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Adoption Of Health Information Technology In
Community Health Centers: Results Of A
National Survey
Investing in health centers’ health IT capacity is a valuable strategy for
reducing health disparities.

by Alexandra E. Shields, Peter Shin, Michael G. Leu, Douglas E. Levy,
Renée Marie Betancourt, Dan Hawkins, and Michelle Proser

ABSTRACT: To the extent that health information technology (IT) improves health care
quality, differential adoption among providers that serve vulnerable populations may exac-
erbate health disparities. This first national survey of federally funded community health
centers (CHCs) shows that although 26 percent reported some electronic health record
(EHR) capacity and 13 percent have the minimal set of EHR functionalities, CHCs serving
the most poor and uninsured patients were less likely to have a functional EHR. CHCs cited
lack of capital as the top barrier to adoption. Ensuring comparable health IT capacity
among providers that disproportionately serve disadvantaged patients will have increasing
relevance for disparities; thus, monitoring adoption among such providers should be a pri-
ority. [Health Affairs 26, no. 5 (2007): 1373–1383; 10.1377/hlthaff.26.5.1373]

E
s t i m at e s o f health information tech-
nology (IT) adoption differ as a result
of variable definitions, sampling tech-

niques, and data quality; however, the broad
consensus is that health IT—and electronic
health records (EHRs) in particular—can
greatly improve health care quality, safety,
and efficiency.1 The potential to reduce health
disparities also has been frequently noted.2

At least one recent study has documented sig-
nificant quality improvements achieved by
community health centers (CHCs) through
the use of electronic patient registries.3 New
federal initiatives have also emphasized the
critical role of health IT in realizing the future
potential of genomic medicine to improve clin-
ical care.4 Recent analyses report adoption
rates ranging from 9 percent to 24 percent, de-
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pending on the level of functionality achieved,
and a recent environmental scan placed the
best estimate of EHR adoption among physi-
cians at 17 percent in 2004.5

Enhanced health IT capacity—and EHRs
in particular—may indeed provide new lever-
age points for addressing health disparities,
but this will occur only if patients from tradi-
tionally underserved groups have access to the
clinical benefits associated with health IT.
Conversely, slower adoption of health IT–
enhanced health care among providers of care
to historically underserved populations could
exacerbate existing health disparities.6

� CHCs’ patient population. CHCs are
important safety-net providers.7 For more than
forty years, they have provided medical, dental,
and behavioral health care for low-income
people, uninsured people, migrant farmers, the
homeless, and others in need of medical assis-
tance.8 Nearly two-thirds of CHC patients are
racial or ethnic minorities, and 30 percent are
not fluent in English.9 Nationally, CHCs serve
more than sixteen million patients, including
one in four people with family incomes at or
below the federal poverty level, one in seven
who are uninsured, one in nine Medicaid bene-
ficiaries, one in ten minorities, and one in nine
rural residents.10

CHCs’ mission is reflected in their disad-
vantageous payer mix and poor revenue
streams. Three-quarters of their patients are
uninsured or covered by Medicaid, and their
current average operating margin is less than 1
percent, leaving them poorly equipped to
make substantial capital investments.11 Since
1999, the number of patients served by CHCs
has increased more than 50 percent.12

� CHCs and health IT. Data on health IT
adoption among CHCs are limited. The Com-
munity Clinics Initiative (CCI) has conducted
four assessments of health IT capacity—in-
cluding EHRs, patient registries, practice
management systems, networks and connec-
tivity, hardware, software, and staffing—
among California health centers and clinics
since 2000. Although these reports are not
peer-reviewed, results show a growth in the
number of health centers and clinics that have

or are planning to implement an EHR from 12
percent in 2000 to more than 50 percent in
2006.13 A 2005 qualitative study of seven
health center networks identified as being
CHC leaders emphasized the role of networks
in facilitating access to health IT, as well as the
importance of understanding the relationship
between clinical and administrative health IT
applications and involving clinicians in all
phases of EHR implementation.14 These initial
efforts provide insights into challenges faced
by CHCs in developing health IT capacity;
however, no national study has addressed
CHCs’ health IT adoption rates. This study
provides the first national assessment of cur-
rent health IT capacity and EHR adoption
rates among this important group of safety-net
providers and identifies key barriers to EHR
adoption.

Study Data And Methods
� Data. This survey was conducted

among the universe of health centers that were
federally funded as of July 2005 and reported
data to the Bureau of Primary Health Care’s
(BPHC’s) Uniform Data System (UDS) in
2004 (N = 914). Because one of our goals was
to assess the rate of health IT adoption among
CHCs relative to primary care physicians, we
used existing, well-tested items from the 2006
National Ambulatory Medical Care Survey
(NAMCS) survey instrument to assess rates of
EHR adoption, capacity with respect to spe-
cific functionalities, and use of electronic bill-
ing.15 Survey items addressing barriers to
health IT adoption were adapted from the
Medical Group Management Association
(MGMA) Center for Research survey of health
IT, and health IT staffing patterns were
adapted from the CCI survey instruments.16

Additional items were developed de novo with
input from health center directors serving on
the HIT Adoption Working Group of the Na-
tional Association of Community Health Cen-
ters (NACHC). The draft survey instrument
was reviewed by representatives from the
Agency for Healthcare Research and Quality
(AHRQ) and the Health Resources and Ser-
vices Administration (HRSA), as well as by
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experts in the field.
Data collection was conducted over a

three-month period, from March to May 2006.
Surveys were completed by the executive di-
rectors of the CHCs or designated staff (most
often the medical director or dedicated IT per-
sonnel). Surveys were mailed and e-mailed to
all CHC directors. Follow-up e-mail remind-
ers and telephone calls were made, and re-
spondents were given the option of complet-
ing the survey on paper or electronically. For
CHCs with multiple sites, respondents were
asked to report the status of health IT adop-
tion for their primary site.17 Data from the re-
turned surveys were double-entered, checked
for systematic errors during routine data
cleaning, and linked by unique provider iden-
tification number to the 2004 UDS data file.
This protocol was approved by the institu-
tional review board of the Massachusetts Gen-
eral Hospital (MGH).

� Measures of health IT adoption. We
included two measures of health IT adoption
in our analysis. The first measure, drawn from
the 2006 NAMCS questionnaire, asked re-
spondents, “Does your health center use elec-
tronic medical records (not including billing
records)?” with available responses of “yes, all
electronic”; “yes, part paper and part elec-
tronic”; “no”; and “don’t know.”18 Respondents
reporting a full or partial EHR were further
asked to describe the specific functionalities of
their EHR system.

Our second measure, which is the primary
dependent variable for this analysis, was con-
structed from the 2006 NAMCS item report-
ing specific health IT functionalities. Follow-
ing the recommendations of the Expert
Consensus Panel of the HIT Adoption Initia-
tive of the Office of the National Coordinator
for HIT, we defined the minimal set of
functionalities deemed to constitute a “func-
tional EHR” in 2006 as including patient de-
mographics, computerized orders for pre-
scriptions, computerized orders for tests and
lab results, and clinical notes.19 We also in-
cluded several measures of other health IT ca-
pacities, including maintenance of disease-
specific registries, patient registries funded

through HRSA’s Health Dispar ities
Collaboratives, having a dedicated IT staff per-
son, and plans for installing a new EHR system
or replacing an existing system within the
next three years.

� CHC characteristics included in the
analysis. In logistic regression analysis using
“functional EHR” as the dependent variable,
we included several additional CHC charac-
teristics derived from the 2004 UDS data file
as control variables. Geographical information
included urban or rural location and census re-
gion. Health center size was characterized by
number of patients served and number of
health care delivery sites operating under fed-
eral health center grants. Health centers’ fi-
nancial characteristics included the ratio of
their revenues to costs, patients’ insurance sta-
tus (privately insured, Medicaid, Medicare,
and uninsured), and the proportion of patients
enrolled in managed care. Health center grant-
ees were further characterized by federal fund-
ing status as CHC grantees, homeless centers,
migrant health centers, school-based clinics,
and other types.

Health center personnel characteristics in-
cluded the number of full-time-equivalent
(FTE) physicians in family practice, general
medicine, internal medicine, obstetrics/gyne-
cology, or pediatrics; nurse practitioners, phy-
sician assistants, and certified nurse midwives;
and laboratory or radiology technicians. Char-
acteristics of the patient populations served by
CHCs included patients’ self-identified race/
ethnicity, family income, and age distribution.
Assessment of family income was available for
74 percent of CHC patients nationally. There
was no association between percentage of pa-
tients for whom family income was unknown
and a health center’s EHR adoption status.
Variables indicating the proportion of patients
below poverty served by CHCs were based on
all patients for whom family income was
known.

� Final sample. Our final sample ex-
cluded fifty-five health centers that received
only migrant, homeless, school-based, or pub-
lic housing grants and no federal CHC funding
through the Section 330 grant program. Thus,
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the regression model includes a final sample of
672 health centers. Logistic regression analysis
comparing respondents to nonrespondents on
all variables included in our final model were
conducted using the full UDS 2004 data file
and gave us no evidence of response bias. Ex-
cept as noted above, there were no missing
data for items used in this analysis. All analyses
were conducted using Intercooled Stata 9.2.20

Study Results
� Characteristics of re-

spondent CHCs. The final
study population included
725 CHCs, reflecting a re-
sponse rate of 79.5 percent.
The majority of these CHCs
served more than 10,000
unique patients in 2004. On
average, 72 percent of CHC
patients were either uninsured or on Medicaid
(Exhibit 1). Only 17 percent were privately in-
sured, and only 7 percent were Medicare pa-
tients. Approximately 17 percent of CHC pa-
tients were enrolled in managed care, and, on
average, more than half of CHCs nationally
have a revenue-to-cost ratio less than 1. More
than half of all CHC patients have family in-
comes below the federal poverty level; approx-
imately 60 percent are from racial/ethnic mi-
nority communities.

� Health IT capacity among CHCs. Na-
tionally, almost nine-tenths of CHCs maintain
at least one disease-specific registry, four-
fifths maintain patient registries as part of
HRSA’s Health Disparities Collaboratives,
three-fifths have a dedicated IT staff person,
and three-fifths report having plans to install a
new EHR system or replace an existing EHR
system within the next three years (Exhibit
1).21 Approximately one-fourth of CHCs report
having at least some EHR capacity. Among
those that have a full or partial EHR, virtually
all have patient demographics electronically,
85 percent have computerized orders for pre-
scriptions, 83 percent have electronic clinical
notes, 71 percent have computerized orders for
tests, and 71 percent have computerized lab re-
sults (Exhibit 1).

Although one-fourth of CHCs reported
having either full or partial EHR, only 13 per-
cent have the minimum set of functionalities
defined by the national HIT Adoption Initia-
tive (Exhibit 2). Less than two-thirds of those
who reported that they have a full EHR and
only about half of those reporting that they
had a partial EHR met these minimal criteria.

� Factors associated with having a
functional EHR. In the bivariate analyses of
health center location, size, financial charac-

teristics, and patient mix, fac-
tors significantly associated
with having a functional EHR
included the number of pa-
tients served (p = 0.012),
number of FTE providers (p =
0.02), and having a dispro-
portionate share of Latino pa-
tients (p = 0.025).

In multivariate analyses, patient-mix char-
acteristics emerged as the primary driver of
EHR adoption. Controlling for location (re-
gion, urban/rural location), size (number of
unique patients served, number of sites), med-
ical personnel (number of physician, mid-level,
and technical staff per patient), payer mix
(proportion of patients who are privately in-
sured, Medicaid, Medicare, or uninsured),
percentage of patients enrolled in managed
care, revenue-to-cost ratio, and patient demo-
graphic characteristics (age, race/ethnicity,
family income), CHCs serving a dispropor-
tionate number of uninsured patients or pa-
tients with family incomes below the poverty
level were significantly less likely (p = 0.01) to
have a functional EHR (Exhibit 3). Specifi-
cally, health centers serving a greater propor-
tion of uninsured patients (above the median)
had only 47 percent the odds of having a func-
tional EHR compared to centers whose unin-
sured patient distribution was below the me-
dian. Centers ranking above the median in
proportion of patients with family incomes be-
low the federal poverty level had only a 44 per-
cent odds of having a functional EHR com-
pared to those serving fewer patients in
poverty (Exhibit 3).

� Barriers to health IT adoption. To
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better understand the primary barriers to
health IT adoption among CHCs, we asked
those 633 CHCs that did not have a functional
EHR to rate the importance of several poten-
tial barriers (Exhibit 4). Nine-tenths of re-

spondents noted the lack of capital to invest in
EHRs as an important or very important bar-
rier to adoption, four-fifths cited the inability
to integrate the EHR with the center’s current
billing or claims submission system, and three-
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EXHIBIT 1
Characteristics Of Community Health Center Sample, 2004

Health center characteristics Distribution of characteristics (%)

Geographic region
Northeast
Midwest
West
South

20
18
28
34

Revenue-to-cost ratio
0.0–0.8
0.8–1.0
>1.0

9
49
42

Patient distribution by payer
Private insurance
Medicaid
Medicare
Uninsured
Other

17
31

7
41

4

Patient characteristics

Family income
Below federal poverty level
100%–200% of federal poverty level
More than 200% of federal poverty level
Unknown

52
16

7
26

Race and ethnicity
White
Black
Asian
Native American
Latino
Unknown

43
21

3
2

25
6

Health IT characteristics

Self-reported EHR adoption
No EHR
Full EHR
Partial EHR (part paper and part electronic)

75
9

16

EHR functionalities
Electronic patient demographics
Computerized orders for prescriptions
Computerized orders for tests
Electronic lab results
Electronic clinical notes

24
21
17
18
20

Maintains one or more disease-specific registries
Maintains patient registries as part of HRSA’s Health

Disparities Collaboratives
Has dedicated health IT staff person
Has plans for installing new EHR or replacing system within three years

86

80
59
60

SOURCE: Derived from the authors’ analyses.

NOTES: IT is information technology. EHR is electronic health record. HRSA is Health Resources and Services Administration.



fourths cited concerns about the loss of pro-
ductivity or income during the transition.

Discussion
We assessed the rate of EHR adoption and

identified barriers to EHR adoption among the
universe of federally funded CHCs. Nationally,
only 13 percent of CHCs have an EHR that
meets minimal federal standards of functional-
ity. Although the 2006 NAMCS physician data
are not yet available to allow for direct com-
parison, analyses of the 2005 NAMCS data es-
timated that 9 percent of office-based physi-
cians had a functional EHR in 2005, using
these same criteria.22 Approximately 40 per-
cent of physicians in the NAMCS sample are in
solo practice, which makes comparisons with
CHCs at this level less useful. The majority of
CHCs fall in the range of having six to ten pro-
viders, including both physicians and mid-
level personnel. In this range, CHCs in 2006
lagged slightly behind physician practices in
2005 with respect to EHR adoption.

� Importance of patient mix. Although
our data show the same significant linear rela-
tionship between size and EHR adoption as
the 2005 NAMCS data in bivariate analyses
(Exhibit 5), multivariate analyses demon-
strated that patient-mix characteristics are
the most important factors in understanding
EHR adoption rates among CHCs. CHCs’

high proportion of uninsured and poor pa-
tients reflects their fragile revenue streams
and financial vulnerability, as well as the in-
creased complexity of the patients they serve.
CHCs that serve the highest proportion of
poor and uninsured patients, and thus have
comparatively lower third-party revenues, are
significantly less likely to have an EHR system.
This central finding should surprise no one,
given the substantial costs associated with the
adoption of EHR systems, including hardware
and software evaluation and implementation,
staff training, and ongoing operational sup-
port.23 These findings are punctuated by the
fact that 91 percent of health centers without
an EHR system cite lack of capital as the most
important barrier to adoption.

� Dependence on public financing.
Health centers’ heavy financial dependence on
public grants and Medicaid payments, which
in combination account for nearly 70 percent
of all operating revenues, means that public fi-
nancing for health IT adoption and operational
support effectively will determine the extent
to which these providers and their patients are
able to benefit from these technological ad-
vances. Roughly half of all CHCs report nega-
tive operating margins each year.24 Unlike
other health care providers, health centers will
not be able to shift adoption costs to private
payers, nor can they be expected to have the
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EXHIBIT 2
Self-Reported Electronic Health Record (EHR) Versus Functional EHR In Community
Health Centers, 2004

Self-reported
EHR adoption

Total reporting
Percent meeting criteria
for functional EHRNumber Percent

Total
Full EHR
Partial EHR
None
Don’t know

725
62

115
545

3

100
9

16
75
0

13
60
47
0
0

SOURCE: Derived from the authors’ analyses.

NOTES: Minimum criteria deemed to constitute an EHR include electronic patient demographics, computerized orders for
prescriptions, computerized orders for tests, electronic lab results, and electronic clinical notes. Robert Wood Johnson
Foundation, MGH Institute for Health Policy, and George Washington University, Health Information Technology in the United
States: The Information Base for Progress, 2006, http://www.hitadoption.org/downloads/annual_report_2006.pdf (accessed
3 July 2007).
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EXHIBIT 3
Factors Associated With Electronic Health Record (EHR) Adoption Among Community
Health Centers (CHCs), 2006

Health center characteristics Adjusted OR 95% CI p value

Practice setting
Rural area
Urban area

1.00
1.81 0.93, 3.54 0.08

Region
Northeast
Midwest
West
South

1.00
0.72
1.77
2.59

0.30, 1.76
0.81, 3.89
1.17, 5.71

0.48
0.15
0.02

Number of health care delivery sites
One site
2–4 sites
5–10 sites
More than 10 sites

0.49
0.60
0.69
1.00

0.18, 1.33
0.30, 1.19
0.34, 1.41

0.16
0.14
0.31

Number of unduplicated patients served annually
Fewer than 5,000 patients
5,000–10,000 patients
More than 10,000 patients

0.56
0.75
1.00

0.22, 1.42
0.37, 1.50

0.22
0.41

Providers per 10,000 patients
Above median (4.7) primary care physicians
Above median (3.1) PAs, NPs, and CNMs
Above median (0.7) lab and x-ray technicians

0.76
1.36
1.02

0.46, 1.25
0.82, 2.27
0.62, 1.66

0.28
0.23
0.95

Financial characteristics

Revenue-to-cost ratio
Less than 1
More than 1

0.86
1.00

0.53, 1.39 0.53

Patients’ insurance status
Above median (13%) privately insured
Above median (31%) Medicaid
Above median (5%) Medicare
Above median (38%) uninsured

1.09
0.97
1.60
0.47

0.57, 2.09
0.53, 1.77
0.92, 2.77
0.25, 0.91

0.80
0.91
0.09
0.03

Managed care
Above median (10%) enrolled 1.12 0.65, 1.94 0.67

Patient characteristics

Age
Above median (31%) ages 0–17
Above median (60%) ages 18–64
Above median (6%) age 65+

1.11
1.36
0.60

0.63, 1.95
0.73, 2.56
0.33, 1.12

0.71
0.34
0.11

Family income
Above median (53%) with income below 100% of poverty 0.44 0.26, 0.76 0.01

Race and ethnicity
Above median (38%) white
Above median (7%) black
Above median (10%) Latino
Above median (5%) other race

1.11
0.92
1.75
1.43

0.62, 1.96
0.49, 1.71
0.97, 3.16
0.86, 2.39

0.73
0.79
0.06
0.17

SOURCE: Derived from the authors’ analyses.

NOTES: Where applicable, health centers above the median of the distribution were compared with centers below the median.
N = 672. OR is odds ratio. CI is confidence interval. PA is physician assistant. NP is nurse practitioner. CNM is certified nurse
midwife.



level of access to private lending capital en-
joyed by providers with robust privately spon-
sored operations. This is particularly the case
for CHCs that serve the greatest numbers of
poor and uninsured patients and that lag be-
hind their peer CHCs in health IT adoption.
CHCs will need major up-front investment to
facilitate initial adoption, as well as ongoing
assistance to support IT staffing and ongoing

maintenance.
Federal and state public financing payment

rules could be augmented, with relative dis-
patch, to support both adoption and ongoing
operational costs. Such federal investment in
CHCs’ health IT capacity would need to be
above and beyond existing federal health cen-
ter program funding to avoid undermining pa-
tient care. By law, health centers’ Medicare
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EXHIBIT 4
Perceived Barriers To Electronic Health Record (EHR) Adoption Among Community
Health Centers, 2004

Perceived barrier

Percent rating
barrier important
or very important

Lack of capital to invest in EHR
Inability to integrate the EHR with practice’s billing/claim submission system
Concern about loss of productivity or income during transition to EHR system
Currently available software does not meet the health center’s needs

91
81
76
56

Inability to evaluate, compare, and select the appropriate EHR system
Added value of EHR does not justify investment
Lack of support from physicians
Lack of support from nonphysician providers

56
50
50
43

SOURCE: Derived from the authors’ analyses.

NOTE: Exhibit summarizes results for the 87 percent of health centers (N=633) that did not have an EHR at the time of the
survey.

EXHIBIT 5
Electronic Health Record (EHR) Use In Community Health Centers (CHCs) In 2006
Versus Private Practices In 2005

Percent functional EHR use

Number of providers CHC providers, 2006a NAMCS physicians, 2005

Solo
2
3–5
6–10
11 or more

3.4
7.9
9.3

14.4
21.0

4.4
6.0

10.2
16.5
20.8

SOURCE: Derived from the authors’ analyses; and C. Burt, E. Hing, and D. Woodwell, “Electronic Medical Record Use by Office-
Based Physicians: United States,” 2005, http://www.cdc.gov/nchs/products/pubs/pubd/hestats/electronic/electronic.htm
(accessed 25 June 2007).

NOTES: Both CHC 2006 and National Ambulatory Medical Care Survey (NAMCS) 2005 trends are significant (p < 0.02 and p <
0.05, respectively). These figures exclude radiologists, anesthesiologists, and pathologists.
a CHC providers include physician full-time equivalents (FTEs) and one-half mid-level practitioner FTEs. Mid-level practitioners
include nurse practitioners, physician assistants, and certified nurse midwives. Health Resources and Services Administration
(HRSA) baseline productivity standards for federally qualified health centers calculate mid-level practitioner productivity as half
that of physicians. HRSA, “Comparison of Rural Health Clinics and Federally Qualified Health Center Programs” (Sterling, Va.:
HRSA, 2006).



payments are tied to cost; thus, the propor-
tional cost of adoption and operation could be
recognized in their rates.25 Similarly, state
Medicaid programs have the authority to ad-
just health centers’ payment rates to recognize
the proportional cost of health IT adoption for
their patients.

With respect to the federal operational
grants that subsidize health centers’ opera-
tions for uninsured patients, supplementation
clearly will be needed. Although in recent
years Congress has increased financial support
for health centers, Congress to date has en-
acted no specific supplement for health IT
adoption, even though legislation passed dur-
ing the summer of 2006 in both the House and
the Senate placed special emphasis on such
adoption among safety-net providers. Most
surprisingly, perhaps, despite their federal sta-
tus and the attention focused on them by the
Bush administration since 2001, health centers
were entirely absent from the 2006 Presiden-
tial Order issued in the summer of 2006, whose
purpose was to speed health IT adoption
through federal programs.

� Promising building blocks. Neverthe-
less, there are some promising building blocks
on which to expand health IT capacity among
CHCs. Remarkably, 86 percent of CHCs main-
tain electronic disease-specific registries; 80
percent maintain an electronic patient registry
as part of the HRSA-sponsored Health Dispar-
ities Collaboratives.26 This experience pro-
vided CHCs with an initial foothold in the
world of health IT and positions them to be
leaders in demonstrating the potential of
health IT to serve as a tool for monitoring and
improving population health.27

The CCI in California has also shown that
health IT capacity among community-based
clinics and health centers can be greatly in-
creased over a short period of time with rela-
tively modest investments ($41 million in the
case of the California initiative). During six
years of funding, the initiative increased the
use of disease registries, improved and up-
dated practice management systems, and in-
creased networking and connectivity among
163 clinics and 15 regional clinic consortia.28

Kevin Fiscella and Jack Gieger have re-
cently called for substantial federal investment
in research to identify the most appropriate
models for accelerating the adoption of EHR
systems among CHCs and for providing the
necessary funding and technical support to fa-
cilitate such adoption.29 Robert Miller and
Christopher West have estimated that CHCs
will need $550 million to $1.1 billion over the
next ten years to pay for EHRs, including tech-
nical and organization assistance.30

� Health IT capacity and health dispari-
ties. Insofar as ensuring comparable health IT
capacity among providers of vulnerable popu-
lations is motivated by concern about health
disparities, investment in CHCs’ ability to im-
plement EHRs to ensure that they keep pace
with other provider groups seems wise. This
study suggests that close attention to barriers
to health IT adoption faced by that subset of
CHCs serving the greatest number of poor and
uninsured patients may be particularly impor-
tant. Studies have documented that there are
no disparities in the receipt of health services
or in health status among health center pa-
tients, even after sociodemographic factors are
controlled for.31 Further, the impact of reduced
health disparities achieved by CHCs in such
key areas as infant mortality, prenatal care, tu-
berculosis rates, and age-adjusted death rates
has been associated with a reduction in health
disparities statewide.32 These successes are
consistent with health centers’ mission to pro-
vide high-quality care that is customized to fit
the needs of the largely minority communities
they serve. Given that CHCs serve approxi-
mately 14 percent of the nation’s uninsured
people, 11 percent of Medicaid enrollees, and 10
percent of minorities, investing in expanding
CHCs’ health IT capacity seems a valuable
strategy to further reduce health disparities
for a substantial number of financially vulner-
able patients.

� Study limitations. Results of this study
must be viewed within the context of study
limitations. Survey data were self-reported
and were not audited. Interpretation of our re-
sults and our ability to place the current find-
ings in context with respect to other provider
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groups are limited by the lack of contempora-
neous published estimates for other provider
groups. The most current estimates of EHR
adoption among physicians is for 2005. Once
available, the 2006 NAMCS estimates of self-
reported EHR adoption and EHR adoption ac-
cording to recommended national standards
for minimal functionalities will provide im-
portant context. Assessment of family income
was missing for 26 percent of CHC patients
nationally; however, there is no evidence that
this biased our results. Despite these limita-
tions, this study provides the first national es-
timates of EHR adoption and barriers to adop-
tion among CHCs and useful information for
developing policies to ensure that access to im-
proved quality and safety of health care will
not be denied to those patients served by this
critical group of safety-net providers.

I
n l o o k i n g to t h e f u t u r e , it appears
that investment in health IT among CHCs
provides a real opportunity to further im-

prove the health of a sizable number of vul-
nerable patients and reduce health dispari-
ties, both now and perhaps even more so in
the anticipated future of genomic medicine.
Monitoring the diffusion of health IT among
providers that disproportionately care for
underserved populations must be a central
part of any comprehensive strategy to reduce
health disparities in the United States.
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