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(1)

SUBCOMMITTEE HEARING ON THE VALUE 
OF HEALTH IT TO SOLO AND SMALL 

MEDICAL PRACTICES 

WEDNESDAY, MARCH 28, 2007

U.S. HOUSE OF REPRESENTATIVES, 
COMMITTEE ON SMALL BUSINESS, 

SUBCOMMITTEE ON REGULATIONS, HEALTH CARE & TRADE 
Washington, DC. 

The subcommittee met, pursuant to call, at 10:00 a.m., in Room 
2360 Rayburn House Office Building, Hon. Charles González 
[Chairman of the Subcommittee] presiding. 

Present: Representatives González, Jefferson, Altmire, Sestak, 
Westmoreland, and Buchanan. 

Also Present: Representative Gingrey. 

OPENING STATEMENT OF CHAIRMAN GONZÁLEZ 

ChairmanGONZÁLEZ. It is five after, and by D.C. standards we 
are starting early. So it is my—and I am hoping that other mem-
bers will be joining us, and we may even have a Member of Con-
gress who has a great interest in HIT who is not a member of this 
particular Committee, but we are going to welcome him if, as, and 
when he gets here. 

I call this Subcommittee to order now, and, of course, this is the 
Subcommittee on Regulation, Health Care, and Trade, of the House 
Committee on Small Business. And the hearing today is entitled 
‘‘Value of Health Information Technology to Solo and Small Med-
ical Practices.’’

I will be following the rules established by the chair of the full 
Committee, Chairwoman Nydia Velázquez, meaning that the 
chair—myself—and the ranking member, Congressman Westmore-
land, will be making opening statements. However, all other mem-
bers of the Subcommittee are welcome to submit written state-
ments that will be made part of the record at a later date. And I 
appreciate your participation today. 

Today’s hearing will offer an opportunity to examine ways we 
can expand and improve the implementation of health information 
technology. Health information technology has the potential to ad-
vance health care quality, but right now many small health care 
providers simply cannot afford to offer it. 

It is well known that HIT benefits are vast and wide-reaching. 
Practices which we are fortunate enough to have access to this 
technology know that it reduces health care costs, improves admin-
istrative efficiency, and reduces paperwork. This leads to improved 

VerDate 0ct 09 2002 17:55 Dec 19, 2007 Jkt 033615 PO 00000 Frm 00005 Fmt 6633 Sfmt 6633 G:\CLERK SB\HEARINGS\TRANSCRIPTS\33807.TXT LEANN



2

safety and quality and ultimately increased access to affordable 
health care. 

However, right now there are inadequate incentives for health 
care providers to adopt many of these technologies. The costs are 
too high in light of the benefits. As a result, a significant gap exists 
in health IT adoption between large and small practices. 

A study conducted by the Commonwealth Fund revealed that 57 
percent of physicians in practices with more than 50 physicians 
used health information technology, compared with only 13 percent 
of solo practitioners. More importantly, 80 percent of all outpatient 
visits take place in medical practices with 10 or fewer doctors, and 
solo practitioners comprise about two-thirds of all medical practices 
which provide these services. 

Without changes in the way we promote health IT, small physi-
cian practices will be left behind the technological curve, and, as 
a result, patients will fail to benefit from the quality of care elec-
tronic health records provide. 

Congress needs to do more to help these smaller practices, where 
the majority of patient care is actually received. This is why I am 
introducing legislation that will provide financial incentives and 
other resources to increase the pace of health information tech-
nology adoption by smaller practices. These resources will include 
tax incentives, grants, and subsidized loans, all of which are instru-
mental to address this particular problem. 

I am pleased that the Small Business Committee also recently 
passed the Small Business Lending Improvements Act of 2007, 
which will allow small medical providers in underserved areas to 
access small business administration loans for health IT. One of 
the most effective ways to do so is to provide financial incentives 
for such practices to adopt and implement health information tech-
nology. This will ensure that smaller practices are encouraged to 
purchase and implement health information technology while si-
multaneously protecting them from the financial burden of govern-
ment regulations and mandates. 

It has been estimated that purchasing and installing an elec-
tronic health records system can cost more than $32,000 per physi-
cian, and maintenance can exceed $1,200 per month. My legislation 
would help defray some of these high upfront costs. Modern tech-
nologies benefits are felt across our country in our daily lives. We 
have seen and felt its benefits in education and the sciences. Now 
it is time for our health care system to catch up. 

This hearing will focus on the importance of health information 
technology to small practices, examine the barriers to its imple-
mentation, and identify the steps Congress should take to encour-
age greater adoption by small practices. Small health care pro-
viders are struggling and desperately need our help. 

Some of the witnesses before us today are pioneers in that they 
have taken the step and started implementing these technologies. 
But unless we increase the pace of adoption by smaller practices, 
there is little possibility that America’s health care system will be 
transformed. 

I would like to thank each of our witnesses for taking time out 
of their busy schedules to discuss this important issue, and, of 
course, to share their own personal experiences regarding this very 
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important issue that is coming before Congress and hopefully will 
be acted upon in the 110th Congress, which we failed to do last 
Congress. 

At this time, it is my pleasure to recognize my colleague and 
ranking member, Congressman Lynn Westmoreland, for his open-
ing remarks. 

OPENING STATEMENT OF MR. WESTMORELAND 

Mr.WESTMORELAND. Thank you, Mr. Chairman, and thank you 
for holding this hearing today, and it is a pleasure to work with 
you on this Committee. I would also like to thank all of the wit-
nesses that are here today. I know you are solo practitioners 
maybe, and it is costing you money to be here, so thank you for 
your participation. 

Mr. Chairman, I am glad this Subcommittee’s first hearing topic 
is one of such great importance. I look forward to working with you 
on strengthening America’s small businesses during our time to-
gether on this Committee. Today we live in the age of information. 
We have all become increasingly dependent on having things at our 
fingertips at a moment’s notice. 

It is now difficult to remember a time without Internet search 
engines, e-mail devices fastened to our hips, or GPS navigation sys-
tems in our cars. However, this wave of technology has not yet 
been fully implemented in one of the world’s most important indus-
tries, and that is the health care industry. 

While the science of medicine makes dramatic advancements al-
most daily, the method of managing patients’ medical records has 
lagged far behind. And this is why I am so glad to be here today 
to discuss this issue. I think everyone involved recognizes the tre-
mendous value health information technology provides. Collecting 
patients’ information in a more efficient, productive manner helps 
prevent medical error and reduces paperwork. 

Minimizing these two factors improves the overall health care 
system while also lowering cost. I applaud President Bush for his 
recognition of these benefits and for his call for the widespread 
adoption of the electronic medical records, the EMRs, within the 
next 10 years. 

Unfortunately, while these values are understood by all, the fi-
nancial costs of implementing health IT are felt by most, and for 
some it can be the barrier against establishing IT in their own 
practices. This is especially the case for smaller health care prac-
tices like the ones throughout my district in Georgia. And even 
after addressing the financial burden, in most cases a small prac-
tice must still confront the complex state and federal laws that en-
tangle all businesses. 

There are many proposals focused on addressing these problems, 
most of which use a mixture of financial incentives and policy 
changes. Although there is no quick fix for a national implementa-
tion of health IT, there is a considerable desire for it. And I am 
glad that the Chairman has introduced a bill, and also Congress-
man Gingrey has one, both that address this issue. 

For that reason, I believe that it is important that we take as 
many ideas into consideration as possible in order to make the best 
decision for our health care providers and our health care system. 
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This Congress faces a great challenge as it tries to lower the over-
all cost of health care, and I am hopeful that the work of this Sub-
committee will do its part in answering this challenge. 

I welcome this distinguished panel, and thank you all for your 
willingness to testify in front of us today. And, Mr. Chairman, I 
would like to request that all members have five days to revise 
and—legislative days to revise and extend their remarks. 

ChairmanGONZÁLEZ. Without objection. 
Mr.WESTMORELAND. Thank you. 
ChairmanGONZÁLEZ. I had indicated earlier that the remaining 

members of the Committee will be able to—or the Subcommittee 
will be able to submit their written statements for the record. 

To the witnesses, let me explain the little mechanism there on 
the lights. Obviously, green means go. When it is yellow, that 
means you have one minute left. When it is red, time has expired. 
As you have already been instructed, you have submitted written 
statements that obviously would exceed five minutes, but we are 
asking you to please summarize your written testimony in those 
particular five minutes, and then we will proceed with questions. 

At this time, though, I believe there may be an occasion for Con-
gressman Phil Gingrey from the great State of Georgia to be join-
ing us at a later time, and I would be asking at this time for unani-
mous consent to allow a non-member of the Subcommittee and the 
larger full Committee to sit here at the dais and participate with 
members of the Committee. 

So without any objection, it is so ruled. And when he gets here, 
if you will just direct him to have a seat up here. Thank you very 
much. 

It is my pleasure to be introducing the witnesses at this time. I 
will be deferring the introduction of two of the witnesses to my col-
leagues, but I will start off with Dr. Lynne M. Kirk is President 
of the American College of Physicians, the nation’s largest medical 
specialty society. The American College of Physicians represents 
more than 120,000 physicians in general and internal medicine and 
related subspecialties. 

Dr. Kirk is also the Associate Dean of Graduate Medical Edu-
cation and Associate Chief of the Division of General and Internal 
Medicine at the University of Texas Southwestern Medical Center. 
Welcome, Dr. Kirk. 

Dr. Mark Leavitt is Chair of the Certification Commission for 
Health Care Information Technology, and we will learn more about 
that particular commission during the testimony. The mission is to 
accelerate the adoption of a robust inter-operable health informa-
tion technology. The organization now actively certifies electronic 
health record systems and recently received official recognition 
from HHS as a certification authority. 

Dr. Leavitt is a Clinical Assistant Professor at the Oregon Health 
and Science University and is a fellow of the Health Care Informa-
tion and Management System Society. 

Dr. Margaret Kelley—and welcome Dr. Kelley because she is a 
constituent—is a partner in Southeast OB-GYN Associates, located 
in San Antonio, Texas, and serves as the Chief of Surgery and 
Chief of Staff for Southeast Baptist Hospital. Dr. Kelley will be tes-
tifying on behalf of the American College of Obstetricians and Gyn-
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ecologists, which has over 49,000 members and is the nation’s lead-
ing group of professionals providing health care for women. 

At this time, I am going to recognize Congressman Jason Altmire 
for the introduction of Dr. David Shober. 

Mr.ALTMIRE. Thank you, Mr. Chairman. 
Dr. Shober is from my district. He is a partner in Lawrence 

County Family Medicine Practice, located in New Castle, Pennsyl-
vania. He and his partner own and manage their business. They 
installed an electronic health record in 2004. Their practice con-
sists of two physicians, one physician assistant, and a nurse practi-
tioner. They have two offices that operate simultaneously, a small 
one in a township and the other one in a rural setting. 

They provide in-patient medical care at one hospital and four 
nursing homes. In addition, Dr. Shober serves as President of the 
medical staff at Jameson Memorial Hospital. Previously, he served 
as Vice President and Chairman of the Department of Medicine. 
This is a 200-bed community hospital serving a population of 
90,000 people. 

Dr. Shober is testifying on behalf of the Health Information and 
Management System Society, HIMSS. That is a membership orga-
nization focused on health care information technology rep-
resenting more than 20,000 individual members and 300 corporate 
members. 

ChairmanGONZÁLEZ. Thank you very much. And I would like to 
point out, in looking over the bios of members—and we don’t do 
that until actually we have hearings and such—it is my under-
standing that Congressman Altmire has a master’s in health ad-
ministration. Is that correct? 

Mr.ALTMIRE. That is right. 
ChairmanGONZÁLEZ. So we are looking for a little bit of leader-

ship here. 
[Laughter.] 
At this time, I would like to recognize the ranking member, Con-

gressman Westmoreland, for the introduction of our next witness. 
Mr.WESTMORELAND. Thank you, Mr. Chairman. It is my pleasure 

to introduce my constituent, Kevin Napier, M.D., who is an Inter-
nist with Internal Medicine of Griffin, in Griffin, Georgia. Dr. Na-
pier has honorably served his community and his nation since 
graduating from the Medical College of Georgia. He spent five 
years practicing at numerous U.S. Navy medical clinics before en-
tering civilian medicine. 

Dr. Napier has been a general partner with Internal Medicine of 
Griffin since 2001, where they made the transition to health IT in 
2005. Former Chief of Staff of the Spalding Regional Medical Cen-
ter, currently Dr. Napier serves on the Board of Directors of the 
Spalding Regional Medical Center. 

I want to thank Dr. Napier for being here to share his perspec-
tive as a small medical practitioner, and I look forward to hearing 
the testimony he has. 

ChairmanGONZÁLEZ. Thank you very much, and we will proceed 
with the testimony and the first witness, Dr. Kirk. 
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STATEMENT OF LYNNE M. KIRK, M.D., FACP, PRESIDENT, 
AMERICAN COLLEGE OF PHYSICIANS 

Dr.KIRK. Thank you, Chairman González and Ranking Member 
Westmoreland. As a general internist at the University of Texas 
Southwestern Medical Center in Dallas for the past 26 years, I 
have had the privilege of providing health care to thousands of 
Texans while training the next generation of American physicians. 

The American College of Physicians is the largest specialty soci-
ety in the U.S., representing 120,000 internal medicine physicians 
and medical students. More Medicare patients count on internists 
for their medical care than any other physician specialty. Of our 
members involved in patient care after training, approximately 20 
percent are in solo practice, and 50 percent are in practices of five 
or fewer physicians. This is the group of physicians that is least 
likely to have the necessary capital on hand to invest in technology. 

We greatly appreciate your attention to the barriers small health 
care practices face in adopting HIT. ACP strongly believes the goal 
of widespread adoption and use of HIT to improve quality of care 
will only be successful if we first recognize the complex issues of 
financing, redesign of practice workflow, and the need for ongoing 
technical support and training. 

We believe it is absolutely essential for Congress to begin to offer 
targeted financial assistance programs to fund HIT in small med-
ical practices. These practices need financial assistance for the ini-
tial startup costs of acquiring the technology, but also recognition 
of the ongoing costs as well. 

Numerous studies and policy experts have confirmed that full 
adoption and utilization of HIT can revolutionize health care deliv-
ery by improving quality and reducing health care costs. Despite 
these positive claims about HIT, few physician practices are able 
to afford the substantial initial capital or afford the costs associ-
ated with training for and maintaining the technology. This obsta-
cle is especially acute for physicians practicing in small office set-
tings where three-fourths of all Medicare recipients receive their 
outpatient care. 

Acquisition costs can average as much as $44,000 per physician. 
The average annual ongoing costs can be about $8,500 per physi-
cian. The business case does not exist to make this kind of capital 
investment. Another related barrier is that savings from HIT will 
largely go unrecognized for the physicians making these invest-
ments. Public and private payers, not the physicians, will realize 
the savings from physician investment in acquiring the necessary 
HIT. 

Therefore, ACP strongly believes that physicians’ contributions 
must be recognized through implementation of reimbursement poli-
cies that allow sharing of the system-wide savings of HIT. First, 
the college recommends Congress build into the Medicare physician 
payment system an add-on code for office visits and other services 
provided with support of HIT. The amount of the add-on should re-
late to the complexity of the HIT adopted by the practice. 

Secondly, Congress should allocate the necessary funding for 
small practices to make the initial HIT investment. We believe that 
grants, loans, tax credits, or a combination of the three, coupled 
with the Medicare add-on, are sufficient to put the necessary HIT 
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systems into the hands of small practices. That is why we are par-
ticularly supportive of the bipartisan bill H.R. 747, the National 
Health Information Incentive Act, sponsored by Subcommittee 
Chairman Charles González, because it specifically targeted those 
small practices—the practices that are in need of the most financial 
assistance. 

We also believe that the offering of SBA loans, which is what this 
Committee has jurisdiction over, is an appropriate mechanism to 
accomplish this goal. HIT alone will not lead toward full recogni-
tion of the potential benefits that include improved quality and bet-
ter outcomes. 

We believe that the use of HIT should be directly linked to the 
concept of organizing care around primary and principal care in a 
model called the patient-centered medical home. This model is 
based on the premise that the best quality of care is provided not 
in episodic illness-oriented care, but through patient-centered care 
that emphasizes prevention and coordination. 

In summary, the college strongly believes Congress should pro-
vide the necessary funding to offset the initial costs in obtaining 
HIT and should recognize the ongoing costs in utilizing this tech-
nology. It is the combination of one-time and ongoing financial in-
centives put forward by Chairman González that we believe will 
substantially speak HIT adoption and the use of technology to fos-
ter improvements in quality of care. 

Only when Congress begins to recognize the contributions of phy-
sicians will we begin to achieve savings through the adoption of 
HIT. Therefore, we believe funding initiatives should allow for indi-
vidual physicians to share in the system-wide savings attributable 
to HIT. 

The college commends Chairman González and the members of 
the Subcommittee for holding this important hearing. We are 
pleased that the Committee is examining the barriers small prac-
tices face adopting HIT. The benefits of full-scale adoption of inter-
operable HIT will be significant, leading to a higher standard of 
quality in the U.S. health care system. 

Unfortunately, without adequate financial incentives, small prac-
tices and their patients will be left behind this technological curve. 

Thank you. 
[The prepared statement of Dr. Kirk may be found in the Appen-

dix on page 37.] 
ChairmanGONZÁLEZ. Thank you very much, Dr. Kirk. 
Dr. Leavitt? 

STATEMENT OF MARK LEAVITT, M.D., Ph.D., CHAIRMAN, CER-
TIFICATION COMMISSION FOR HEALTH INFORMATION 
TECHNOLOGY 

Dr.LEAVITT. Thank you. Chairman González, Ranking Member 
Westmoreland, and distinguished members of the Subcommittee, 
thank you for inviting me today. My name is Mark Leavitt, and I 
am Chair of CCHIT, an independent non-profit organization with 
the mission of accelerating the adoption of health IT. 

The topic of health IT in small practices is near and dear to me. 
I started solo practice 25 years ago, and I realized that paper-based 
record-keeping would be not only inefficient for me but dangerous 
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for my patients. So I created one of the first electronic medical 
records for myself 25 years ago. 

A quarter of a century later my colleagues—fewer than 1 in 10—
have the benefit of this technology today. I assume that is why I 
am here, and that is why we are talking about it. 

I think that others will speak to the issue of the benefits of 
health IT as well as the costs, but there are really two major bar-
riers that I think we need to focus on. One is clearly cost, and the 
other is risk. And we are going to hear about the cost of health IT, 
the figure of $15- to $50,000 per physician is a good one, or $32,000 
per physician. 

And, by the way, it is highest per physician the smaller the prac-
tice, because they cannot amortize the fixed costs. The ROI, the re-
turn on investment, is slow or absent. There is no additional reim-
bursement when a provider adopts electronic health record tech-
nology. 

Now, besides the costs, physicians face significant risks when 
they move to electronic records. Many have made mistakes select-
ing and implementing these systems. Sometimes it can even 
threaten the financial viability of their practices, and also we are 
all familiar with the risks to patient privacy when computer sys-
tems are not adequately secured. 

Finally, the question: how can the government help accelerate 
the adoption of health IT in these small practices? Well, starting 
with the President’s appointment of a national coordinator for 
health IT in 2004, and followed by the establishment of strategic 
advisory panels by the Secretary of HHS, a number of federal ini-
tiatives have already been launched. 

Now, the organization which I chair represents one of those ini-
tiatives. CCHIT was awarded a three-year contract with the first 
year devoted to accelerating the adoption of health IT in physician 
office practices. We think that certifying these electronic health 
record products can help practices in four ways. 

First, reducing the risk when they select and purchase an elec-
tronic health record. Second, making sure that these systems will 
be interoperable. In plain English, it means they will plug in and 
connect and exchange information—receiving data from a lab, 
sending a prescription electronically, or forwarding a record when 
they refer a patient. 

Third, we hope that certification can enhance the availability of 
financial incentives or regulatory relief. And finally, and very crit-
ical, by making sure that when we move from a paper to a digital 
health care information world, privacy is enhanced rather than re-
duced. And I believe that is possible. 

Our efforts are showing signs of success. In just nine months, we 
have certified 57 products targeted to ambulatory care to physician 
practices, so they have a wide selection of products to choose from. 
By the way, over 70 percent of these products come from companies 
that are themselves small businesses, and the majority of them 
serve small practices—one, two, three, up to five doctors. 

Also, we are seeing payers now keying some financial incentives. 
In Hawaii, Blue Cross Blue Shield of Hawaii is offering $50 million 
in incentives for physicians who buy certified electronic health 
records. We are also seeing health information networks relying on 
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certification. In New York, a Medicaid project to share prescription 
history with doctors is relying on certification to ensure that the 
systems are sufficiently secure. 

For this success to continue, it is critically important that ade-
quate funding be continued for the Office of the National Coordi-
nator and for these key enabling projects. Your legislation should 
build on this momentum. I believe the most effective policy stim-
ulus involves physician payment incentives, first for IT adoption 
and later for using the IT to measure and improve quality. 

The Medicare Physician Voluntary Reporting Program, PVRP, of-
fers a 1.5 percent bonus for reporting certain quality measures. It 
is a step in the right direction, but it is too small in magnitude by 
a factor of five to ten to have a financial impact on these practices 
considering electronic records. 

Summing up, health IT promises all of us enormous quality and 
cost-saving benefits, but small offices are struggling to adopt it. 
The strategic federal initiative launched in 2004, including certifi-
cation of health IT products, is showing positive results. I encour-
age you to offer legislation that builds on this momentum, and help 
us achieve electronic medical records by 2014. 

Thank you for inviting me today, and I look forward to your 
questions. 

[The prepared statement of Dr. Leavitt follows:] 
[The prepared statement of Dr. Leavitt may be found in the Ap-

pendix on page 46.] 
ChairmanGONZÁLEZ. Thank you, Dr. Leavitt. 
Dr. Kelley? 

STATEMENT OF MARGARET KELLEY, M.D., SOUTHEAST OB-
GYN ASSOCIATES, ON BEHALF OF THE AMERICAN COLLEGE 
OF OBSTETRICIANS AND GYNECOLOGISTS 

Dr.KELLEY. Chairman González, Ranking Member Westmore-
land, and all of the members of the Subcommittee, thank you for 
inviting me to share my experiences in adopting information tech-
nology in my OB-GYN practice. I am speaking today from my expe-
riences as well as on behalf of the American College of Obstetri-
cians and Gynecologists. 

My father, Dr. Harmon Kelley, and I operate a two-physician 
practice, Southeast OG-GYN Associates, in San Antonio, Texas. We 
have about 14,000 patient visits a year and deliver about 300 ba-
bies annually. In 2004, we made the decision to convert our anti-
quated records system to an electronic medical record or an EMR. 
We wanted a more efficient and productive office. 

Also, given the litigious environment in obstetrics and gyne-
cology, my father and I wanted to make sure we were able to docu-
ment everything that we do in our practice. An EMR would allow 
us to keep a much more comprehensive and legible record than our 
paper-based system did. 

The initial cost of upgrading to an EMR was approximately 
$100,000, $50,000 per physician. My father and I had to carefully 
weigh the pros and cons of purchasing such an expensive system, 
and ultimately decided that it was an investment that we had to 
make, so that we could better meet the needs of our patients. 
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Our staff of 10 took two full weeks away from patient care to 
train on the new system with trainers provided by the EMR ven-
dor, but the formal training was just the beginning. Virtually every 
aspect of our practice had to be modified. Where we used to simply 
just jot down a note on a patient chart, we now had to learn to 
navigate the new system and type our notes into an electronic 
form. 

Because of our learning curve, each patient visit took longer, re-
ducing the number of patients we could see in a given day. This 
caused patients to wait longer to schedule appointments, and be-
cause we were seeing fewer patients, our practice revenue dropped 
as well. Ours was a frustrating transition for staff, physicians, and 
patients alike. 

In fact, it took our practice approximately two years to be able 
to accommodate as many patients as we did before we invested in 
our EMR. The investment of $100,000 up front, and a diminished 
number of patients that we could see, made the initial months of 
implementation very lean indeed. 

Three years later our staff and our patients are finally able to 
appreciate the full potential of health information technology in our 
practice. Our old way of doing things seems completely archaic in 
retrospect, and I could never go back. 

One of the biggest benefits is 24-hour access to all patients’ 
charts. If I am at the hospital in the middle of the night laboring 
a patient, and I need her prenatal record, I can view it and print 
it through any computer that has Internet access. I can view the 
patient’s record, including her plan of treatment, medications, 
when I am at home on call. And I also can catch up on reviewing 
lab results and telephone calls without coming into the office on 
the weekend. 

There are also obvious patient benefits. Our EMR allows us to 
view a patient record’s drug allergies, check for drug interactions, 
and so medications are prescribed more safely. It links to the 
ACOG guidelines to facilitate the practice of evidence-based medi-
cine. We also add the patient’s picture to our medical record. It 
helps us remember the patients, but it also reduces medical errors. 

We received a positive response from our patients. They like see-
ing doctors using modern technology, and it gives them peace of 
mind because they know our commitment to their health and safe-
ty is behind the change. The most obvious barrier in the adoption 
of information technology in small practice is the initial cost, usu-
ally about $50,000 per physician. This investment is somewhat of 
a gamble. 

The technology changes rapidly, and systems often do not com-
municate with each other well. Many physicians are fearful that 
this year’s investment will be outdated or obsolete in a few short 
years. 

Some people mistakenly believe physicians will easily recoup 
their investment, because the technology will make them more effi-
cient and able to see more patients. The irony is that health infor-
mation technology makes many offices significantly less efficient 
for months, or even years after upgrading to an EMR. And even 
when the practice adjusts to the new system, it doesn’t necessarily 
translate into more patients or more revenues. 
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We want to use the technology to make our office visit minutes 
more meaningful, not to strip additional minutes off of an office 
visit that is already too short. Medicare and private sector health 
insurers are complicit in keeping us in a paper-based system. Pri-
vate insurances and Medicare constantly expect us to deliver more 
care for less money. 

For one of my insurers, global fee for prenatal care is only 
$1,200, which includes the delivery, the care, and 60 days’ 
postpartum care. Medicare is slated to cut physician payment by 
10 percent in 2008, and 40 percent over the next eight years. As 
the rates continue to be cut from all angles, it can be difficult for 
many practices to justify an investment in health information tech-
nology. 

I am a firm believer in the enormous potential of health informa-
tion technology, but leadership from the Federal Government 
spearheaded by this Subcommittee is necessary to make it possible 
for small and rural physicians. 

Thank you for holding this important hearing and striving to 
help small practices provide the best care to their patients. 

[The prepared statement of Dr. Kelley may be found in the Ap-
pendix on page 53.] 

ChairmanGONZÁLEZ. Thank you very much, Dr. Kelley. 
Dr. Shober? 

STATEMENT OF DAVID R. SHOBER, D.O., PRESIDENT, MEDICAL 
STAFF, JAMESON HOSPITAL, LAWRENCE COUNTY FAMILY 
MEDICINE, PC, ON BEHALF OF THE HEALTH INFORMATION 
MANAGEMENT SYSTEM SOCIETY 

Dr.SHOBER. Chairman González, Congressmen, Congresswomen, 
it is a pleasure to have this opportunity to meet with you today. 

We were motivated to purchase an electronic health record for a 
number of reasons—we wanted the instantaneous connectivity be-
tween both offices, we wanted access to our files from outside loca-
tions, insurance and medical legal requirements driving a need for 
more thorough documentation, need a more efficient record-keeping 
system. We wanted to be able to reduce documentation errors, 
standardize our record to a level not possible with a handwritten 
chart. We wanted to be able to electronically audit our perform-
ance. 

Unfortunately, as you will see, the road to using the electronic 
health record system is a difficult one. We purchased our system 
three years ago. The cost was considerable. Our initial investment 
was $200,000. Our annual costs are $50- to $60,000. While we have 
been able to recoup some savings, the record is still an expenditure 
for us. 

We realized a number of benefits and challenges with our imple-
mentation of the electronic record. The initial challenge was decid-
ing which system to purchase. Our next challenge was to develop 
an electronic connection between our two offices. With no Internet 
access to our rural office, we installed a dedicated T1 line, which 
is a high-volume telephone data line, at an additional cost of over 
$200 a month. 

The implementation of our records system required considerable 
staff and physician education and training. It has created a finan-
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cial challenge for a small business. We were required to commit a 
considerable amount of time, both inside and outside of the office, 
and this was quite difficult in a busy practice. 

While we have eliminated the cost of creating a paper record, we 
still have the cost of scanning and shredding all of the unnecessary 
paper that continues to arrive at our office. We also found our-
selves dependent upon a reliable electrical system. We needed to 
install generators at the offices in order to keep our system run-
ning with outages. 

The system has allowed us to create a more complete note. The 
development of templates for standard portions of exams creates 
further efficiency. I am, however, concerned that the use of tem-
plates has been scrutinized by the insurance chart reviewers and 
attacked in the courtroom or deposition. I believe that for us to 
move forward templates must be accepted as an adequate method 
of record-keeping. 

Another challenge is that we have not been able to integrate 
some of the standard federal forms into the EHR, examples being 
the FMLA, DOTCDL. Normally, companies create or purchase 
their own versions of these forms, and hand signatures are re-
quired. For the electronic record process to move forward, legisla-
tion will need to standardize the forms and permit electronic signa-
ture. 

Medical record copying now being easier for us to accomplish, we 
have found ourselves still limited by the fact that other entities are 
not capable of accepting the electronic transfer of information. At 
present, we are the only practice within a 30-mile radius that has 
an electronic record. When it comes time to move a record, we need 
to copy it on paper and then mail it or give it to the patient, adding 
further inefficiency. 

Currently, we hand write, print, or fax prescriptions. We are not 
able to e-prescribe to all pharmacies or the VA. This inconsistency 
creates additional work and inefficiency. Some insurance carriers 
and mail order pharmacies even demand that we cut and paste on 
our old prescription pads. 

I believe all pharmacies should be required to accept e-prescrip-
tions. One of our major barriers is our ability to communicate with 
other electronic health record media. In order for us to commu-
nicate with these difference license programs, an interface between 
systems must be built. As a small business, I can’t afford to pay 
for multiple interfaces. 

Federal regulations should require that health IT software have 
the capability to interface with other licensed programs, to allow 
free market pricing and break down costly communication barriers. 
In order for us to maintain and operate our system, we have had 
to dedicate a full-time employee as a computer specialist. 

From a payer standpoint, electronic health records with uni-
versal connectivity could eliminate the unnecessary repetition of 
testing, which often occurs when test results are not available in 
a timely manner. Not only will it save money, but it will certainly 
improve the quality of patient care. 

In small communities like mine, the physician and the hospital 
are dependent upon each other to deliver quality care. Jameson 
Hospital, our local facility, is struggling with the acquisition on in-
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formation technology, trying to perform a balancing act as they 
provide necessary hospital services, try to bring their staff along 
with information technology. 

I see the only initial way to provide an incentive for adoption of 
health information technology is to provide financial assistance. As 
you can see, the burden for electronic record acquisition is signifi-
cant. The ongoing cost is fixed. I believe the physicians and hos-
pitals should be given financial assistance to cover their acquisition 
costs, as well as reimbursement to help cover the ongoing cost of 
this program. 

In spite of the significant cost, time, and effort required to imple-
ment a system, I am optimistic that with universal adoption of 
electronic health record efficiencies for payers, physicians, and 
health care providers will materialize. Most importantly, my expe-
rience demonstrates that the EHR system will help improve the 
quality of patient care. 

Thank you. 
[The prepared statement of Dr. Shober may be found in the Ap-

pendix on page 58.] 
ChairmanGONZÁLEZ. Thank you very much, Dr. Shober. 
And before we proceed with the next testimony, I wanted to wel-

come our colleague, Congressman Phil Gingrey, from the great 
State of Georgia. Welcome, and thank you for your participation 
today. 

Mr.GINGREY. Thank you. 
ChairmanGONZÁLEZ. And next witness, Dr. Napier. 

STATEMENT OF KEVIN NAPIER, M.D., INTERNAL MEDICINE OF 
GRIFFIN 

Dr.NAPIER. Chairman González, Ranking Member Westmore-
land, and members of the Committee, thank you for the oppor-
tunity to testify before you today regarding my experience in infor-
mation technology and health care. 

My name is Kevin Napier, M.D., and I practice internal medicine 
in Griffin, Georgia. 

Information technology is a subject of great importance to mem-
bers of the medical community and government, as well as the gen-
eral public. Internal Medicine of Griffin has nine physicians and 
admits patients to Spalding Regional Medical Center, which is a fa-
cility with 180 beds. 

We made the transition to electronic health records in February 
2005. Prior to that point, the health records were in traditional 
folders where loose paper was placed in the order in which it was 
generated, which generally included office notes, laboratory reports, 
radiology reports, physician correspondence, insurance correspond-
ence, as well as Medicare correspondence. 

This led to frequent episodes of the inability to locate items need-
ed for care, and occasionally not being able to locate the chart at 
all on the day of the visit. Internal Medicine of Griffin evaluated 
systems for two years prior to our selection of a vendor. After that 
decision was made, it was nearly another year prior to implementa-
tion of that system due to hardware installation and training need-
ed for physicians and staff. 
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It was recommended to us by our vendor that, due to the com-
plexities of the system, we should consider reducing our schedules 
for a short period of time to allow the practice to adjust. The final 
cost including training was nearly $400,000. Six of the physicians 
in my group are primary care physicians, and we quickly learned 
that we were going to be financially impacted during this transition 
period. 

We financed the cost of this IT implementation and began paying 
$1,000 per month per doctor, and we will continue to do that for 
the next three years. After considering the yearly threat of pay-
ment reductions from the Centers of Medicare and Medicaid Serv-
ices, CMS, it is easy to see why more practices do not quickly tran-
sition to EHR. 

In the first year after implementation, we did see a reduction in 
both the number of patients treated as well as a reduction in our 
incomes. However, as we start our third year on the system, I am 
pleased to report that we have become more proficient, and we now 
see more patients than ever. 

The benefits for our patients and physicians now include imme-
diately available and legible office notes, laboratory data automati-
cally entered into the system by the laboratory company, digital 
EKGs, and remote access to the entire record. We believe that this 
has improved the quality of our care, both for hospital-based as 
well as hospitalized patients. 

Recently, the hospital we utilize announced that its emergency 
department was also implementing an electronic record, and they 
selected the same vendor that we utilize. This further promises to 
improve information flow and quality. 

Our story is not unlike most practices that have made this tran-
sition. I recently had the opportunity to meet with several solo 
practitioners in southern Georgia, some of which also utilized EHR. 
The number one barrier to full implementation reported by these 
physicians was cost. Another area of concern includes the lack of 
a uniform standard between EMR vendors. 

If a solo practitioner were to join another group, he could not in-
tegrate his old patient files into the new practice without a costly 
conversion process. Physicians also worry that the increased pro-
ductivity offered by the system does not balance the additional cost. 

Due to the nature of health care, certain specialties feel that 
EHR is not easily adaptable to their style of practice. However, de-
spite these reservations, I feel that the benefits of IT in health care 
outweigh these risks. There are several options for fostering imple-
mentation in IT and health care. These include offering tax credits 
rather than deductions for IT implementation, and offering tech-
nology bonuses for practices treating Medicare beneficiaries that 
utilize IT. 

The creation of a common standard for EHR companies would 
further enhance the portability of the public’s health records. It is 
my belief that physicians want to adopt information technology into 
their practices, but simply allowing market forces to steer that 
change is not enough. Health care providers are feeling pressure 
more than ever, and assistance with this transition is greatly need-
ed. 

Thank you for the opportunity to testify. 
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[The prepared statement of Dr. Napier may be found in the Ap-
pendix on page 73.] 

ChairmanGONZÁLEZ. Thank you very much, Dr. Napier. 
I have been informed that we were going to have a series of 

votes, but they have been postponed. So we might have an oppor-
tunity to go uninterrupted this morning, which would be very nice. 

One of the benefits of chair is I get to go first. That is kind of—
which I enjoy quite a bit. 

[Laughter.] 
Dr. Leavitt, we have some prepared questions. And, generally, I 

go all over the place, but I am going to stick to this particular 
script, because I think there is some important information that we 
need to gather today. A critical step toward a national health infor-
mation technology network will be some way to evaluate the sys-
tems themselves, and to ensure that they will not quickly become 
obsolete. 

You have already heard the concerns expressed by the practi-
tioners in different parts of our country. Small practices often do 
not have the financial resources, expertise, or time to perform ex-
tensive evaluations of the quality, the price, the support, ease of 
use, and impact on productivity of information technology systems. 

Now, are you aware of any organizations, independent of your 
own, that is engaged in the practical evaluation of health informa-
tion technology products sold by vendors today that might assist 
the physicians as they go through that process that has already 
been described by Drs. Kelley and Shober and Napier? 

Dr.LEAVITT. This is a very good question. And as you know, we 
focus on part of that, which is the compatibility of the systems and 
the functionality. But we don’t publish prices, and we don’t do sur-
veys of end users. 

To my knowledge, there is no organization doing that with a pub-
lic mission. It is being done commercially by consultants, but, un-
fortunately, that generally just adds to the cost of buying the sys-
tem. In fact, sometimes part of the cost of buying the system is re-
taining a consultant to help you pick one. 

So in terms of a way to efficiently help the physicians in a way 
that doesn’t increase their costs, I am not aware of any initiative 
other than the certification initiative. 

ChairmanGONZÁLEZ. So if I was a physician, and I was looking 
for some guidance, there is no really recognized organization that 
doesn’t have a product or service to be marketing that I would be 
able to turn to. 

Dr.LEAVITT. That is correct. Your professional associations, most 
of them—the American College of Physicians, the American College 
of Obstetricians and Gynecologists, the Family Physician Organiza-
tions—they are actually helping. But it is probably not appropriate 
for them to actually start selecting vendors and saying this com-
mercial company is one that you should use, so I think they tend 
to steer away. They simply help educate their members. So what 
you are asking for doesn’t exist as a—in the marketplace today 
that I know of. 

ChairmanGONZÁLEZ. Thank you very much. 
Questions for Dr. Kelley—small practices that are part of an in-

tegrated care system are more likely to adopt health information 
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technology than those that are not, help networks provide financial 
support, technical assistance, and legal protection. In your opinion, 
why are more small practices not part of an integrated care sys-
tem? I know that you and your dad—and you know other practi-
tioners, and they may be part of a greater group—if you under-
stand my question, or I can try to clarify it. 

Dr.KELLEY. Are you asking why—I guess if you could clarify, you 
are asking why small practices, individual practices, aren’t in a 
larger network to help—

ChairmanGONZÁLEZ. Correct. Is it possible to—in other words, it 
is just you and your father. But is it possible to expand that with 
other of your colleagues to maybe minimize that cost? 

Dr.KELLEY. I think that it really doesn’t minimize the cost. It ac-
tually expands the cost. And I think that also it is just such—this 
is not widespread now, and there is such great hesitancy that it is 
not a real driving force right now for smaller practices to integrate, 
just for implementing information technology in the practices. 

ChairmanGONZÁLEZ. The biggest barriers that you pointed out, 
first of all, was going to be the cost, just the cost to your and your 
father exceeding—was it $100,000? 

Dr.KELLEY. $100,000. 
ChairmanGONZÁLEZ. And yet you did that, and then you—I think 

the testimony or your experience was actually the same experience 
that the other physicians had, and that is that there is the learning 
curve, which means you have less time to tend to the physicians, 
you have a drop in the patient caseload, and obviously that trans-
lates to less income and such. That was your experience? 

Dr.KELLEY. Correct. 
ChairmanGONZÁLEZ. And having experienced that, I think the 

most telling sentence that you had was you still would not go back 
to the old system. 

Dr.KELLEY. Correct. 
ChairmanGONZÁLEZ. So it was worth the investment. 
Dr.KELLEY. Yes, sir. It was quite worth the system. The practice 

three years later runs much more smoothly. You have everything 
in one resource. You don’t have missing—as other physicians said, 
you don’t have missing lab reports, you don’t have missing charts. 

Another point that I really, really love about the system is docu-
mentation of telephone calls with physicians and patients. Typi-
cally, you just don’t—on call at night, you don’t have documenta-
tion of that conversation with patients, and it becomes a bigger 
problem in larger groups where a physician is covering three or 
four other doctors. You just have no documentation of a conversa-
tion between a physician and patient, and all of those conversa-
tions can be documented within the patient’s chart. 

And also, laboratory follow-up. You have the laboratory—you 
have the results, you have the plan of care, and you have a check-
ing point to make sure that the care was—the plan of care was car-
ried out. And so you have checks and balances that you now have 
better control over and documentation of, and that improves safety 
for patients. 

ChairmanGONZÁLEZ. I appreciate it. 
My time is up, and at this time I will recognize the Ranking 

Member, Congressman Westmoreland. 
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Mr.WESTMORELAND. Thank you, Mr. Chairman. 
Dr. Leavitt, you mentioned that your organization did not certify 

how the end user I guess, how this affects the end user. Don’t you 
think that is an important part? And I guess the other part of the 
question is: do you look at the integration factor for all of these sys-
tems as how they would integrate with each other, or if they had 
that capability? 

Dr.LEAVITT. Very good questions. So the first question is the user 
experience. We definitely have physicians and other users of these 
systems asking CCHIT if we could measure the usability of the sys-
tems and rate them. And it is right now a concept, but you have 
to be able to do this objectively. And sometimes what works for one 
physician doesn’t work for another. 

So usability of a system is not something that everyone agrees 
on how to measure. But we hope to be able to move into that. We 
do it in a crude way now, in that the systems are inspected. There 
are actually expert jurors, and one has to be a practicing physician. 
And they observe the system, and it has to go through a scripted 
demonstration. If it runs over a certain time limit, the system 
would not be certified. So that is a rough measure of usability. 

Now, your second question, what are we doing about making 
sure that the systems integrate? That is actually one of our major 
roles is making sure that the systems are interoperable, and this 
year we are requiring that the systems can send prescriptions and 
refill prescriptions electronically, so you can’t be certified if your 
system doesn’t do that. 

We also require that they can receive laboratory results. And I 
was talking to Dr. Shober before the session, and the laboratories 
are telling him, ‘‘We can’t hook up to your system unless you pay 
us, because we have to customize it.‘‘ That has to stop. It needs to 
be plug and play. 

You buy the system, it connects securely, just as if anyone has 
used—so many systems on the web, whether those are personal fi-
nance applications that connect to your bank or your credit card 
and download the information securely, the physician system 
should be able to download the labs securely, transfer patient 
records securely, and we are pushing toward that. It will take sev-
eral years, but we raise our criteria every year. 

Mr.WESTMORELAND. Well, I think that is going to have to be a 
goal, because I can see where some small practitioners, when you 
start talking about investing $100- or $200,000, and it may not 
even be compatible or be able to be upgraded or—you know, that 
is a big investment to make, not having any security, especially 
just for a short term. 

Dr. Napier, in your testimony, you said you implemented this in-
formation about two years ago. And just to give Mr. Leavitt some 
help, is there anything you would have done differently in looking 
at—in how you did it? Is there anything that you might suggest to 
some other practices, if they were going to do this today, different 
than what you did? 

Dr.NAPIER. Well, as I testified, we spent about two years evalu-
ating systems before we finally moved forward with a vendor, be-
cause of these issues that have already been listed out by the other 
experts here today. We really felt like we went with the best ven-
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dor that we had available to us, and in looking back we would still 
choose the same vendor that we did. 

However, I think that we would have spent more time—and as 
I mentioned, we spent a year before full implementation of the sys-
tem after purchasing it. And two months of that was in 
customization of templates. A lot has been talked about templates 
here today, and we spent two months customizing templates. 

And in retrospect, we should have spent about four months cus-
tomizing templates, because once you go live with the system it is 
very difficult to put the additional time into going back and doing 
more customizing. And so we would have spent more time on the 
front end with customization. 

Having said that, I think part of the certification process, it 
would be nice if we had specialty-specific certifications for various 
programs that are available, because many companies they are try-
ing to sell as many products as they can. And many of them do not 
fit for certain specialties, and they are not going to tell you that 
up front. And it would be nice if we had an independent way of 
knowing which ones are appropriate for which type of practice and 
in which specialty. 

Mr.WESTMORELAND. Just to follow up on that, you practice inter-
nal medicine. 

Dr.NAPIER. That is correct. 
Mr.WESTMORELAND. Would you be able to share your template 

with other internists that were going to get on an IT system? 
Would you be able to share that with them, or is that now the 
product of the vendor? 

Dr.NAPIER. That is a product of the vendor, and what we end up 
doing is we create what are called test patients, and we build tem-
plates on these test patients, and we will often print these out and 
share them with other people that use our system to allow them 
to see how we did it. 

But there is not a current way of simply sending that to a prac-
tice, for example, in Atlanta for them to integrate into their sys-
tem. 

Mr.WESTMORELAND. Thank you. I see my time is up. I will yield 
it back. 

ChairmanGONZÁLEZ. Thank you very much, and the chair will 
recognize the gentleman from Pennsylvania, Mr. Altmire, for five 
minutes. 

Mr.ALTMIRE. Thank you, Mr. Chairman. 
Dr. Shober, as a rural practitioner, how has the health IT better 

allowed you to serve your patients? You just said a little bit, but 
if you could go into maybe some more detail on that with your 
practice. And do you feel that there are unique challenges for rural 
practitioners that health IT can help address above and beyond 
what we have heard from the witnesses today? 

Dr.SHOBER. As far as the first question, our practice per se, we 
have one office which is in a township-type setting, the other is 
more rural. As I mentioned, we had a hard time obtaining a con-
nection. We had to get a dedicated line with the telephone com-
pany, and there is no Internet access. It ended half a mile down 
the road one way and a mile down the road another direction. 
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So we bought the system, and then realized that, yes, we had to 
go to the local information sources, whether that be the telephone 
company, the cable network, and really negotiate with them to see 
how best we could be connected. Satellite really wasn’t an option, 
security and all other measures being considered. That was defi-
nitely a challenge for that office. 

But the nice thing about having the information technology 
available connecting these two offices live, patients often roam be-
tween offices. I mean, they are 12 to 15 miles apart, but they will 
show up at one on one day and go to another one the next day. And 
if they are sick driving down the road, they stop in. 

And we are linked live right now, so we are able to pull up their 
record at the front counter when they walk in, address their issue, 
and know what happened at the other office yesterday, or what 
happened on the phone call this morning, if they called on a cell 
phone and spoke to a nurse at the other office on the way in. 

So it has really helped us provide much better care, much better 
continuity of care. As far as the challenges for us in the setting 
that we are in, we are in a small town. We have one hospital. We 
have a number of outpatient labs that are national vendors. We 
have a few outpatient X-ray centers. 

The information technology that we have in the office is nice, 
but, again, our problem is we need to be able to connect to every-
one else. There seems to be a lot of apprehension out there in the 
community as far as the safety of connecting with someone else’s 
software. We hear excuses of, well, we don’t know if we could trust 
that vendor, or we don’t know if it is going to cause us a problem 
running our system. 

So I share some of the concerns that some of the experts here 
have brought forward. There has to be a standardization, so it—
we are not on the island. We don’t have a beautiful system in the 
office. We can’t use it in the community, to be able to run this out 
through the community, expand it to the hospital, have a nice flow 
of information to help everyone. 

Mr.ALTMIRE. That actually leads into my next question, and 
there does need to be widespread adoption of IT for it to be fully—
for us to fully realize the benefits. If it is not widespread, then we 
are not going to see the implementation be beneficial. 

So even with financial assistance, many doctors might be reluc-
tant to change from traditional record-keeping. So do you have any 
thoughts of what methods beyond financial incentives that we 
would use to encourage doctors to adopt health IT? 

Dr.SHOBER. From what I have seen in my experience, when we 
move from an old X-ray system at the hospital to a PAX or an inte-
grated digital system, the only things that will move physicians of-
tentimes are deadlines. 

And we have to—just like happened with Medicare and billing 
where you had to submit billing electronically, you have to say to 
the practicing physicians, ‘‘Listen, in X number of years, you need 
to move forward with this. In order to help you with this, we are 
going to incentivize you up front financially to help pay for the sys-
tem, provide financial incentives as we move along.’’ That would 
help pay for the education, help pay for the extra time in the office, 
help pay for that consultant to come in. 
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I think we have to move forward making all of the other media 
electronic. Cardiology is a good example. That is moving in the 
electronic direction; cardiology has moved forward in that direction. 

When it comes to prescribing, we see a lot of resistance. We have 
a lot of small-town Mom and Pop pharmacies. They don’t want to 
do it. They actually gave us a very hard time when we started to 
fax prescriptions to them electronically. We would fill a prescrip-
tion in the system, and it would be sent to their fax machine, be-
cause that was the only mode of communication. 

Some of them now complain that it was costing them money on 
the fax paper. In my mind, the benefit of handwriting inaccuracy 
is tremendous. But if we help move these other entities forward, 
then we are all going to move in that same direction. 

ChairmanGONZÁLEZ. The chair is going to be recognizing mem-
bers of the Subcommittee, and then Dr. Gingrey will be able to ask 
questions. But, first, I will recognize for five minutes of questioning 
my colleague and member of the Subcommittee, Mr. Jefferson from 
Louisiana. 

Mr.JEFFERSON. Thank you, Mr. Chairman. 
I think this is a very important hearing, and I appreciate the 

chance to participate. We, of course, in New Orleans were made to 
be well aware of this problem when we lost tens of thousands of 
medical records of citizens that were simply paper records when 
the storms came, and for the hospital system and private physi-
cians’ offices, all of it. 

And had there been some way to electronically preserve these, 
they would have been somewhere out there safely tucked away in 
cyberspace in somebody’s computer way outside of town. It would 
have made life a lot more simpler for physicians, and, of course, we 
would have had better outcomes for patients, especially those that 
have special issues like young cancer patients, and like people who 
had diabetic treatments, and all of these things that required so 
many repeat treatments. 

But in any event, we recognize the need for it in our area I think 
more than most. I want to ask you this about—each of you has 
talked about developing standards for IT, for the use of IT, I guess 
for the standards with respect to systems and equipment and all 
the rest. 

Who should develop these industry standards? I mean, should 
they come from us, should they come from the private—should we 
just enable the private physicians associations to do it, or should 
there be some other way that we come up with what we call stand-
ard? Because it all depends on who is writing the prescription for 
the things and who gets the business at the end of it. But how do 
we end up with the public purpose coming out of this that will 
just—so who should set these standards? 

Dr.LEAVITT. There actually is an effort—and that is a very good 
question. Standards don’t do much good if there is 100 different 
standards. There actually is already a very powerful effort to—the 
word is ‘‘harmonize’’ standards, and that is one of the initiatives 
that was launched in parallel with the Certification Commission. 

There is a health information technology standards panel that is 
also under contract with HHS, and they basically organize—the 
standards are developed by groups called standards development 
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organizations, and they actually have to be accredited as such. But 
the problem is you have competing and conflicting standards, so 
this harmonization is done by this panel. And as I said, it is a par-
allel contract to our certification. 

So when we test the systems, we make sure they comply with 
the accepted standard. They can’t choose from 100 different stand-
ards to comply with. It is the accepted standard for transmitting 
prescriptions, or the accepted standard for receiving a lab result. 

Mr.JEFFERSON. Should the Congress give any guidance with re-
spect to how these standards ought to be arrived at? 

Dr.LEAVITT. Congress needs to make sure that it is being done 
through a transparent and consensus-based process. I think it 
would be a mistake to try to legislate the details of a standard, be-
cause we need these standards to evolve and move forward, so that 
they can keep up with technology and with the needs of health 
care. 

So I don’t think you want to cast standards in law. You actually 
want to create an office that supervises the harmonization of stand-
ards, and you have that in Office of the National Coordinator. 

And there is also the question of funding. The funding of these 
organizations is important. If you leave the funding to chance, then 
there are issues, because then standards become kind of a commer-
cial football, and you really—they are a public good. And so I think 
federal funding to help develop the standards to fund the organiza-
tions is appropriate. 

Mr.JEFFERSON. The other common grain that cuts through all 
the testimony is the issue of cost that a physician must incur to 
adapt to this new system. Someone has talked about credit, various 
other incentives. And there are also—there has also been some talk 
about credits for the industry representatives as opposed to the 
physicians. 

Who should get the credits in this? If we should authorize cred-
its, how deep should they be, if you have a suggestion that? Who 
should get the credits? Should there be some for industry? Should 
it be for the physicians? Or should it be for somebody else up and 
down the line? And how do you see this whole issue of incentives—
having the credits apply not just to what you buy but also to train-
ing for physicians and training for staff? 

Dr.KELLEY. I personally think that the credits ought to apply to 
who is expending the money to purchase it, so in practices I believe 
that it should be—the practice was the one that purchased the in-
formation technology. That practice should be able to have a tax 
credit. 

And, furthermore, you have to keep—think about that you have 
the maintenance costs from here on out once you establish that. 
That is a tremendous expense for practices, and any tax relief 
from—that can be given for practices that make that investment 
would be greatly appreciated. 

Dr.KIRK. I think credits, things like credits, tax credits, loans, 
and grants, for as we have heard the initial startup, which is so 
expensive, but I think our reimbursement system needs to take 
health information technology into account in an ongoing fashion to 
maintain these costs that we all have as we roll these out and con-
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tinue on upgrading, training staff, changing our systems to incor-
porate those. 

And I think that needs to be accounted for in the reimbursement 
system, that if you are using the technology—and I think we are 
reaching a tipping point here, and it will happen very quickly if 
some of these incentives can be built in, that it will be much easier 
for physicians to incorporate those into their practice. 

Dr.NAPIER. Congressman Jefferson, if I may add also, if those 
credits are passed to the vendors, they already, as costs of some of 
the certifications that are presently there, those costs are simply 
passed on to the physician practices anyway in the form of the pur-
chase price. And so whatever costs are going to be extra, in order 
to ensure interoperability, as well as whatever privacy concerns the 
government may have, those costs will be passed on directly to the 
physician practices that are implementing these. 

And so it is my opinion, and I think most physicians’ opinion, 
that whatever credits are going to be given by the government 
should be given to the ones who are actually purchasing those sys-
tems. 

Mr.JEFFERSON. Mr. Chairman, if I might just clarify—I know 
that the time is up—I didn’t mean—I understand what you’re say-
ing in that regard, but I meant with respect to having those in in-
dustry adopt standards and create the interoperability of this 
equipment, so that it works, you know, across the board, so that 
one doesn’t necessarily have to exclude the other. 

Dr.SHOBER. Can I address that real quickly? If, indeed we create 
independent systems, in order for them to operate and commu-
nicate with each other, I think if you set the standard, they must 
communicate with each other at no cost to the individual pur-
chasing the system. That mandate alone will drive that industry to 
sit down and talk to each other. 

And if they are going to maintain their licensure, which should 
be a mission for—we are assuming about paying a physician prac-
tice more, you would have to enroll within a licensed program. So 
you make that a mandate. If I want to buy a program, make it a 
licensed program. If it is going to be licensed, it has to commu-
nicate with everyone else. That way I am going to look at it before 
I buy it, and the industry itself will have to sit down and they will 
decide which language they are going to use to communicate or set 
those—set up those interfaces. 

That doesn’t fall to our laps. I don’t have to understand why one 
can’t talk to the other. Let us let the industry fix their own prob-
lem and set that as a condition. 

Mr.JEFFERSON. That is what I am talking about. I appreciate 
that very much. 

ChairmanGONZÁLEZ. Thank you. And, Dr. Shober, we are real 
sensitive to that particular concern, and Dr. Leavitt I know could 
discuss it with you at length, but we are very, very aware of that 
being a huge factor. 

At this time, the chair is going to recognize our colleague from 
Georgia, who may not be a member of this Committee, but we wel-
come his input today, and that is Dr. Gingrey. 

Dr.GINGREY. Mr. Chairman, let me first of all thank you, because 
I know it is not traditional that a guest is allowed the opportunity 
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to ask a question from the dais, and I really appreciate that cour-
tesy. I am very happy to be here at the Small Business Sub-
committee hearing on health information technology as a physician 
member. 

I thank my colleague, Representative Westmoreland, as well for 
submitting my written statement for the record and for inviting Dr. 
Napier from his district in Griffin, Georgia. 

I want to address my first question, though, to Dr. Leavitt in re-
gard to the line of questioning between Representative Westmore-
land and Dr. Napier in regard to the certification process and that 
it is—I think Dr. Napier recommended that maybe it should be 
specialty-specific. I think that is a very good recommendation, but 
Representative Westmoreland was asking you more specifically 
about what advantage was it, what information could physician 
groups, subspecialty groups, get from you in regard to the value of 
a particular vendor. 

And you explained that very well, but can you tell us what the 
value is of a vendor being certified versus one that is not certified. 
I wanted to particularly ask that question. 

And then maybe, Mr. Chairman, if you would indulge me, I have 
a follow-up question in regard to how to deal with the cost. 

Dr.LEAVITT. Certainly. Thank you. The value of certification is 
that a physician office may not have to spend the one or the two 
years evaluating 10, 20, or more systems to determine which ones 
meet their needs. And when we certify a system, we inspect it 
against some 250 criteria of functionality, which is what it does 
and how it works; interoperability, how well it connects to other 
systems; and security, does it protect the information, does it re-
quire passwords, does it track every access in an internal audit log. 

That would be a lot of work for every physician office to go 
through with all of these products. So we do it once, and they can 
all benefit from it at no cost to the physician office. That is really 
the value. At the end of our first year, we heard from the physician 
community, ‘‘We like this, but we want you to make it more rel-
evant to us, so we want you to address our specialty or our setting, 
and we actually just announced a launch of an expansion.’’

So we are going to address professional specialties, which might 
be obstetrics, it might be cardiology, we are going to address set-
tings—for example, the emergency department, it is not a doctor’s 
office and it is not quite like the rest of the hospital, and we are 
even addressing populations. 

And this is how we are addressing children, because children are 
not just cared for by pediatricians, they are cared for everywhere, 
so there are features in the products that should be there for the 
safety of children, checking the medication dose. It is very dan-
gerous—

Dr.GINGREY. Dr. Leavitt, thank you. I don’t mean to interrupt 
you, but my time is limited. But basically, what you might suggest, 
then, I guess to any of the three practicing physicians—OB-GYN, 
family practice, internal medicine—that are part of the witness 
panel is that maybe you ought to call Dr. Leavitt’s office and find 
out if the vendor—the particular vendor who is in your office trying 
to sell you a product, are they indeed certified? Would you agree 
with that? 
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Dr.LEAVITT. Yes, we have published on the web a list of the cer-
tified products, and we have a communication effort to reach physi-
cians everywhere and let them know that that’s available. 

Dr.GINGREY. Mr. Chairman, my last question before my time ex-
pires. In regard to the doctors in private practice—and you men-
tioned as an example it would be great if there were a tax credit. 
Now, let me just suggest to you that part of that problem is that 
we estimate that there are 400,000 physicians in this country who 
actually do not have electronic medical records systems, certainly 
not one that is fully integrated. 

And if you gave a $1,000 credit, and Dr. Kelley was saying it was 
going to cost her and her dad $100,000 for a system, if you gave 
a $1,000 credit to each of those 400,000 physicians, you are talking 
about—I believe that would be about, if my math is correct, how 
many—would that be $40- or $4 billion? But what—in any regard, 
it is a lot of money. And it is not likely that we are going to be 
able to do that with all of the priorities we have on the taxpayer’s 
dollars. 

But what I want to let you know in my time remaining is that 
I have an idea, and I think it is a good idea, and it is called the 
Adopt HIT Act, Adopt Health IT Act. And basically what it would 
try to do would be to incentivize these 400,000 physicians. With the 
Tax Code, there is a Section 179, which now would allow any small 
businessman or woman, not just physicians, to write off $100,000, 
to take a tax deduction, not a credit, in the first year of an expendi-
ture for a capital improvement like an electronic medical record. 

And I think this is the way we need to go. We would expand that 
for the purchase of electronic medical records to $250,000 for, say, 
doctors in a nine-member group, if that is how much they spend. 
And then, they would also be able to rapidly depreciate other as-
sets, capital improvements for their practice, also under Section 
179. 

So if there is any time permitted, Mr. Chairman, for them to re-
spond to that, I would love to know what their opinion is on that. 

ChairmanGONZÁLEZ. No. Go ahead. Please proceed. You all may 
respond if you have your own thoughts regarding that particular 
proposal. Dr. Shober? 

Dr.SHOBER. My only thought with that would be, as with Dr. Na-
pier here, in a larger group, if you have one corporate entity, if that 
tax credit is based on the single corporation, there would need to 
be some mechanism in there to allow for that greater cost. I know 
you mentioned the $250—

Dr.GINGREY. There is a mechanism in the bill to do that. 
Dr.SHOBER. Okay. That way, if you have a larger group or there 

are groups of 30, 40 doctors on a system where it is much more 
expensive than mine, that credit would be able to roll through. 

Dr.NAPIER. And I would echo that an expansion of the deduct-
ibility of the cost of these systems would certainly be a dramatic 
improvement over what we have now. 

ChairmanGONZÁLEZ. Anyone else? 
[No response.] 
Thank very much, Dr. Gingrey. 
Dr.GINGREY. Thank you. 
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ChairmanGONZÁLEZ. We are going to go into a second round of 
five-minute questioning, because we have that luxury, the few 
members that are remaining. I do have a couple of questions. 

I guess in addressing Dr. Gingrey’s proposal, which I would be 
supportive of, I think we just need to be creative and have a com-
bination, as already—as has been touched on by Dr. Kirk in her 
presentation this morning, and in her written statement, that it 
should be a combination of assistance in grants, loans, taxes, and 
such. 

The big thing, of course, is going to be Medicare, and the pro-
posal there of course is simply that government is going to save a 
lot of money. It is a good investment for government, and I am ap-
proaching it from that particular standpoint. 

Dr. Kirk, there was a revolution in the legal field when I was a 
lawyer when we went into—we replaced our libraries with CD-
ROM, we went crazy, the old guys anyway. But I know this, that 
law students that were coming out of law schools and such, they 
were totally proficient on it. I mean, we were the dinosaurs. 

But I did learn this, and that is Einstein once said that informa-
tion is not knowledge, so you had a lot of information, not nec-
essarily knowledge. But what are the medical schools doing? Be-
cause this is really important. It is preparing the doctors, intro-
ducing them into the technology, and advise them—and I don’t 
even know if you do that particular aspect in the educative process. 

Dr.KIRK. Right. I think we are very good at immersing them in 
the technologies that we have available at our academic health cen-
ters, which can be very variable. I think as the other doctors here 
mentioned, you remember the day that you switch to an EMR. 
Mine was October of 2004 in my health system at the University 
of Texas Southwestern Medical Center, because it is such a change 
in your life. 

I also practice a significant amount of time at Parkland Memo-
rial Hospital, and I must say we are not there yet, because Park-
land is a public hospital. We are phasing it in, but we still—I was 
just in clinic yesterday with charts ‘‘this’’ thick. So what our stu-
dents and residents get exposed to is variable, depending on the 
practice they are in, but we have all made a commitment to move 
in that direction as quickly as we can given the resources of the 
health care systems in which we practice. 

It is an integral part or is becoming an integral part of teaching 
how staff—looking at clinical decision-making and health informa-
tion technology. One of the core competencies that is now required 
for all residents training in the United States through the Accredi-
tation Council for Graduate Medical Education is what we call sys-
tems-based care and practice-based learning, which seem real 
gobbledly-gooky. 

But what that means is that we have information at our finger-
tips from the patient, and information from our fingertips—at our 
fingertips, like Dr. Kelley mentioned—clinical guidelines, evidence-
based medicine, and how to practice, and we bring those together 
to make the best decisions for the patients. 

So we are very facile at doing that, but we need to move more 
quickly and some of these resources will be helpful there, especially 
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for reimbursement for a place like Parkland to be able to make 
that investment. 

ChairmanGONZÁLEZ. Thank you, Dr. Kirk. 
And then, a question—Drs. Kelley, Shober, and Napier. You all 

made the decision to go ahead and purchase health information 
technology. I can’t help but think that somewhere along in that 
consideration there may have been a discussion about maybe addi-
tional liability exposure as a result of this type of information that 
you are maintaining. 

First of all, it is a new method, a new manner, you have guide-
lines, you have mandates, you have all sorts of requirements on 
privacy, for instance, but now you have it in an entirely different 
manner or form. That is one consideration. The other is just civil 
liability. Should you know a lot more, again, your exposure is out 
there. You have the benefit of the latest technology that would 
have kept you informed regarding the proper care for a patient. 

All of that, the fact that you have a new method that you are 
utilizing, and somehow you have to apply all of the mandated gov-
ernmental standards on privacy, and, in addition, the potential, 
just the potential that there may be greater exposure for you on 
the civil liability end, was there that discussion? And, obviously, it 
wasn’t something that kept you from actually adopting HIT. 

Dr. Kelley? 
Dr.KELLEY. Well, in regards to the privacy issues, we are com-

pletely—at least in our practice we are dependent on the vendor 
stating that at the time when we implemented it is when the 
HIPAA laws were just coming into regulation, and so that was very 
important, that the vendor was HIPAA-compliant with those 
issues. 

With the issue of patient privacy, one aspect of the system that 
is available that we decided not to was the ability for labor and de-
livery nurses to get into patient’s prenatal records. And in our 
practice, we decided not to do that, just because—mainly because 
of patient privacy issues, that it just didn’t seem secure enough to 
have whatever nurse was there, nurses change at the hospital, 
being able to get into a patient’s prenatal record just to print it out. 

So if we need a prenatal record at the hospital, only my father 
and I will print it out. The nurses—we do now allow the nurses to 
have accessibility to the patient’s record. 

ChairmanGONZÁLEZ. Dr. Shober? 
Dr.SHOBER. Similar lines. When we initially put our system in—

granted, we are wireless within the office, so we are always worried 
about wireless connectivity. Drug reps would come in, and they tell 
us they tried to break in and they couldn’t. They are all wireless. 
They are connected all over the place. 

So we had mainly the vendor, plus another consultant come by 
to make sure this place was fireproof and nobody could get in. As 
far as connectivity to the hospital, very similar to Dr. Kelley here, 
the only people that could access our records are myself and my 
partner. We are apprehensive about a free exchange between the 
ER physician when patient X comes in, or can they be given a code 
to get into my system. 

Granted, we worry about them getting into that patient or an-
other patient or that code being lost. I am very much behind the 
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development of some type of system whereby that free flow could 
take effect, where myself as the recordholder would not be held lia-
ble in the sense that Dr. X or the emergency department was given 
access to records on this patient, because they are a mutually cared 
for patient. 

As soon as that patient walks in the ER, he is the patient of that 
doctor. We really need to give that doctor the opportunity to get all 
the information he can, whether it be from maybe my office, the 
X-ray department upstairs, or the lab medical records, whatever it 
may be, or even the next health system over where the patient was 
discharged from yesterday. 

Again, this bears back to the free flow of information, but you 
worry about liability. The hospital itself is apprehensive about 
tying into other systems. Everybody sort of has their own little sys-
tem, whether it be a larger entity, teaching hospital system, or a 
community hospital like the one I work in. You have to sit down 
at your computer, log into one or log into the other. 

But, again, if you think about that ER concept, over the care and 
management of the patient, you need to be able to give that physi-
cian the capability to access the information. 

ChairmanGONZÁLEZ. Thank you. 
Dr. Napier? 
Dr.NAPIER. You raise the question, Chairman González, about 

civil liability risk, and that is something that we were very con-
cerned about, because, unfortunately, in the earlier EHR programs 
that were available, it looked very dry in terms of the interaction 
that you had with the patient. And not only in civil malpractice 
cases did they look at what you did, but, more importantly, why 
you did that. And that is the thing that is often lost in electronic 
records is the way, the discussion of why decisions were made. 

And as I mentioned to you, we should have taken longer in our 
customization. That is exactly the thing that we are working con-
tinually on is enhancing the ability to integrate into our record the 
reasons behind the decisions that we are making in order to justify 
those. 

ChairmanGONZÁLEZ. Thank you very much. 
The chair recognizes the Ranking Member. 
Mr.WESTMORELAND. Thank you, Mr. Chairman. 
Dr. Kelley, on coding—and I am assuming that when you—if you 

are doing it electronically to get your reimbursements, whether it 
is Medicaid, Medicare—do you do Medicaid and Medicare? 

Dr.KELLEY. Yes, sir, we do. 
Mr.WESTMORELAND. Or if it is from Blue Cross Blue Shield or 

United Healthcare, or whoever it is from. Do you see your system, 
or does it work with all of those insurance—with all of the reim-
bursements? 

Dr.KELLEY. No, it does not. 
Mr.WESTMORELAND. Okay. 
Dr.KELLEY. And this is an example of evolving technology. When 

we purchased the system three years ago, it basically was just an 
electronic medical record. It didn’t integrate into the billing system 
that we have in the office or what you are asking to other insur-
ance companies and things. 
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So right now, as it stands, it is now—the other aspect of it, to 
be able to even implement the electronic medical record we had to 
change the—purchase a new operating system that we use for pa-
tient scheduling and billing and all of that, to be able to integrate 
basically the appointments from the electronic medical record into 
the operating system for the office. 

But still, that automatic billing process, if you see a patient that 
is coded and you file it with insurance, still, it is in place. 

Mr.WESTMORELAND. Okay. And, Dr. Shober, did you find it simi-
lar? I mean—

Dr.SHOBER. What we had done—our system allowed us to start 
with the scheduling. We actually bought a system, a scheduling/
billing EHR, with open ends to other possibilities. When we started 
to build that, we really have to add patient names. You can’t work 
with it until everybody is in it. You have to build and add the 
names, and we started actually, before we used EHR, to build pa-
tient names and demographics. 

This is a process of an active office where you have to add your 
existing patients to that roster. So from our sense it was a process, 
but it was internal within one system. 

Mr.WESTMORELAND. Dr. Napier? 
Dr.NAPIER. Yes, we purchased a system that includes both the 

practice management, which is in scheduling and billing, in addi-
tion to an EHR, and they are fully integrated with one another. 
Furthermore, old practice management software, we purchased an 
interface that allowed us to simply electronically transfer all of the 
demographics for our patients, so that our process was a little easi-
er than it sounds like Dr. Shober’s was, but that came at additional 
cost, though, to the practice. 

Mr.WESTMORELAND. So can you bill Medicaid and Medicare, 
United Healthcare, Blue Cross Blue Shield, TRICARE, you are 
hooked up with them right now and can you get your reimburse-
ments? 

Dr.NAPIER. Every practice utilizes a clearinghouse to manage the 
claims, and so your claims are submitted at the end of each busi-
ness day to a clearinghouse, and those clearinghouses then have 
independent contacts with all of our carriers. And so the answer to 
the question is, yes, it is fully connected, so at the end of each busi-
ness day we simply enter in the charges and that goes to the clear-
inghouse, and it is done. and it has dramatically improved our 
turnaround time for reimbursement, I must add that. 

Mr.WESTMORELAND. Well, that is good. A follow-up to what the 
Chairman asked about the privacy. You know, the HIPAA regula-
tions that you have now, I would assume there has got to be some 
concern about these records getting out into cyberspace out there 
and somebody getting hold of all of them. 

But has it affected your practice insurance? Do you get a break 
on it, or is it costing more because you have an IT program? 

Dr.KELLEY. Actually, our medical malpractice insurer is Texas 
Medical Liability Trust. And when we implemented—after imple-
menting the EMR, the malpractice insurance carrier came and did 
a site visit to make sure they had certain standards that they 
wanted in place, and after passing that inspection then we did get 
a discount on our medical malpractice. 
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Mr.WESTMORELAND. Ten percent? Five percent? One percent? 
Dr.KELLEY. Oh, probably more like two, maybe two, three per-

cent. Less than—anything helps, but it was—
Mr.WESTMORELAND. No, I understand. 
Similar situation with you, too? 
Dr.NAPIER. We did not get any break on our malpractice rates, 

and they are certainly higher now than they were when we imple-
mented the system. 

Dr.SHOBER. Likewise. We had no change. They continue to go up 
by the year. 

Dr.LEAVITT. I think there are three or four malpractice insurers 
that are offering discounts of two to five percent. I had never heard 
of a 10 percent discount. 

I have not heard, though, of any that increased their rates be-
cause of an electronic record. In general, they are associated with 
higher quality care, and less likelihood to forget something or lose 
track of a lab result. So they are generally associated with a de-
crease in liability, but the issue of privacy is still really an open 
question. 

ChairmanGONZÁLEZ. I am happy to welcome my colleague again 
from the great State of Pennsylvania, and that is going to be Con-
gressman Joe Sestak. And at this time, Congressman, you are rec-
ognized for five minutes for questioning. 

Mr.SESTAK. Thanks, Mr. Chairman. I apologize I wasn’t here. 
And if my questions are redundant, please, I will move on to the 
next. 

I had been curious, have there been any cost-benefit studies done 
that are accessible to kind of try to see the tradeoffs between large 
medical providers versus small medical providers in terms of going 
into the IT and electronic health records? 

I mean, the reason I am fairly interested in this is I have 
watched what the VA has done and been quite taken with it, sit-
ting over there in the hospital and somebody calls in all of a sud-
den and I am sitting there and they are doing some checkup, and 
the doctor goes boom, boom, boom, yes, give her this, and then in 
seconds it is all done. I was quite taken with the efficiency. 

But are there cost-benefit analysis studies on this, if that hasn’t 
been asked already? Please. 

Dr.LEAVITT. I don’t know of formal studies, but it is generally ac-
cepted that the cost-benefit ratio, the return on investment is most 
favorable for the largest organizations. 

Mr.SESTAK. Right. 
Dr.LEAVITT. And least favorable for the smallest, and I will men-

tion a few reasons why. This is why the VA, once it computerized, 
recognized an enormous benefit. The larger the organization, the 
more different places a paper chart can be. So there is an overhead 
cost. You know, one doctor office, generally you know where the 
chart is, generally, although there are still five or six places it can 
be. 

In the VA, the chart could be in thousands of places, so you real-
ize a savings on just managing and finding the paper. You also re-
alize a savings on things such as transcription. Some doctors are 
able to stop dictating and start clicking or typing in a few notes, 
and that can be quite a savings. Again, if it is a small office and 
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it is the front office clerk who does the typing, you are not going 
to fire your front office clerk if you are not able to realize that ben-
efit. 

And, of course, the big system amortizes the fixed costs, like the 
server and the technical expert. So it is—the bigger the system, the 
more likely the return. That is why in the largest clinics, over 100, 
more than a third of them now have EHR, whereas in the solo of-
fices probably fewer than 10 percent have EHR. 

Mr.SESTAK. What would one think about, then, as the proper in-
centive to be able to move smaller ones towards this type of system 
which bodes so much I think? What are the right incentives to get 
them? I mean, if you don’t have a cost-benefit analysis study done 
for the break-even point, so to speak—and I gather we don’t for 
smaller ones—I understand the general concept, but what is the 
right incentive, then, to try to move—which I think our whole na-
tional health care has to move. But what is the right incentive fi-
nancially to move them, do you have any ideas on that? 

Dr.LEAVITT. Well, of course, that has been the topic of discussion 
here, and I think most of the witnesses have agreed multiple mech-
anisms, whether those be grants, loans, tax credits, tax deductions, 
and incentives, I would personally suggest that one of the most 
powerful is an actual incentive payment from Medicare, because 
anything Medicare does is instantly recognized and often flows out 
to the private sector. 

So even though federal dollars are about half of health care, the 
other half tends to follow the federal lead. So if there were a bonus 
payment in Medicare for seeing a patient and using this tech-
nology, and eventually there might be a decrement for using paper, 
so that you’re revenue neutral, it not only is a financial incentive, 
it sends a signal. 

Mr.SESTAK. And one last—I am sorry. Please, Doctor. 
Dr.KIRK. Just to add—and I think you alluded to this—in terms 

of the efficiencies, I think both for large and small practices, most 
of them aren’t actually realized by the practice or by the physician. 
For example, if because you have access to the information you 
don’t order something that has already been done, then that is—
the payer saves for that, for not paying for that additional blood 
test. 

And it is very hard for those savings to come back to the physi-
cian, because that is in a different bucket of money. So I think mul-
tiple mechanisms, depending on the size of the practice and de-
pending on the way that technology is financed, is going to be most 
helpful to move the most people in that direction. 

Mr.SESTAK. And I gather part of the—for the smaller practi-
tioners—last question—is that part of the challenge, then, is not 
just the changeover, but I gather the administrative staff and the 
continuing cost of that? 

Dr.KELLEY. Correct. One aspect—one additional cost that we now 
have is having service with a computer technology company. I per-
sonally don’t—I mean, I never was a computer guru, so when the 
computers go down I don’t have the knowledge to know how to fix 
it. So you have to have the company that comes in, since the—we 
call him the ‘‘computer dude’’—to come in to figure out what is 
going on. 
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But it is now an additional expense that we have to have, be-
cause we have this technology that we didn’t have before, and we 
don’t really have a way to increase revenue to compensate for this 
cost. 

Mr.SESTAK. Thank you. I am sorry to repeat the questions that 
you already had gone over. I just was so—I spent 31 years in the 
military, and then I went to the VA system, and I was just so 
taken by watching the efficiency, and then watching what hap-
pened with Katrina, that this bodes well for us. And I am sorry I 
wasn’t here for the rest of it. 

Thanks, Mr. Chairman. 
ChairmanGONZÁLEZ. Well, thank you for your participation. 
And I see that Congressman Altmire is back. We went through 

a second round of questioning, Jason. Is there anything that you 
want to ask at this point? 

Mr.ALTMIRE. No. 
ChairmanGONZÁLEZ. All right. The chair is going to recognize the 

Ranking Member. 
Mr.WESTMORELAND. Thank you, Mr. Chairman, and I just want 

to close with this. Remember that when government gets involved 
in stuff, it tends to screw it up. And so what I would like to ask 
each one of you to do, and especially the doctors, go to your organi-
zations, whether it is internal medicine or the OB-GYN, whatever 
it is, come up with some solutions and some ways that we can help 
you. 

And I ask Dr. Leavitt the same thing, and Dr. Kirk, with your 
organizations to come up with what we can do to help you. When 
we think we are helping you, sometimes we are not. And so you 
will be better telling us what we can do to help you than—trust 
me, than us trying to help you on our own. 

And that is all I had. Thank you. 
ChairmanGONZÁLEZ. Thank you very much. 
And, of course, here we go into the philosophical differences. 
[Laughter.] 
I think government can be an agent of change for good, and if 

we do it right and if we do it smart. And that is the whole purpose 
of this hearing. But I think that we recognize that government is 
going to have to get involved to some extent, whether it is the Tax 
Code or more aggressively and creatively, and just that we do it 
right. 

But there is no doubt of the advantages that are there to be had 
by the adoption of health information technology. I applaud and 
commend the doctors that are here today, that before we had all 
the incentives in place, because it is going to get better, that you 
took the bold step. I think it makes you a better practitioner. I 
think your patients are the true beneficiaries. 

And, again, this is going—unless we have anything further, this 
is going to conclude this hearing. The record will remain open for 
five days. I want to thank all of you for taking the time to be here. 
Continue to give us your suggestions. 

I do believe we have to move forward. Government, in 1965, de-
cided it was going to take a huge step in covering the medical 
needs of its population, and we are there today, and we are not 
going to be retreating from that. That is the reality. Now, let us 
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just figure out how we are going to do it, and do it where the best 
interests of all citizens are served. 

Again, thank you, and this Committee stands adjourned. 
[Whereupon, at 11:36 a.m., the Subcommittee was adjourned.]
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