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Background of HIT 
adoption in California
The 2009 HITECH Act, part of the American Recovery 
and Reinvestment Act (ARRA), authorized the investment 
of billions of dollars in federal funds to improve health 
care delivery through the adoption of HIT nationwide. 
The ACA, passed in 2010, bolstered HITECH’s support of 
HIT adoption, and its HIT support programs have been 
widely used in California.

HITECH Spurs HIT Adoption
The Office of the National Coordinator for HIT (ONC) 
was formed in 2004 with the goal that every American 
should have an electronic health record (EHR).1 At that 
time, few providers had adopted EHRs; in January 2005, 
for example, national studies of inpatient settings found 
adoption rates of less than 10%.2 The authorization by 
HITECH of incentive payments to providers who adopted 
EHRs increased physician adoption rates significantly — 
from 37% in 2007 to 59% in 2012 (see Figure 1). HITECH 
also invested $135 million on a range of additional pro-
grams focused on accelerating HIT adoption and use in 

HEALTH INFORmATION TECHNOLOGy (HIT) IS 
playing an increasingly important role in improving the 
quality and efficiency of care delivery and, ultimately, 
lowering costs. Recognizing the challenges many provid-
ers face in implementing HIT systems, however, Congress 
passed the Health Information Technology for Economic 
and Clinical Health (HITECH) Act to offer incentives for 
the “meaningful use” of HIT by physicians and hospitals. 
The Patient Protection and Affordable Care Act (ACA) 
contains provisions that further encourage providers to 
use HIT systems to improve care coordination and com-
munication with patients, and to increase access to care.

This report offers the views of over 20 California stake-
holders, including public and private payers and HIT 
experts (see the appendix for a list of interviewees and 
contributors), concerning their progress and setbacks on 
the road to HIT adoption, how HIT use is evolving with 
implementation of health reform, and what the state’s 
health care delivery system will face in the near future 
regarding HIT.

Hospitals
Community

Health Centers

ON THE ROAD TO 
EHR Implementation, 2005–2012

Physicians
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37%

48%

59%

‘11‘08‘05
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13%

49%

Source: Jodi Simon, Health Information Technology in California: Milestones and Miles to Go, California HealthCare Foundation (November 2013), www.chcf.org.

Figure 1. On the road to EHr Implementation, 2005 to 2012

http://www.chcf.org/publications/2013/11/state-health-it-ca
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$$ Health Information Exchange Efforts underway. 
California received $38 million through a HITECH 
cooperative agreement with ONC to advance HIE 
across the state. Under this program, standards and 
infrastructure have been developed for provider 
directory services (services associated with online 
directories of health care providers), data exchange 
across state borders has been piloted, a gateway to 
public health immunization registries has been devel-
oped, and funding has been awarded to support 
multiple regional HIE efforts. 

$$ Telehealth Expands with arra Funding. The 
federal Broadband Telehealth Opportunities Program 
extended more than $9 million to the California 
Telehealth Network (CTN) to expand telehealth 
services to increase access to care in California.8, 9 
This investment resulted in more than $5 million 
to the state in matching funds and $22 million in 
Federal Communications Commission (FCC) funding 
to advance telehealth. more than 300 organiza-
tions have received subsidized broadband services, 
telehealth implementation support, and technical 
assistance through this funding. 

These HITECH-funded and other ARRA-funded HIT 
programs have helped boost the California economy. 
Estimates are that over the next nine years, medi-Cal EHR 
incentives alone will result in increased sales, income, 
and corporation taxes of approximately $109 million, 
and that California will benefit from an additional $2.3 
billion in economic output and 16,000 new jobs.10 With 
this, HITECH is fulfilling its role as an economic stimulus, 
as well as providing the “jump start” that health care pro-
viders need to adopt technology as they prepare for care 
delivery and payment reform. Dr. Paul Tang of the Palo 
Alto medical Foundation and chair of the Health IT Policy 
Committee meaningful Use Workgroup emphasized the 
importance of HITECH provisions to building the founda-
tion of health reform: “The EHR meaningful use incentive 
program has been critical to establishing an electronic 
infrastructure for health reform. It is impossible to man-
age a risk-taking or shared-savings arrangement without 
an EHR.”

California. These included creating Regional Extension 
Centers (RECs) as HIT technical assistance hubs, advanc-
ing health information exchange (HIE) efforts, and 
supporting workforce development.3 

Other efforts by the state to expand providers’ telehealth 
capacity have been supported by non-HITECH ARRA 
funding streams: 

$$ Incentive Program Boosts EHr use. EHR rates 
among California providers rose slowly but steadily 
in the years following creation of the ONC and after 
2009 were spurred significantly by the HITECH incen-
tive programs. Under these programs, eligible health 
care professionals and hospitals qualify for specifi-
cally dedicated medicare and medicaid payments 
for adopting certified EHR technology and using it 
to achieve particular “meaningful use” objectives.4 
By November 2013, more than 36,000 California 
providers enrolled in the meaningful use incentive 
programs, and more than $1.5 billion in incentive 
payments has been distributed.5 California hospitals, 
in particular, showed a dramatic rise in EHR adop-
tion following the passage of HITECH; adoption of at 
least a basic EHR system has more than tripled, from 
12% in 2009 to 44% in 2012.6

$$ regional Extension Centers Help Meet Providers’ 
HIT needs. RECs are organizations that have 
received funding under HITECH to assist providers 
with EHR implementation and support their ongoing 
HIT needs. Through RECs, providers receive help 
selecting vendors, implementing the new system, 
analyzing EHR workflows, and reporting progress 
toward their meaningful use objectives. California 
RECs received $56.4 million to support provid-
ers with EHR implementation and achievement of 
meaningful use, and as of October 2013, these RECs 
have enrolled more than 14,000 providers, 12,300 
of which are live on EHRs and 7,200 of which have 
reached the first stage of meaningful use objectives.7 
California RECs have also created and shared tools 
and lessons learned for providers to use in future 
adoption efforts. 
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HIT Progress in California: 
Voices from the Field
HITECH incentives have made the implementation of a 
meaningful use-certified EHR a top priority for eligible 
hospitals, health centers, and health care professionals. 
Providers, however, have learned that EHR implemen-
tation is not a finite, one-time task. Instead, it requires 
ongoing training, maintenance, and upgrades, with sus-
tained attention and resources. Richard Seidman, chief 
medical officer for Northeast Valley Health Corporation, 
spoke about the amount of time and attention EHRs 
require of leadership and staff: “Installing our EHR is 
all-consuming. In addition to the initial purchase, imple-
mentation demands a long-term plan to schedule 
upgrades, train our staff, and — on a shoestring budget 
— figure out how to pay for it all.” Dr. Seidman’s expe-
rience and perspective are shared widely, with many 
providers experiencing considerable stress — time, 
energy, and uncertainty — from the ongoing demands of 
EHR implementation, maintenance, and upgrades.

EHRs risk having only an incremental impact on care 
delivery and cost reduction if implementation momentum 
ends once the first stage of meaningful use is reached. 
many providers are beginning to recognize the EHR as a 
digital foundation to a wider HIT strategy, exploring ways 
to use the technology to optimize workflow, encourage 
team-based care, enhance clinical decisionmaking, and 
standardize care practices. For this paper, providers, pay-
ers, and other HIT experts were interviewed concerning 
such efforts, and in particular about their progress in 
using HIT to address five of the key tenets of the ACA: 

$$ Access to care 

$$ Care coordination

$$ Efficiency and effectiveness

$$ Patient engagement 

$$ Population health

Access to Care
Historically, California providers were early adopters 
of telehealth to connect underserved rural and inner 
city populations, who tend to lack access to specialty 
care, with specialists at premier academic medical cen-
ters.14 The University of California, Davis, launched one 
of the first telehealth efforts in the early 1990s, using 

HIT and the Patient Protection and 
Affordable Care Act 
The ACA aims to ensure that all Americans have access to 
and can afford quality health care. It expands coverage in 
public programs, simplifies and streamlines eligibility and 
enrollment, and creates statewide marketplaces for pri-
vate health insurance. The HIT systems put in place with 
the support of ONC, HITECH, and other ARRA programs 
are key tools in the implementation of new programs that 
have resulted from the passage of health reform. 

The ACA emphasizes patient-centered care models that 
focus on care coordination and transformation of pri-
mary care practices into medical homes.11 In California, 
a number of care delivery and payment reform dem-
onstration projects are underway to help bring about a 
system where providers are paid according to patient 
outcomes rather than per visit. One of these projects, 
in which California has been a leader, is the establish-
ment of accountable care organizations (ACOs). These 
are groups of doctors, hospitals, and other health care 
providers who come together to coordinate high-quality 
care for their medicare patients and thereby benefit from 
more efficient spending and shared savings. The goal of 
such coordinated care is to ensure that patients, espe-
cially those with chronic diseases, get the right care at 
the right time, while avoiding unnecessary duplication 
of services and preventing medical errors.12 California 
health care leaders have formed 51 ACOs, the most of 
any state.13 

HIT plays a key role in these ACO demonstration proj-
ects. The electronic capture of clinical and financial 
information enables more seamless care coordination. 
HIT tools also help the various providers involved in an 
ACO — hospitals, primary care providers, specialists — 
to quickly and easily communicate with each other. 

With the advent of the ACA, providers will build on a 
HITECH-influenced EHR foundation to achieve goals of 
increased efficiency, reduced costs, and improved popu-
lation health.
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The anticipated ACA-generated influx of newly insured 
patients seeking primary care is prompting providers 
to look to HIT to help expand their capacity and opti-
mize patient visits. California store-and-forward efforts 
now include dermatology, neurology, gastroenterol-
ogy, cardiology, allergy, nephrology, podiatry, and pain 
management. In Los Angeles and San Diego, store-and-
forward solutions have been shown to provide as much 
as 50% of specialist care needs without requiring a face-
to-face visit, and to reduce specialty wait times by as 
much as 60%.18

Even with store-and-forward programs, however, rural 
patients often face a lack of access to specialists. many 
rural residents have to travel long distances to see a 
specialist in person. At the same time, many specialists 
who practice in rural communities do not serve medi-Cal 
or uninsured patients. To address this gap in specialist 
access, the Center for Connected Health Policy launched 
the Specialty Care Safety Net Initiative (SCSNI) in 2009, 
matching five University of California health systems with 
Federally Qualified Health Centers (FQHCs) for specialty 
telehealth consultations. This initiative allows patients to 
stay in their communities and provides them with tele-
health access to leading university specialty providers. 
The effort has benefited both the university health sys-
tem, which expanded its role as a telehealth specialty 
provider to the safety-net population, and safety-net 
providers, who have enhanced their capacity by incor-
porating video telehealth into their practices. In just two 
years, 38 health centers have used the system through-
out the state to provide specialty care to more than 3,000 
patients. 

Care Coordination
A growing number of California providers are pursuing 
data-sharing initiatives to reduce readmissions, coordi-
nate disease management, and facilitate care transitions. 
Within these initiatives, providers are exploring how best 
to share patient information with extended care teams by 
using their existing HIT capabilities. For example, provid-
ers can now use their HIT systems to do the following:

$$ Allow affiliated physicians access to hospital 
clinical systems through secure remote logins 
to review care plans, discharge summaries, and 
medication histories

videoconferencing in rural communities, and the state 
became one of the first to pass a law — the Telemedicine 
Development Act of 1996 — requiring reimbursement 
of health care providers for delivering telehealth ser-
vices.15 Recent efforts between telehealth stakeholders 
and California legislators and regulators have expanded 
telehealth laws and payment policies. This has resulted 
in increased use of real-time visits between patients and 
providers via videoconference, home health monitoring, 
and store-and-forward solutions whereby information 
(e.g., a radiology image) is sent first to an intermediate 
point and later to the final destination, often overcoming 
intermittent connectivity in rural locations.16 Such innova-
tions can also have significant cost benefits. For example, 
the Center for Connected Health Policy estimates that 
through the October 2011 passage of Assembly Bill 415, 
modernizing California’s Telemedicine Development Act, 
medi-Cal will save more than $1.3 billion a year through 
disease management programs that employ electronic 
home monitoring systems for patients with heart failure 
and diabetes.17

Project ECHO: Improving access to Care 
Through Telehealth
Project ECHO (Extension for Community Healthcare 
Outcomes), based at the University of New mexico 
medical Center, has used telemedicine technol-
ogy to network with rural primary care providers for 
nearly a decade. The project has been recognized 
by the Robert Wood Johnson Foundation and the 
Department of Health and Human Services for its 
unique innovations in using a team-based approach 
to support innovative partnerships between 
academic medical centers and rural primary care 
providers. Project goals are to improve treatment 
for complex conditions, such as hepatitis C, chronic 
pain, substance abuse, diabetes, and HIV, among 
others. By empowering primary care providers to 
become local experts in targeted conditions, Project 
ECHO has demonstrated improved access and 
treatment outcomes for patients. 

A CHCF-funded Project ECHO pilot program 
focused on chronic pain is underway in California, 
including a partnership between medi-Cal, UC 
Davis medical Center, and up to 20 rural primary 
care providers.
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$$ Access clinic scheduling systems at discharge  
to make follow-up appointments and to set 
reminders

$$ Electronically send lab orders and receive results

$$ Electronically send prescriptions to community 
pharmacies and facilitate renewal requests

$$ Notify primary care physicians when their patients  
are admitted into the hospital

many hospitals are turning toward vendor-based health 
information exchange technology to tie together their 
enterprise rather than relying on public-private health 
information organizations (HIOs) that facilitate region-
wide health information exchange. Jamie Ferguson, 
Kaiser Permanente vice president of strategy and policy, 
and co-chair of the ONC Clinical Operations Workgroup, 
pointed out that “vendor-based exchanges often offer 
superior clinical workflow through tightly integrated sys-
tems. For example, in Kaiser Permanente’s EHR, there 
are about 110,000 data elements compared to about 85 
data elements that are commonly shared through public 
or regional standards-based sharing.”

San Diego Beacon:  
Care Coordination Pilot
San Diego Beacon, one of 17 programs funded 
from HITECH to strengthen local HIT infrastructure 
to improve health, care, and cost, set a primary goal 
of improving cardiovascular care in the acute care 
phase. The program created an Emergency medical 
Services hub that translates the electronic version of 
paramedics’ patient care records, which can then be 
imported into any hospital EHR.

“We use health IT to ‘beam’ EKGs from ambulances 
to hospital emergency departments, coordinating 
care for emergency cardiac patients by getting the 
right information quickly to a cardiac specialist,” 
said Ted Chan, mD, of UCSD.

The San Diego Beacon team also worked on 
leveraging wireless devices at home, with cardiac 
patients monitoring their own blood pressure and 
sending the data to the doctor, thereby reducing 
unnecessary doctor visits and decreasing readmis-
sions significantly.

Once provider organizations have successfully shared 
data within their own systems, they may look to HIOs to 
solve challenges in exchanging data across regional or 
state lines. Federal incentives and state-based programs 
are providing needed funding and technical assistance 
to build regional and public HIO capacity. Between 2008 
and 2013, California increased the number of its active 
HIOs from 7 to 17.19

Efficiency and Effectiveness
Today’s EHRs were built around fee-for-service objectives 
to facilitate clinical documentation and billing. Originally 
designed to address business operations, EHRs did not 
immediately improve provider workflow, and will require 
continued enhancements to support effective and effi-
cient care, including appropriate distribution of work 
among teams and the avoidance of unwarranted practice 
variation. These include vendor enhancements, focused 
training, and the introduction and support of new tools 
that extend and enhance baseline EHR functionality.

Healthfinch: Integrating the refill 
Process with the EHr
Dr. Lyle Berkowitz, associate chief medical officer 
of innovation, Northwestern memorial Hospital, 
is focused on ways to better facilitate team-based 
care and to ease primary care physician workload. 
“We look for what we call ‘mD Happy Tools’ that we 
can introduce to the physician workflow to increase 
efficiency, impact, and patient-provider relationship 
satisfaction,” he explained.

Northwestern memorial recently rolled out the 
Healthfinch application that interacts with the EHR 
to simplify the prescription refill process. Through 
Healthfinch, routine refills are safely delegated to 
clinical staff, freeing up an estimated one to two 
hours a day and allowing providers to focus more 
time on patient care. Healthfinch is now commer-
cially available and won the grand prize in the 2013 
Allscripts Open App challenge. 

Note: The California HealthCare Foundation has invested in 
Healthfinch.

Souces: Fred Pennic, “Healthfinch Wins Allscripts Open 
App Challenge with RefillWizard App,” Health IT Consultant 
(August 21, 2013), www.hitconsultant.net. Timathie Leslie et al.,  
“What’s Ahead for EHRs: Experts Weigh In,” California 
HealthCare Foundation (February 2012), www.chcf.org.

http://www.hitconsultant.net/2013/08/21/healthfinch-wins-allscripts-open-app-challenge-with-refillwizard-app/
http://www.hitconsultant.net/2013/08/21/healthfinch-wins-allscripts-open-app-challenge-with-refillwizard-app/
http://www.hitconsultant.net/2013/08/21/healthfinch-wins-allscripts-open-app-challenge-with-refillwizard-app/
http://www.chcf.org/publications/2012/02/whats-ahead-ehrs
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Dr. Tom Lee, cofounder of medical application developer 
Epocrates and founder and CEO of One medical Group, 
a membership-based primary care provider group, 
reported that One medical looked at the range of avail-
able EHRs and decided to build their own to support their 
primary care offices. Lee explained: “The vast majority of 
EHRs available in the marketplace required more time 
by our providers, not less. We decided to build our own 
tools engineered to support team-based care, enhance 
the patient-doctor relationship, and increase overall pro-
ductivity.” 

Patient Engagement
Providers increasingly recognize that when patients 
choose clinical practices, they are beginning to look for 
online access to their personal health information and 
to interact electronically with their providers. In 2013, in 
a survey of 319 California residents, 59% reported that 
they use their physicians’ websites several times a year to 
view their medical records.20

Kaiser Permanente embraced such patient engagement 
early on with the deployment of an online portal for its 
members, my Health manager, which is directly con-
nected to Kaiser Permanente’s EHR, KP HealthConnect. 
my Health manager is regularly regarded as setting the 
bar for personal health records (PHRs), tools for collecting, 
tracking, and sharing information about an individual’s 
health.21 Integration of PHRs with EHRs allows data and 
secure communication to be shared between consumers 
and their health care team.22

Through secure email, my Health manager patients 
can communicate directly with providers, reducing time 
spent in the office for basic visit needs. As of September 
2013, 4.4 million eligible Kaiser Permanente members 
were registered to use my Health manager and are cur-
rently using its secure features to receive test results, 
schedule appointments, refill prescriptions, and access 
health information.23

meaningful use presents providers with new challenges 
in patient engagement. Stage 1 of the meaningful use 
requirements mandates that patients have access to 
an electronic copy of their health information, while in 
Stage 2 patients must be able to view online, download, 
and transmit information about their medical records. 
Following the road map that Kaiser Permanente’s my 
Health manager offers, more and more California 

providers are meeting these meaningful use requirements 
by offering patient portals connected to their EHRs and 
are including core capabilities such as enabling patients 
to make appointments, schedule reminders, view labora-
tory results, renew prescriptions, and communicate with 
their physicians using secure messaging.

Although the majority of HIT patient engagement activ-
ity begins with the patient portal, notable initiatives are 
also seeking to place information and educational tools 
in the hands of patients.24 In this regard, one concept 
gaining favor is allowing patients to see the notes physi-
cians make about them during a visit. "As patients are 
being asked to take on more responsibility, the neces-
sary resources must be provided for them to do that," 
said Steve Downs, chief technology and information 
officer at the Robert Wood Johnson Foundation (RWJF). 
With a long history of work concerning transparency and 
patient experience, RWJF embarked upon a landmark 
study called the OpenNotes initiative.25 This study found 
not only that a large majority (77% to 87%) of patients 
believed that access to their notes was helpful but also 
that those patients who accessed their notes also took 
medications more regularly and better understood their 
diagnoses.26

California’s Progress with Patient Portals
Patient portals are being tested in communities 
across California. These tools give patients direct 
access to their electronically stored health informa-
tion, can streamline administrative functions, and 
can improve communication between patients and 
their care teams. 

Early PHR adopters such as Charles Kitzman, Shasta 
Community Health Center’s CIO, explained the 
difference between enrollees and users — patients 
need to be encouraged to visit and use the 
resource. In addition, he emphasized that mobile 
access to portals may change behavior.

“We’ve granted our patients access to their PHRs 
and are promoting it among young families, 
as immunizations are a common request,” said 
Kitzman. “Portal usage still isn’t where it should be 
— once our vendor makes a meaningful foray into 
mobile, that will make the difference.”
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at Dignity Health. ACOs are combining clinical data with 
administrative, financial, and community-based informa-
tion to better understand their patient populations and 
to identify opportunities where patient outcomes can be 
improved and costs can be reduced.27

Even those providers who do not currently participate in 
programs that share risk with the payer acknowledge that 
the need to build population health capabilities is para-
mount. Organizations are initiating programs to gather 
not only what they know about their patient popula-
tions but also what they need to know but do not. Some 
providers are starting by identifying their most complex 
patients and their most frequent customers to better 
address these patients’ care needs and to efficiently 
deploy resources. Others are using decision support 
tools within the EHR to flag observations that may iden-
tify healthy patients who may be at risk.

In January 2013, the Department of Veterans Affairs 
(VA) included clinical notes in their personal health 
record,  giving veterans in California and nationwide 
access to their outpatient primary care and specialty visit 
notes, discharge  summaries, and emergency depart-
ment visit notes.  VA Entrepreneur in Residence Doug 
Trauner spoke about the  importance of having clini-
cal notes available for patient and caregiver viewing in 
the VA’s patient engagement strategy: “Our experience 
has been that  providing access to a patient’s record 
through OpenNotes and Blue Button (a website ‘button’ 
allowing users to access health information online) is criti-
cal to building trust and increasing patient involvement 
in their care. Providing improved patient access through 
initiatives like OpenNotes and Blue Button is a critical 
component to the overall VA strategy."

Providers are also experimenting with patient-empow-
ering programs such as mobile and remote monitoring 
technologies that record online data such as blood pres-
sure, weight, and the number of daily steps walked for 
patients in chronic disease management and weight loss 
programs. However, Bill Spooner, senior vice president 
and CIO of Sharp HealthCare, offered words of caution: 
“mobile and remote monitoring are promising but lack an 
integrated look and embodiment into the provider work-
flow. The mobile data recorded are not accessible in the 
EHR.” Also, those providers working to integrate patient 
data collected by mobile phones and other devices into 
their EHRs are spending considerable time and resources 
doing so, working with vendors individually because 
standard data formats and preferred communication pro-
tocols are not mature. 

Population Health
The ACA offers providers incentives to use HIT sys-
tems to improve population health outcomes, including 
enhanced care coordination. One aspect of these 
population-centered efforts is the promotion and imple-
mentation of ACOs, which give providers incentives 
to take responsibility for their patients’ outcomes — a 
change in perspective and workflow compared to the 
traditional model of treating a patient as a point-in-time 
encounter. 

“The transition to gaining a population view and meeting 
the needs of our patients who are not actively seeking 
care is happening much faster than we ever imagined,” 
said Rich Roth, vice president of strategic innovation 

Partnership Health Plan:  
Complex Care Management Project
A pilot program by Partnership Health Plan of Cali-
fornia is yielding early positive results in reducing 
costs while improving care for some of the program 
region’s most chronically ill, and thus most expen-
sive, patients. The project, at West County Health 
Centers (western Sonoma County) and Santa Rosa 
Community Health Centers, initially focused on 100 
medi-Cal patients, who were identified as the most 
expensive to treat due to chronic illnesses, frequent 
emergency room visits, high readmission rates, and 
difficult-to-improve health outcomes.

At the West County centers, patients are assigned 
to a primary care team, typically consisting of a 
nurse, behavioral health professional, and patient 
navigators. Nurses conduct home visits and “very 
intensive” patient intake evaluations to determine 
what health challenges these patients may experi-
ence. With this information, the team of providers 
works intensively with the patients to improve health 
outcomes. The Santa Rosa centers assign patients 
to one nurse practitioner, with a strong focus on 
home care.

“We are seeing results,” stated Dr. Robert moore, 
Partnership Health Plan’s CmIO, “however, the 
financial analysis is detailed and requires additional 
work to ensure we are able to measure improve-
ments over time.” 
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significant barrier in achieving new payment models that 
rely on providing seamless care transitions.”

As no changes are anticipated to the incentive pay-
ment eligibility standards of the EHR meaningful use 
programs, ONC has guided states to use enhanced 
medicaid  Federal medical Assistance Percentages 
(FmAP) provided through HITECH (at a 90:10 matching 
level) to support HIT activities, including efforts tied to 
EHR adoption and support and HIE.28 California is just 
beginning to take advantage of these stimulus funds. As 
of December 2012, the California Department of Health 
Care Services (DHCS) received approval for $13 million in 
this funding to support a broad range of activities, includ-
ing stakeholder engagement, administration of incentive 
payments, and audit and oversight.29 These and other 
federally sponsored funding mechanisms may prove to 
be a significant contributor as California looks to help 
close the gap in its HIT funding needs. 

As HITECH and its meaningful use incentive programs 
wind down in the coming years, it is important for policy-
makers and regulators to explore the use of contracting, 
licensing, and other regulatory means to encourage 
investment in HIT capabilities. “We need ongoing 
mechanisms to guide certain floors of technology capa-
bility that allows providers to be able to do what they 
want to accomplish but be flexible in how they do it,” 
recommended micky Tripathi, president and CEO of 
the massachusetts eHealth Collaborative and chair of 
the Information Exchange Workgroup of the HIT Policy 
Committee. “For example, the EHR certification process 
may be enhanced to include minimal functionality that 
supports payment and delivery reform efforts.”

Safety-Net Support in Preparation for 
Health Reform
California purchasers and providers are well on their way 
to testing and adopting new payment mechanisms that 
move away from traditional fee-for-service reimburse-
ment. The bulk of these activities are occurring in the 
commercial and medicare sectors. Although there is 
active discussion among policymakers, providers, and 
advocates to also shift from visit-based reimbursement in 
the safety net, these changes are expected to lag behind.

In the absence of new payment models for the safety net 
that account for and incorporate HIT adoption and use, 

What’s ahead for HIT in 
California
To maintain its progress in HIT adoption and use, 
California must address several issues:

$$ Gaps in incentives for EHr implementation. many 
providers need financial and technical assistance in 
implementing EHRs and advancing beyond initial 
meaningful use requirements. If they do not receive 
such help, they may fail to achieve payment and 
delivery reform.

$$ Volume-based reimbursement does not reward 
the provision of quality care. Public hospitals,  
health centers, and other community providers  
lack payment models that offer a financial incentive 
for significant investment in their technology  
infrastructures.

$$ Slow progress in HIT innovation. HIT functionality 
has not adapted at the pace of technology in other 
industries. EHRs must evolve or be replaced. 

$$ Changes in leadership. The state requires sustained 
HIT leadership to coordinate the multiple private and 
public efforts that are moving forward as California 
health reform takes shape.

Gaps in EHR Incentive, Certification, 
and Technical Assistance Programs
A number of providers need assistance implementing 
EHRs and other HIT innovations. The budgets and pro-
cesses of many providers simply cannot bear the brunt of 
the impact of health reform alone — they will need the 
help of the combined efforts of the technology indus-
try, health care organizations, and government leaders. 
To the extent they do not receive such assistance, they 
will remain unable to share electronic patient information 
with others along the care continuum. Also, behavioral 
health providers, long term care facilities, skilled nurs-
ing facilities, and certain other providers are not eligible 
for HITECH meaningful use incentives and related tech-
nical assistance programs and so are slipping through 
the cracks of HIT-enabled innovation. Ann Boynton, 
CalPERS’s deputy executive officer of Benefit Programs 
Policy and Planning, said, “HITECH ignored most criti-
cal skilled nursing and interim care facilities, resulting 
in an enormous disconnect between the acute site and 
rehabilitative care. This disconnect may prove to be a 
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Information Set (HEDIS) and that reward performance. 
“Unlike our patient-centered medical home efforts,” said 
Northeast Valley Health Corporation’s Richard Seidman, 
“with the LA Care P4P program, we can make a busi-
ness case to invest in health IT that furthers our quality 
efforts. There is a direct financial link to our achievements 
in population health.”

Further Development of the EHR
Changes in payment and care delivery require EHRs to 
be able to quickly and efficiently support new processes, 
functionality, and reporting demands. Sean Nolan, dis-
tinguished engineer and chief architect at microsoft 
Health, emphasized the importance of introducing third-
party applications to develop content-rich solutions: 
“Other industries have adopted large-scale, cross-
industry platforms to support web-based applications. 
EHRs could serve a similar role and act as a standard 
and secure ‘patient relationship’ hub.” Nolan pointed 
to the work being funded by ONC, the Substitutable 
medical Applications, Reusable Technologies (SmART) 
platform project, as a promising initiative to follow. By 
defining an application programming interface that con-
sistently presents well-specified data, SmART aims to 
enable organizations to introduce applications from dif-
ferent vendors to their EHR platform without additional 
software programming, and as a result create a broad 
market for application developers across multiple sys-
tems. One of the first applications launched through 
the SmART project is Blood Pressure Centiles, in use at 
Boston Children’s Hospital to correctly calculate a child’s 
blood pressure percentile. The application successfully 
runs with the Cerner EHR and receives several hits by 
providers per week.

As interoperability improves and new ideas are devel-
oped, it will be important to bring together technologists 
and providers to ensure that these ideas are harnessed 
efficiently. Innovation centers such as those started by 
Kaiser Permanente; the University of California, San 
Francisco; and the University of California, Los Angeles; 
are proving helpful in introducing new applications for 
both EHRs and legacy clinical information systems. The 
recently launched Innovation Center for the Safety Net, 
a joint effort of the Center for Care Innovations and 
the California HealthCare Foundation, aims to provide 
a venue in which safety-net organizations can test new 
ideas and products and to rapidly move ideas from pilot 
to implementation. 

there is opportunity to explore federal programs that 
support HIT investments and prepare safety-net provid-
ers for care delivery and payment changes. 

Access to federal funding programs requires strong lead-
ership and participation from state health care officials. It 
will be important for plans, providers, and state leaders 
to work together to maximize these funding opportuni-
ties. For example, as the state plans for Section 2703 of 
the ACA to support health homes for medi-Cal enroll-
ees, identifying how to pay for required technology 
infrastructure, training, and practice transformation must 
be addressed. Exploring how to include these expenses 
in monthly medi-Cal payments may be one approach. 
Other approaches may include building upon other 
grant or payer-sponsored programs, or adjusting pay-
ments based on the levels achieved through National 
Committee for Quality Assurance patient-centered medi-
cal home programs.30

In addition, pay-for-performance (P4P) programs that are 
dominant in some areas may be expanded as they con-
tinue to play a significant role in providing incentives for 
performance improvement and quality outcomes. P4P 
programs, such as those sponsored by LA Care Health 
Plan and Partnership Health Plan, are helping participat-
ing safety-net providers adopt HIT. The programs aim 
to establish a link between quality and performance 
by establishing comprehensive measure sets that are 
consistent with the Healthcare Effectiveness Data and 

The Digital Divide
HITECH meaningful use incentives have helped in 
the initial purchase of EHRs but the needed continu-
ing expense for upgrades, training, and workflow 
enhancements are generally left uncovered. Without 
a clear mechanism for safety-net providers to 
access funds for both upfront capital and ongo-
ing expenses, the possibility of a growing “digital 
divide” exists between commercial providers and 
the safety net. As expressed by the governor’s 
Health IT Finance Commission in 2008, there is 
concern among policymakers that “Health IT costs 
and other implementation complexities will result in 
‘haves’ and ‘have-nots’ that disadvantage vulnerable 
populations who rely upon safety-net providers and 
public programs for their health care.” 
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Conclusion
The HIT landscape in California reflects the recent surge 
in efforts to more closely align HITECH meaningful use 
and health reform under the ACA. HITECH meaningful 
use incentives are at the center of many providers’ cur-
rent HIT efforts, with the meeting of Stage 1 benchmarks 
of highest priority and Stage 2 and Stage 3 close behind. 
Likewise, the ACA is compelling health care organiza-
tions to re-evaluate business processes and to make 
ongoing improvements to prepare for and participate in 
reform efforts. HIT planning and investment is essential 
to support new models of care delivery and payments, 
to measure success, and to build trust and transparency 
with patients. 

Health care requires both public and private sector 
accountability and cooperation. This accountability and 
cooperation will be crucial with medicaid expansion and 
with the launch of Covered California. Although several 
public and private organizations across the state are 
already leading the way, additional collaboration will 
be needed to apply research and to take advantage of 
shared experiences through peer learning, convening, 
and other modes of communication. Importantly, state 
HIT leadership will need to guide the system through this 
transition, as myriad federal, state, and privately funded 
programs will demand close attention so that California 
can continue to lead in transforming an industry through 
technological development.

Bolstering HIT Leadership
Transforming health delivery in California will require a 
multi-stakeholder effort, with state leadership setting 
specific goals and anticipated outcomes. One element 
of this effort is Governor Jerry Brown’s and the California 
Department of Health and Human Services Secretary 
Diana Dooley’s may 2012 appointment of the Let’s Get 
Healthy California Task Force to develop a 10-year plan 
to make Californians healthier. The task force published 
a report in December 2012 that lays out a vision for 
health reform, recommending changes to payment and 
care delivery systems and acknowledging HIT as a key 
enabler.31 The report also serves as a starting point for a 
State Innovation model planning grant from the Centers 
for medicare & medicaid Services (CmS).32 California will 
submit its model plan in early 2014, and if approved, 
embark on a multi-year innovation program that paves 
the path toward reform.

The California Health and Human Services Agency has 
agreed to implement and oversee the anticipated CmS 
Innovation model grant, creating an opportunity to reig-
nite the state’s HIT leadership. much of the state’s recent 
focus has been on completing its HIE cooperative agree-
ment with ONC, which is scheduled to end in early 2014. 
In concert with the state’s renewed health reform efforts, 
California policymakers and regulators should work 
together to chart its corresponding HIT path. In addition 
to the need to identify and secure funds to support wide-
scale HIT adoption, California will look to state and local 
leaders to provide the necessary coordination, oversight, 
and policy changes required to accomplish these ends:

$$ Strengthen the safety net’s HIT capabilities to ensure 
that vulnerable populations and the underserved are 
not left behind in a digital divide.

$$ minimize reporting and other administrative require-
ments while meeting the need for transparency and 
supporting consumer decisionmaking.

$$ Facilitate safe, secure, and standardized data 
exchange.

$$ Advance a research agenda to determine if and 
how technology-enabled clinical practices can best 
advance value-based approaches to health care 
delivery and financing.

$$ Accelerate and provide incentives for innovation, 
ensuring that California produces fresh ideas and 
solutions concerning its health care system.
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