also the
millions of minority patients that we serve. As we embrace the in-
novations of the 21st century, we remain committed to the notion
that all Americans should have access to health care of the highest
quality. It is in this context that I have framed my remarks.

As the Nation addresses this subject, we must ask ourselves, are
vulnerable populations at the crossroads of a health care evolution,
or are they in someone’s cross-hairs during a health care revolu-
tion?

I think we can all agree that health care has evolved. The United
States leads the world in health care innovation, as noted, for ex-
ample, by the many Nobel Prizes Americans continue to win in
medicine. The whole world seems to want to come to American hos-
pitals, especially our teaching hospitals, for cutting-edge treat-
ments and cures. Our pharmacy industry is the world’s most inno-
vative and profitable.

But be that as it may, our health outcomes do not speak to that
same degree of advantages. Unfortunately—and you’ve heard from
the honorable Dr. Christensen, so I won’t belabor that issue
again—but America’s vulnerable populations do not display the
same high quality that we see in terms of the innovations that be-
speak our health care system.

So is it a revolution? Well, many of us are now convinced that
America’s health care is in need of a revolution. If health care
innovators are the leading revolutionaries, then the concerns of the
Nation’s underserved populations must be their vox populi that in-
forms their manifesto.

Our strategy for ensuring that this revolution efficiently address-
es the needs of all Americans is that we must understand the
heavy weight as impacted by each of the following five factors and
I will be very brief with those.

Standards: And you heard the description about the importance
of standards in moving this health care HIT agenda forward.

Electronic health records: And you will hear from the other mem-
bers of this panel, so I won’t go into detail about that. But let me
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emphasize the fact that electronic health records is a key compo-
nent of this HIT initiative. We have lessons learned from Katrina,
but I want you to not lose sight of the more than a half-million
children in foster care who suffer from a perennial Katrina every
day. These unfortunate individuals, similarly like the individuals
in Katrina, are separated from their family historians who could
fill in the health care history gaps and they, many of them, re-
ceived fragmented, episodic and oftentimes substandard care with-
out the benefit of available and continuous medical record.

Let me delve into pay-for-performance, very briefly, as the third
category. Now, many facets of determining the return on invest-
ment for HIT is centering around the fact that it’s going to improve
the quality of health care for Americans. But I must impress upon
you the fact that these initiatives, while well-intended under the
guise of improving quality, aim many times to position themselves
in such a way to redefine methodologies for physician reimburse-
ment. We must ask ourselves, how will pay-for-performance affect
physicians’ practice patterns as they relate to sicker minority
groups? And given the sicker caseload of minority physicians, how
will pay-for-performance affect the viability of these physicians?

Now, we certainly believe that health disparity speaks for itself,
but we know that the main reason for minority physicians not get-
ting involved with health information technology is the fact of
funding. Indeed, the Medical Records Institute’s survey in 2006, re-
ported that the top two reasons for not engaging in health informa-
tion technology was lack of adequate funding and lack of support
by the medical staff.

Process and outcomes is certainly important, as well.
And because time is up, I’m going to summarize in the last 30

seconds that we have between Brooklyn folks.
And that is, in Georgia, where I chair the Health Information

Technology Transparency Board, we recognize the importance of
addressing a number of the issues that we talked about earlier. We
have instituted a $1 million demonstration pilot project that we
targeted specifically to rural communities and some of the issues
that you raised earlier, in terms of making sure that minority ven-
dors are involved in the engagement in those particular grants, are
things that we look at very consciously.

And, recently, we were awarded a $3.9 million grant from CMS
to look at the development of a transparency Web site. A trans-
parency Web site to bring the quality and cost to the consumer are
two of the cornerstones of Secretary Leavitt’s initiatives to make
sure we move that health care agenda.

So I’m just going to tell you the broad categories. I promise I’m
only going to read the categories of the AMA recommendations to
move this forward: bridge the digital divide; amend the charter of
the American Health Information Community to make sure that
there is adequate representation by the minority community; create
HIT empowerment zones, something that you’ve been discussing al-
ready; implement a Medicare and Medicaid demonstration project
to identify payment methodologies that encourage participation and
make sure the underserved communities are part of the mix; and,
last, to coordinate the Federal data-collection process.
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Mr. Chair, I want to thank you for the opportunity to speak with
you on this particularly important topic and we stand ready, at the
National Medical Association, to assist you in your movement for-
ward. And I commend you on the selection of your committee mem-
bers.

Thank you.
[The prepared statement of Dr. Price follows:]
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Mr. TOWNS. Thank you very much, Dr. Price.
Ms. Evans.

STATEMENT OF LORI EVANS

Ms. EVANS. Good afternoon, Mr. Chairman, Ranking Member
Bilbray, Dr. Christensen. Thank you very much for inviting me
here today.

My name is Lori Evans. I am deputy commissioner at the New
York State Department of Health, responsible for our new Office of
Health Information Technology Transformation. I also had the for-
tune of helping launch the first national health IT office with Dr.
David Braylor, so I am especially excited about the topic of the
hearing today.

And I’m also thrilled to have two co-cooks with me, Doctors
Mostashari and Calman, who you will be hearing from as well.

In New York, we are currently investing approximately $150 mil-
lion in health information technology to support our progress in im-
proving health care quality, affordability and outcomes for all New
Yorkers.

The most important aspects of health IT is not software and com-
puters; it is clinicians being able to make better treatment deci-
sions and coordinating care more effectively. It’s about nurses and
pharmacists delivering safer therapies, and consumers and patients
making better choices from different health care options. It’s the
way people connect together across a fragmented delivery system,
from community health centers to physician offices, hospitals to
skilled nursing facilities, and even to the consumer’s home. It’s the
way information is retrieved and used to realize value from health
information technology.

Reforming our health care system will require many things,
which are under way in New York such as universal coverage, such
as long-term care and hospital restructuring and many other
things and it must also include vastly improved availability in use
of health information. Our success in New York and our success
across the country will be defined by whether or not we use infor-
mation to improve patient care and to reduce health care costs and
to support different ways of paying for health care in different mod-
els of delivering care, especially in our most underserved areas.

In my written testimony, I provided a high level of discussion of
our approach in New York related to the funds that we have the
good fortune of spending. And there are really three foundations
that we are trying to realize in New York, that we are trying to
set in New York. And one is the technical, one the clinical, and one
is organizational.

And the technical foundation is about enabling the technical
interoperability and transformation of today’s largely paper-based
system to an electronic interconnected system and being able to
measure and report on quality in population health information.

The clinical foundation is about clinical adoption to attract the
sufficient demands for health IT from clinicians and the supply of
it from the industry. So we ensure that the health IT tools increase
the likelihood of success and are able to deliver value to those that
are using them and to result in patient care improvements.
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And the organizational foundation is also crucial. It’s about gov-
ernance and public trust and how health care clinicians can use
health information technology to succeed in patient care improve-
ments, and for them to know that there their issues will be re-
solved in a reasonable way.

The successful adoption of health information technology must
emerge from these three intertwined capabilities. For example,
interoperability is as much a function of trust as technology or clin-
ical participation, and it is achieved through policy and governance.

Regional health information organizations become very impor-
tant in this context. RHIOs working with other RHIOs, the Govern-
ment and others, are about creating this collaborative, multi-stake-
holder environment that assures effective interoperability and
quality in population health improvement.

Another critical component of the organizational foundation is an
organization called the New York eHealth Collaborative. That is a
public-private statewide partnership in New York that is helping
to drive a lot of our work there.

Turning to the role of health information technology in improving
health outcomes and decreasing health disparities, I think this
agenda really starts with access to care. But I think this is also
where access to insurance and access to information go hand-in-
glove, because simply having health insurance is no guarantee that
there will be access to the right high-quality care at the right time
by the right clinician.

This requires a health care system that is restructured to create
a patient-centered model that emphasizes primary and preventive
care. In New York, we believe these reforms start with the Medic-
aid program. This requires changing our reimbursement system
from a system that rewards volumes of services to a system that
recognizes quality and improved outcomes and encourages the de-
livery of preventive care. Creating this quality-based or outcomes-
based reimbursement system will require the widespread adoption
of health information technology, and that is the foundation that
we are trying to lay through our grant program.

Integrating prevention and quality measurement enabled by
health information technology offers tremendous potential in ad-
dressing and eliminating health disparities caused by a lack of pre-
vention and access to the most effective health interventions.

Regarding the interplay of Federal and State government—and
I wish our Federal colleagues were still here—I think the interplay
is crucial to advance the socially optimal level and type of health
information technology adoption we need in New York and across
the United States. We don’t have too many cooks. We have too few
cooks. We need a solidification in funding of a coordinated struc-
ture and process comprised of Federal and State leadership, as well
as the health care community. And I think the three panelists from
New York today really symbolize that quite nicely.

Mr. TOWNS. Could you sum up?
Ms. EVANS. Sum up.
In the Congress, you know, we think that the lack of funding has

been significant. And to just have as bit of fun with the analogy
today, I think we have been served a small plate of lima beans. We
need many cooks contributing to a well-defined meal plan with all
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food groups and proper nutritional levels. This, with the proper
funding, will lead to a feast of health information that will feed the
Nation’s health reform efforts.

Thank you.
[The prepared statement of Ms. Evans follows:]
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Mr. TOWNS. That is why we are having this hearing, trying to
get you a balanced diet.

Ms. EVANS. Thank you.
Mr. TOWNS. Dr. Mostashari.

STATEMENT OF FARZAD MOSTASHARI

Dr. MOSTASHARI. Good afternoon, Chairman Towns and Ranking
Member Bilbray. I am Dr. Farzad Mostashari. I am assistant com-
missioner in charge of the Primary Care Information Project at the
New York City Department of Health and Mental Hygiene.

We heard that our current health care system does not deliver
health efficacy, efficiency or equity. Our system is rife with redun-
dant, unnecessary and sometimes harmful interventions, while evi-
dence-based, life-preserving measures are delivered only about half
the time. Health disparities are not addressed, or even exacerbated
by unequal delivery of services.

We, at all levels of government, as purchasers of health care and
as guardians of the health and safety of the public, now have a re-
sponsibility and an opportunity to create a new landscape for
health care.

Extension of electronic health records and establishment of policy
and standards for health information exchange are critical building
blocks, but they are not sufficient. A recent study in the Archives
of Medicine found that patient encounters conducted with elec-
tronic medical records, as currently designed and implemented, had
the same low quality of chronic disease management and preven-
tive care as those conducted with paper records.

This may seem paradoxical but should not come as a surprise.
Consumers, purchasers and payers do not have the information
needed to recognize and incentivize providers who deliver better
prevention. So our reimbursement system rewards providers who
deliver more services, not prevention. It therefore follows that the
health care IT market and physician office workflows are also not
oriented toward prevention in chronic disease management.

In order to break this logjam, we need to simultaneously support
a restructuring of health IT, office workflows and reimbursement
systems. Once established, these new structures will be mutually
reinforcing, and market forces can finally be aligned to deliver im-
proved health and value.

We believe that we have created a local model for this
transforation through the New York City Primary Care Informa-
tion Project. Anchored by a city commitment of $27 million and ap-
proximately 40 staff members, we are implementing electronic
health records for over half of all high-volume Medicaid providers
in the city; establishing standards-based data transmission be-
tween practices in laboratories, pharmacies, health plans and hos-
pitals; integrating prevention into EHR software and practice
workflows and enabling pay-for-prevention. Let me briefly describe
each of these interdependent pieces.

We are assisting more than 1,500 New York City primary care
providers to adopt prevention-oriented EHR systems over the next
2 years. This includes all 29 of the city’s federally qualified health
center networks. This group alone comprises 648 providers and half
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a million patients, 50 percent of whom are on Medicaid and 20 per-
cent of whom are uninsured.

We are also focusing on Medicaid providers among solo and small
practices, which provide most of the primary care in this country
but don’t have the financial, technical and quality-improvement re-
sources of larger practices and the lowest rates of EHR adoption.

Bringing interoperability and health information exchange to
this community of safety-net providers has required a great deal of
effort on our part. As the Institute of Medicine’s recent report de-
scribes, the absence of a strategic plan and the lack of clear deci-
sionmaking processes have hindered national progress on inter-
operability. They also suggest process and a commitment to evalua-
tion and updating of standards based on experience in the field.

In our experience in the field, these Federal efforts have had a
measurable impact in some areas, but well-established and agreed-
upon standards are still not widely implemented. The absence of
policy guidance has resulted in slow standards developments in
some priority areas and the risk of overly hasty standards-setting
in other areas, including quality reporting in biosurveillance.

The impact of the planned transformation of the American health
information community is unknown, but in our opinion, it is un-
likely that an industry-led entity will be able to provide the credi-
ble policy leadership to this process, as has been done in New York
through the work of the State Department of Health and the New
York eHealth Collaborative.

The policy leadership requirement extends to EHR functionality
as well as interoperability. Several features critical for improving
prevention are not consistently or effectively implemented in prod-
ucts meeting Certification Commission for Health Information
Technology’s standards. These include structured data collection for
a minimal set of required clinical items, like smoking status; reg-
istry tools for examining entire patient panels and generating lists
of patients for recall or anticipatory care; automated clinical quality
measurement, including the ability to view and analyze health dis-
parities in every measure; and real-time, bilateral connections to
the public health system for immunization and disease reporting.

Unfortunately, practices are also not structured to effectively de-
liver or monitor preventive care. As part of our community initia-
tive, we are working with safety-net providers to maximize the pro-
ductivity of support staff, the completeness of necessary docu-
mentation, improve patient satisfaction. In some cases, we need to
design new workflows.

We believe that interoperable EHRs with registry functions im-
plemented by practices that focus on quality of care can finally
produce reliable metrics of actual clinical outcomes. And this plat-
form can be the basis for pilot physician recognition and paper-pre-
vention incentive programs.

In conclusion, although I would like to gratefully acknowledge
the support we have received from CDC and ARC for research and
evaluation, New York City’s Primary Care Information Project is
an example of a community-led project with local innovation and
resources.

Healing our health care system using interoperable health infor-
mation technology will require the resources and energy of all of
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us at the Federal, State and local levels. There is a need for a com-
mon policy framework at the national level, but we cannot afford
overly prescriptive or premature policies or standards that would
thwart State and local innovation and stifle local investments.

We, and other communities like ours, could realize a great public
benefit from Federal legislation that provided funding and a com-
prehensive policy framework for EHR extension, health information
exchange, and quality-based recognition incentive programs if such
legislation included an explicit and pervasive emphasis on preven-
tion, a concern for disadvantaged communities, support for commu-
nity-based projects as the action arm for these activities, and a
commitment to fund and support the rigorous evaluation and opti-
mization of these initiatives.

Thank you for the opportunity to testify. I’ll be happy to answer
questions.

[The prepared statement of Dr. Mostashari follows:]
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Mr. TOWNS. Thank you very much.
Dr. Calman.

STATEMENT OF NEIL S. CALMAN
Dr. CALMAN. Chairman Towns, thank you for inviting me to pro-

vide testimony on this very critical issue of health information
technology and health information exchange. I am going to focus
my remarks very specifically on issues related to the care of those
who are traditionally underserved by our current health care sys-
tem: the poor, the uninsured, the homeless, new immigrants, peo-
ple of color, folks whose primary language is other than English,
those who are covered by Medicaid, in many cases, and other vul-
nerable groups.

I am a family physician still practicing in the Bronx and Man-
hattan for the past 31 years. I am also president and cofounder of
the Institute for Family Health. We are a Reach community; we
are a federally qualified health center. We operate 29 practices in
New York City and up in the mid Hudson Valley. We were founded
in 1983 with the specific goal of serving the underserved.

We serve 75,000 patients at our sites; 67 percent are black or
Hispanic; 12 percent are uninsured; 40 percent receive Medicaid;
65 percent are below 200 percent of the Federal policy level; and
18 percent require services in a language other than English.

In 2006, we had a thousand patients served who were homeless
and more than 600 with HIV/AIDS.

The institute is similar to over a thousand other community
health centers in this country. What is different about us is that,
in 2002, we made the investment to become one of the first commu-
nity health center networks to implement a fully integrated elec-
tronic medical record and practice management system throughout
our entire network.

This has allowed us to enhance our services, significantly im-
proving patient care through improved record keeping, tracking
systems, alerts to providers at the point of care, visit summaries,
which we give to our patients after each visit, and a vast library
of health educational material that are available in multiple lan-
guages.

The motivation for this project, interestingly, came out of our
work with REACH and our work with over 40 diverse organiza-
tions including 20 faith-based organizations whom we work with to
try to eliminate racial disparities in diabetes and cardiovascular
disease. We were recently named a National Center of Excellence
in Health Disparities.

I want to give you four very specific examples of how health in-
formation technology works in this safety net.

First of all, alerts to providers, to our providers reminding them
to give pneumonia vaccine to patients over 65 brought the number
of vaccine dosages that we give a month from 23 to 395 a month.

An alert which asks nurses to ask a two question depression
screening questionnaire brought our rate of depression screening
from 4 percent to over 90 percent within 4 months of implementing
this technology.

Talking about recall systems, there was a recent study which
showed that 7 percent of all people taking a blood pressure medi-
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cine called ace inhibitors, if they take it in the first trimester of
pregnancy, will give birth to a baby with severe cardiac or res-
piratory birth defects. Within a day of the study being released, we
identified 225 people in our practice who were taking this medica-
tion, women of child bearing age, and reached out to every single
one of them to warn them that if they were going to become preg-
nant, that they needed to stop the medication.

These kinds of activities were completely unable to be done be-
fore the implementation of health information technology.

We also provide data to the New York City Department of
Health and Mental Hygiene every day on the symptoms and find-
ings in our patients in the city.

This resulted in putting our information into their syndromic
surveillance system of identifying the onset of the flu epidemic in
2004, 13 days before the data from any of their other data sources.

There are dozens of other examples of how health information
technology and information exchange in service to our most vulner-
able and needy populations is a worthwhile investment.

I would like to end with some very specific recommendations for
this as we move forward.

We have to ensure that all legislation and funding that supports
the implementation of electronic health records targets the patients
at highest risk in our society. All of the developments must have
organized ways for community participation in planning and execu-
tion. This is something that, to date, has been sorely lacking.

We need to make sure that providers in the health care safety
net are included as primary targets for funding.

Two, we need to make sure that in health information exchange
networks that community health centers and other safety net pro-
viders are required to be participants in these networks and in
order to participate in them, they need electronic health records. So
you can’t participate in health information exchange if you don’t
have the core fundamentals of electronic health records in your sys-
tem.

Three, we need to fund the integration of electronic health
records into systems like those run by the city department of
health so that we become part of a monitoring system that mon-
itors the care of vulnerable populations, and that can only be done
if we aggregate our information and send it to our local health de-
partments.

Four, we have to mandate that all electronic health record sys-
tems capture data on race, ethnicity, primary language because
otherwise we have no mechanism for determining whether people
being cared for in the big academic medical center in New York
City are being cared for the same irrespective of race or their in-
surance coverage.

Five, we have to encourage electronic health record vendors to
find mechanisms to help flag people who are eligible for clinical
trials. Underrepresented—minorities are vastly underrepresented
in clinical trials, and so the data that comes from those trials turns
out to be of very limited usefulness in treating those populations.

There are only a few more.
Six, we have to require that EHR certification requires that in-

formation that is produced by electronic health records for patient
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consumption, such as health education materials, visit summaries,
portals that allow patients internet access, all have to be made
available in multiple languages and in a fourth grade literacy level.

We have to ensure that all rural areas and all public housing
projects are wired, that all rural areas deploy broadband tech-
nology and that broadband access is provided in all newly funded
public housing, and we need to set a date when all existing public
housing needs to have broadband technology; otherwise we are not
going to have access in those places.

Finally, we have to require input of communities of color in plan-
ning privacy and security requirements. Dr. Price mentioned this
before, but privacy and security mean different things in commu-
nities of color than they mean for the rest of our society.

There have been enough examples of abuses that people do not
trust when information is shared without adequate protections.

We have to provide resources for health information technology
in places where the most vulnerable patients are served in prison,
in our foster care agencies, in homeless health care sites, migrant
health care providers. We have to create a national system for spe-
cifically monitoring the impact of health information technology,
and I believe one of you asked, but every single grant program
should be required to report on the impact of the dollars that are
being spent on disparities in the communities that they serve.

I have provided the subcommittee a complete analysis of these
issues as well as detailed examples of how our institute has
achieved substantial success in some but not all of these areas. And
I make myself available to you as you explore this issue further to
work with the subcommittee or any Members of Congress who seek
to further understand and address the important issues of health
information technology in our most vulnerable communities.

Thank you.
[The prepared statement of Dr. Calman follows:]
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Mr. TOWNS. Let me thank all five of you for your statements. I
really, really feel you were very helpful in terms of sharing.

Let me just move to you, Dr. Price.
Are there any issues that African American doctors may have

adopting this technology, and what can we do to facilitate them if
there are able to be helped? What can we do?

Dr. PRICE. Well, I think some of those points were raised by a
number of the speakers. Cost is the No. 1 issue in terms of imple-
mentation. I think that many of the programs that you heard about
from the Federal agencies have all of the right rhetoric and nice
touchy-feely sounds about getting into communities, but physicians
are facing decreasing reimbursement, increasing liability costs, and
the expense of health information technology is just not a priority
right now, even though they recognize the benefits, such as Doctor
Calman explained.

So I think the best things that can be done are similar to what
CMS just announced, getting the systems in as a basic course of
business for doing good medical care and in the territories as well
to make sure the Virgin Islands and Puerto Rico and Guam are
also covered.

Mr. TOWNS. Let me ask this question. I really should have dealt
with the Federal agencies on this.

This is an area that I am really concerned about.
You know, now we have physicians that are in private practice

and, of course, still single practice and you know, when they expire,
nobody comes into that practice. That is a thing of the past.

What happens with those records of those doctors that have been
practicing for 40, 45 years, have a room full of records that are now
there? What happens? Because in many instances, these are people
that have had, you know, serious kinds of operations and all kinds
of things, these records are going to be there and nobody wants to
be responsible, you know, for them in bringing them. So what do
we do with a case like that?

Dr. PRICE. There are technologically possible ways to integrate
that by scanning and digital archiving those records, but for the
most part, those records sit dormant in damp basements unbe-
knownst to anyone.

I think as we move forward—I think one of the key issues is that
the health care of the future is going to be improved as we get
more people to enter their data into electronic health records and
also as we improve the issue of personalized health records so indi-
viduals can carry their information with them.

Mr. TOWNS. Because in the old days, somebody would come buy
the practice.

Dr. PRICE. Someone would buy the practice but wouldn’t want to
decipher the scribbly notes that are on 3-by–5 index cards.

Mr. TOWNS. I yield to my colleague.
Ms. CHRISTENSEN. Thank you, Mr. Towns.
Thank you all for being here.
Dr. Calman, and maybe you said it in your testimony, if you did,

I missed it. Did you have problems getting your patients in the
health center and the community that you are serving to accept the
electronic medical records?

VerDate 11-MAY-2000 09:46 Jan 09, 2009 Jkt 000000 PO 00000 Frm 00149 Fmt 6633 Sfmt 6633 C:\DOCS\45627.TXT KATIE PsN: KATIE



146

Dr. CALMAN. Actually, they love it. What we did when we set it
up, we based it on the focus groups that we had done with our
REACH colleagues, and what we found out was that trust was one
of the biggest issues that our community faced. So when we set it
up, we used that as sort of a framework for everything from how
we designed the exam rooms to how we designed the electronic
health records. I’ll give you two examples.

We put flat panel monitors in the exam room so the patients can
watch when the doctors are recording the visit on the screen. They
can also look at their health education materials, diagrams of dif-
ferent health education, things that the doctors can bring up when
they are seeing the patient.

We also created what is called an after-visit summary. So far
only available in English, but we are now working on ways to see
if we can translate it into other languages so that literally at the
end of a visit in our center, we hand a patient a copy of everything
that was written about them that day, including new lab reports,
new X-ray reports and even though people can’t necessarily read
this, there is something incredibly symbolic when you say to the
patient, there is nothing that I have about you, there is nothing
that I know about you that I don’t feel comfortable sharing with
you.

This was more of a transformation for our providers than it was
for the patients. The patients were anxious to get their informa-
tion. The providers were initially reluctant to give it to them. But
now have basically complied.

Ms. CHRISTENSEN. Thank you. So the concerns we have that peo-
ple are going to be afraid for their privacy and everybody knowing
their medical history, you were able to overcome this?

Dr. CALMAN. We have taken a slightly different approach in that
we believe that before we can share information about patients in
a network, whether it is a national network or a State-wide net-
work, patients have to have access to that information themselves.
They need to know what is in their record before we go putting it
out on the airwaves, and I think that is critically important. So
that it will be years before we are all connected, but we have al-
ready, for the last 5 years, started to transform that process. And
hopefully by this fall—one of the grants we got from HRSA was a
grant to implement a patient portal into our electronic health
records.

So patients will be able to, either through the Internet or
through kiosks in our waiting room, look at their own records with
the help of an assistant who will teach them about that, and we
are looking at that as a way of both bridging their health literacy
issues but also their technology literacy issues as kind of a double
win.

Dr. PRICE. I know you are familiar with the discrimination that
disproportionately affected African American and Latinos when
health information was inadvertently shared, particularly in the
light of sickle cell disease and early on in the game with HIV.

I think we are going to need in the medical community to turn
back to the legislature to put some real teeth behind the inappro-
priate gathering of health information by hacking into health sys-
tems and sharing or using that information to discriminate. We
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don’t need that kind of a negative throwback on some of the inno-
vative projects that are going on, like Dr. Calman described, but
without those teeth, those things will happen. And they must be
dealt with appropriately for our community to have real trust and
not be concerned about Tuskegee coming back again.

Ms. CHRISTENSEN. While you’re at your mic, Dr. Price, do you
have any ideas, just in MNA membership, how many MNA physi-
cians are using electronic medical records now?

The USA Today says under 35, 44 percent; 65 and older, 18; 55–
64, 18 and the rest somewhere in between that. Do you know—do
we have any idea?

Dr. PRICE. It is 35 percent of those who are in hospital based sys-
tems. It is probably closer to 10 percent for individual practitioners
and the ones that are using practices.

We are in the process of finalizing a survey that we are going
to do electronically and by fax of our entire membership to be able
to give you those numbers, so hopefully within the next couple of
months.

Ms. CHRISTENSEN. Do you think that it is possible to do pay-for-
performance across the board without having electronic, you know,
electronic medical records in a fully network system?

Dr. PRICE. Absolutely not. Not effectively, and it is pay-for-per-
forming for many of our physicians. We are concerned about the
methodology that is used. As many of you are well aware, if the
right data is not being used to set up the metrics for pay-for-per-
formance, with a sicker population we suffer in any of those
schemas, in particularly if they use as a method of reimbursement.

Ms. CHRISTENSEN. Ms. Evans and Dr. Mostashari, I am sorry
that I had to step out and take a call during part of each of your
testimony. You may have talked about this before. But what spe-
cific outreach was made to ensure that providers in poor—your
poor communities in New York City were able to participate?

Dr. MOSTASHARI. I am very happy to answer that.
Our target population are Medicaid providers in New York City.

We also—so our first group of outreach was community health cen-
ters, and that was a group of community health centers, a consor-
tium that we brought together of every single community health
center network in New York City. So that was the first kind of the
backbone of our safety net system that we worked with.

Then we started looking at the small providers, and we actually
have a program in Harlem, South Bronx and Central Brooklyn,
and we went to every single practice in Harlem, South Bronx and
central Brooklyn, every single one. We visited them, we talked to
them, we developed this brochure that talks about readiness for
adopting electronic health record system, protecting patient data,
the small practice economics, health information exchange; what
does it mean to the practice?

So we actually get more time with the providers than the phar-
maceutical companies do.

And we are also, you know, continuing to put the word out there
to hospital affiliated providers, to the ethnic IPAs and others to say
this is exactly the—if you care for medically underserved popu-
lations, we want to sponsor you to get in the electronic health
record.
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And I think an important point I want to add here, I am not sure
if I made that point clearly in my testimony was, you can’t support
people getting electronic health records by just giving them cash.
To effectively create a cocoon of services around EHR adoption and
quality improvement, we need boots on the ground. Mailing a check
from Washington isn’t going to do it, and that is what we have
built. That is what we found; we need to have in our community
and every community that the Federal Government wants to see
the entire EHR adoption really happen and really have gains for
prevention and gains for population health, we need that local
presence, that community network.

Ms. CHRISTENSEN. Thank you.
Mr. TOWNS. Let me ask you, one question to you, Ms.

Marchibroda.
I’m sure you know that people of color can be less trustful of the

Federal Government and of the Federal agencies and, of course,
technology, too. Since you are one of the primary health IT collabo-
rators, how do you intend to address these concerns?

Ms. MARCHIBRODA. Chairman, getting to agreement on policies
for information-sharing is probably one of the most important
things that folks at the State and local levels engage in. What we
tell them and what they’re doing—and those who are successful are
having those hard conversations about building trust and what
policies will work for us, whether we’re in New Hampshire or in
Oklahoma City or in Los Angeles, around what rules or policies
will we put in place to protect privacy and confidentiality. What
are we comfortable with among us? How do patients and consum-
ers feel about this?

There are a number of tools out there that are actually helping
State and regional leaders, including one delivered by Connecting
for Health with the Markle Foundation and with support by the
Robert Wood Johnson Foundation that is providing a toolkit, if you
will, for having those tough conversations.

But you can’t shortcut it. You can’t get to the technical aspects
of this, until you begin to have those tough conversations about
what policies will be put in place to build trust.

Mr. TOWNS. Let me thank all of you for your testimony, and, of
course, we really appreciate your sharing with us. And we are con-
vinced we have a long way to go, no ifs, ands or buts about it.

Dr. Calman, I am really impressed with what you’re doing, and
I know it has not been easy because of the fact that, at times, the
support system has not really been in place or has been coopera-
tive. But we really realize, in order to really deal with the health
care disparities that this is one thing that we need to try and fix
and try and fix it as soon as possible.

So you can be assured that we will be working on this side to
try and get the resources out and to try and highlight how impor-
tant it is to move forward in this direction. And we’ll be recognizing
that there will be problems as we move forward, but in working to-
gether, I am sure we’ll be able to solve them.

Thank you again for your testimony.
The subcommittee stands adjourned.
[Whereupon, at 5:15 p.m., the subcommittee was adjourned.]
[Additional information submitted for the hearing record follows:]
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