Event Summary

“Health Information Technology and Its Future:  More Than the Money”

June 20, 2008

The Alliance for Health Reform, with support from the Robert Wood Johnson Foundation, held a briefing in Room G-50 at the Dirksen Senate Office Building to discuss health information technology and its implications beyond those concerning cost, especially quality.

Ed Howard, executive vice president of the Alliance, welcomed the audience and thanked the panelists. Mr. Howard spoke briefly of the bipartisan congressional interest in health information technology, as well as the consensus about its value in the presidential campaign.  
Mr. Howard then introduced John Lumpkin, the co-moderator and senior vice president of the Health Care Group at the Robert Wood Johnson Foundation.  Dr. Lumpkin discussed two newspaper articles as illustrations of both the promises and the limitations of health information technology—the first about a CDC report noting that two-thirds of individuals with asthma do not get influenza vaccine, and the second noting that the State of Massachusetts and Massachusetts Blue Cross Blue Shield will no longer pay for medical errors. Health IT could have helped reduce the first problem, whereas it would not have been as helpful reducing problems such as wrong-sided surgery, he said. 
Following Dr. Lumpkin’s remarks, Sara Rosenbaum, Hirsch professor and founding chair of the Department of Health Policy at the George Washington University School of Public Health and Health Services, provided an overview of the major issues characterizing the conversation about health information technology. First, issues of quality, including patient safety and disparities in health care unexplained by clinical evidence, health coverage status or “confusion over effective treatments” seem to be propelling the HIT discussion. Second, HIT is a tool that can help “promote quality at potentially all levels of the health care system” – patient, practice, institutional, community and societal. But it is not a cure all. Third, HIT is a collection of technologies all tied to an electronic health record.
Peter Orszag, the CBO director, began with brief remarks concerning the cost of health care and its prominent position in the long-term budget outlook. The rising cost of health care, he noted, is by far the single most important factor influencing the nation’s long-term fiscal well-being.  He also noted that the health care sector is the most inefficient sector of the economy, citing geographic variations in spending to treat the same condition, even at the nation’s top medical centers.  Dr. Orszag then narrowed his focus to health information technology. He said that health information technology should not be viewed as “magic,” something which can be dropped into the current health care environment to yield automatic savings.  HIT is “necessary” to generate savings in the health care sector, but “not sufficient,” he said.  HIT’s most promising potential role in containing cost is in easing and standardizing the compilation of data for use in comparative effectiveness studies.  
Dr. Orszag addressed the ongoing disagreement between CBO and the RAND Corporation resulting from RAND’s estimate that HIT would save a net of $80 billion per year. RAND looked at the maximum potential impact of HIT, widely adopted, Dr. Orszag said. CBO, in contrast, looks at what is likely in the real world. Further, RAND omitted from their analysis some studies showing no net reduction in costs as a result of adopting HIT. 

He finished with his recommendation for policies to promote health IT systems. The most effective, he said, would be to give providers a certain number of years to adopt an HIT system that met certain requirements. If after that time the provider hadn’t installed a qualifying HIT system, he or she wouldn’t be paid by Medicare. 

Sara Rosenbaum next presented the results of an electronic health records adoption study published earlier in the week in the New England Journal of Medicine.  The study sought to address questions of EHR availability to ambulatory care physicians; physician satisfaction regarding EHRs; and physicians’ perception regarding the impact of EHR adoption.  Dr. Rosenbaum, citing the study, noted that 83 percent of physicians surveyed had no functioning EHR, while only four percent had “fully functional EHRs”—defined as records which allowed recording of patient information and demographics, results viewing and management, order entry management including e-prescribing, and clinical decision support. The remaining 13 percent had only basic electronic health records—defined as those without certain order entry and clinical decision support.  Despite the low rate of adoption, physicians overwhelmingly viewed EHRs as having a positive impact on quality, including avoiding medical errors, and increasing patient satisfaction and quality of communication with other providers.  Dr. Rosenbaum finished with a summary of what physicians felt about incentives to encourage HIT adoption. Eight out of 10 said monetary incentives for the purchase of HIT would have an impact; the same percentage said additional payments would make a difference. At the other end of the scale, 55 percent said legal liability for not using HIT would have an impact. 
Janet Wright, senior vice president for science and quality at the American College of Cardiology (ACC), was the last presenter.  She provided both the perspective of a practicing physician and the perspective of the ACC, which represents a specialty with a higher-than-average record of adoption of health information technology.  Though she noted the ACC’s commonly-cited 53 percent HIT adoption rate was a bit misleading, she was sure to say that the organization is firmly committed to the acquisition, compilation, and effective use of patient data to guide decision making.  
Dr. Wright then moved to a discussion of the large amount of work remaining for the ACC to do in the ambulatory environment, especially regarding studies of patients over time.  She highlighted some of the key challenges to adoption of HIT, including questions of infrastructure, integration into clinical practice and incentives for participants.  She finished with some “lessons learned,” such as that HIT platforms need to be flexible and that those encouraging HIT adoption must “meet practices where they are” and not push for a gold-standard system for all from the beginning. 
A lively question and answer session followed.                      
