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Mr. Chairman and the members of the Subcommittee:

I am pleased to appear before the subcommittee to discuss the promise of electronic
health records (“EHR”), and the barriers to their optimal use in outpatient medical
practice. | have been a practicing primary care physician for twenty-five years, and have
used an EHR in my practice for the past eight years. In addition to practicing medicine
within a small practice located here on Capitol Hill, I also serve as the Medical Director
for eHealth at MedStar Health, with the responsibility of determining and directing
strategies for physicians regarding e-health applications in ambulatory care, which are
oriented towards improving patient care and quality, and improving practice efficiency
and efficacy. MedStar Health is a not for profit community healthcare system that
includes seven hospitals in the Baltimore-Washington corridor, including Georgetown
University Hospital and the Washington Hospital Center. In addition, | represent the
American College of Physicians within the Physicians’ EHR Coalition (PEHRC); a
coalition of twenty-one medical professional and specialty societies, dedicated to
furthering the adoption and optimal use of electronic health records, and serve as the
PEHRC’s Co-Chair. Furthermore, I am the Co-Chair of the eHealth Initiative’s Working

Group for HIT in Small Practices. While my testimony is consistent with stated positions



regarding EHR adoption and use of these organizations, | am here today testifying solely

on my own behalf.

By all accounts, | am an early adopter of electronic health records; having employed
them in my practice since the mid 90’s. Since that time, the capabilities of EHR have
advanced dramatically, as has our understanding of their value in medical practice. The
initial impetus for my adoption of an EHR was a response to the pressures of managed
care, which required primary care doctors like me to see more patients in less time as
well as produce and manage increasing amounts of paperwork. At that time, | saw the
potential of EHR quite narrowly—as an electronic filing cabinet—an administrative tool
that would help relieve me of some of the paperwork burden and also allow for added

productivity; something to automate care.

Today, after years of using an electronic health record in my own practice, and years of
working more broadly in the health information technology field, I believe the analogy of
an EHR as electronic filing cabinet is not only inapt, but wrongheaded as well.

Advanced EHRs are not and should not simply be about digitizing the information
associated with existing care processes. In my view, that would do little more than
digitize dysfunction. The real power of an EHR optimally integrated into practice is far
greater. Properly implemented, an EHR can be a tool for better informing multiple care
processes, and even lead to healthcare transformation, leading to further enhancements in

quality, safety and efficiency, and efficacy.



Having said that, it is important to put EHRS in perspective. They are a powerful
healthcare technology, not a cure-all for the many challenges facing medicine today.
Unless the adoption of an EHR is coupled to both significant process change (practice
redesign) and payment reform that creates a sustainable business case for quality and care

management, EHRs will not meet their promise.

Properly implemented, EHRSs can be the cornerstone of a redesigned twenty-first century
healthcare system that harnesses information to empower patients and care providers and
improve quality. The integration of EHRs into practice exponentially raises the value of
information in the clinical process, enabling a fundamental transformation for doctor and
patient. For physicians, EHRs bring advanced and actionable knowledge to the point-of-
care, putting excellence in healthcare delivery within the reach of all doctors. For
patients, EHRs enables true partnerships and collaborations with their healthcare team.
The vision of a patient-centric healthcare system where quality, safety and efficiency are

enabled by cutting edge technology is a compelling one:

e Patients will be empowered and actively involved in their care. They will
collaborate with providers in decision-making around care and have ready access
to accurate and trusted healthcare information, including their own medical

histories, disease specific information and decision support tools for self-care;

o Reliability and safety will increase because physicians will practice evidence-

based medicine, have access to knowledge and information at the point of care, be



guided by active decision support tools and routinely communicate and cooperate

with other care providers;

e Care will move from episodic encounters to a continuous care model where
providers have access to patient data in context; care is delivered proactively,
chronic illnesses are monitored by caregivers, patients are able to engage in

informed self-care and duplication and waste is minimized.

e Accountability for quality will increase. Quality will be measured and the

information shared with all stakeholders; and quality care will be rewarded.

While we are still a long way from realizing this vision (only about 10-15% of physicians
are using EHRs in their office practices), the future is now in my own practice, and
within 18-24 months will also be in the practices of all of the clinicians at MedStar
Physician Partners, a group of outpatient practices owned by MedStar Health. My
colleagues and | use an advanced EHR that provides access to the full patient record --
including all relevant clinical information such as diagnoses, immunizations, medications
and test results, which is always available in a highly organized and contextually
appropriate format, improving the quality of our decision making at the point of care.
Computers are located in each of the exam rooms, making it easy to share information

with patients and better include them in their own care decisions.



For example, at the start of each visit, the patient is encouraged to look at his or her
medication and allergy list and confirm its accuracy (see figure #1). Patient educational
materials are integrated into the system, and soon the EHR will provide clinical decision
support for patients, which will allow them to make better decisions about self-care for
chronic illnesses (see figure #2). The EHR is also designed to link to new medical
information, practice guidelines and even recent reference articles, dramatically
shortening the time from discovery of new knowledge to its application into clinical
practice. Our EHR is also integrated with electronic prescribing, further increasing safety
and efficiency of prescribing (see figures #3 and #4). And because the EHR is also
available remotely, on-call physicians can view patient records and make care decisions

based on the full context of a patient’s clinical information anytime and anywhere.

With our fully integrated EHRs, lab reports flow directly from reference and hospital labs
securely into the patient record, showing up on the physician’s PC for immediate review.
This not only makes report review quicker — it also makes it better; new results can easily
be viewed or graphed and interpreted in the context of prior results and the patient’s full

history. Even digital EKGs can be reviewed and compared with earlier tests.

EHRs become more powerful when they use decision support tools that not only provide
timely information, but also help clinicians turn that information into actionable
knowledge. Active decision support tools are designed to connect key information such
as a diagnosis with links, pop-ups, prompts and reminders that encourage discrete

changes in patient management. While passive decision support puts key information in



front of the clinician, active support links patient information, guidelines and best
practices, and provides an immediate opportunity to take action. For example, in the case
of a diabetic patient, an active decision support tool will trigger reminders about clinical
management of diabetes such as an overdue test, even if the patient has made an
appointment about a sinus infection (see figure #5). Robust uses of decision support
tools thus have the power to inform an episode of care (the visit for a sinus infection) into
an opportunity to also include and optimize chronic care management (see figures #6 and

#7).

But by far the greatest potential for an EHR to improve quality, efficiency, and efficacy
comes from its use to transform care. The transformative uses of an EHR include
integration of a registry for proactive care and population management (see figure #8);
integration with a secure patient portal or personal health record (see figure #9) for
appropriate use of non face-to-face care or eCare; and use of the EHR to optimize team-

based care or care coordination.

EHR integration with a population or disease registry allows clinicians to proactively
review subsets of patients and take affirmative steps to ensure adherence to nationally
accepted best practices. For example, Washington Primary Care Physicians was recently
recognized by the Delmarva Foundation, our regional Quality Improvement
Organization, for its high rate of pneumonia vaccination in Medicare patients — a process

made possible by our use of an EHR with patient registry functions. And when the



arthritis medication Vioxx was recently recalled, all of our patients on the medication,

among the 25,000 in the practice, were identified within minutes and then contacted.

What is critical to understand is that in order to fully harness the power of an EHR for
transformation, the role of the physician and other care givers in a medical practice must
also change, from providers of discrete episodes of medical care, only when patients
sense that they are sick or due for a particular service, to a more proactive model of
chronic and ongoing care management. The care manager or coordinator, utilizing a
patient-centric and physician-guided approach, would use an EHR and other health
information technologies to create a medical home for all necessary information about
his/her patients, focusing particularly on those with complex and chronic illnesses, and
coordinating care between multiple specialists in order to optimize care, avoid conflicting

treatment plans and duplicative tests.

Why isn’t this vision now a reality in every doctor’s office? Much progress has been
made in recent years in making EHRs better and more affordable. And I believe that we
are on target to meeting the President’s goal of universal EHR adoption by 2014.
However, | also believe that this universal adoption and use of EHRs per se, will do little
to making care better, safer, and more efficacious. To accomplish those goals will take
more than placing a computer on a desktop; as discussed above, it will require using the
EHR as a tool to inform and transform care and care processes. And EHRs that can

inform and transform care are even more expensive; and more importantly, the more



EHRs are used for informational and transformational purposes, the more negative the

business case for the physician.

Right now, the healthcare reimbursement system is designed to pay clinicians for
procedures and episodic clinical care. Proactive care, care coordination, information
management and eCare that lead to overall quality improvements and cost savings are
generally not reimbursed. If as a matter of national policy, we want physicians not only
to invest in EHRSs, but also to use them in an optimal manner that will improve quality
and safety, (that is as a care management tool, not just an electronic filing cabinet), we
have to do more than mandate EHRs, and address what the Institute of Medicine has

called our “toxic payment system.”

What does this look like to the average physician? Moving beyond the basic EHR to one
that informs care, as mentioned above, adds thousands of dollars of cost, and by adding
necessary time and complexity to each office visit (for chronically ill patients), reduces
the number of patients that a physician can see each day. Adding an integrated registry
implies that the clinician will intentionally take time out of the practice day to use the
registry to manage patients who are not coming in when they should, or who are not at
target treatment goals. And adding in eCare means that reimbursed office visits are
substituted for free virtual care. While the use of a registry and eCare for some
specialties would have little impact on daily practice; their optimal use by family

physicians and internists could reduce their income to zero.



Fortunately, pay-for-performance and pay-for quality initiatives recognize this problem,
and seek to address it with a mix of financial incentives including support for the initial
EHR investment as well as increased pay for adherence to quality performance measures,
as well as reimbursement reform that pays for care coordination and eCare. My practice,
for example, has recently been selected by CareFirst to serve as its first pilot site for the
pay-for-performance Bridges to Excellence program, which will provide us with
additional financial incentives for optimal use of our EHRs for care coordination and
quality improvements — which by the way, is the only reason that we were able to afford
the EHR enhancements | have been discussing. However, if we want EHRs to enable

excellence globally, we have to move from pilots to policy reform.

In conclusion, enormous progress has been made within the last few years in advancing
the vision and reality of EHR use and interconnected electronic healthcare. The credit for
this remarkable work belongs to many — within government and the private sector; and on
both sides of the political aisle. As a practicing physician, | can personally attest to its
value in my everyday practice. But as we get closer to realizing this vision of technology
implementation for all clinicians, there remains a substantial risk that defining success as
universal EHR adoption will actually do very little good for the American people. For
success to be seen more broadly than IT adoption, and more appropriately as EHRs
integrated into practice to both inform and transform care — fundamental changes must
occur within payment and reimbursement policies. As advanced EHRs, combined with
these enlightened incentives, will make care better, safer, and more effective, efficient,

and equitable.



Figure 1 — Organizing Information with the EHR
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Figure 2 — Using the EHR for Patient Education
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Figure 3 —ePrescribing in the EHR: Legibility
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Figure 4 — ePrescribing in the EHR: Safety
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Figure 5 - Using the EHR to Inform Care: Moving Beyond the Chief Complaint
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Figure 6 — Using the EHR to Inform Care: Informing Anticoagulation Therapy
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Figure 7 — Using the EHR to Inform Care: Informing Diabetes Therapy
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Figure 8 — Integration of a Patient Registry with the EHR
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Figure 9 — Integration of a Secure Patient Portal with the EHR
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