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Electronic health records (EHRs) are expected to bring a variety of health benefits, including
reducing disparities in health-care access, but only if they are valued by all patient populations.
We used the 2007 Health Information and National Trends Survey to characterize which health-
care users report that electronic access to their health records is important for themselves and
their providers. Respondents from populations that generally experience health-care disparities
(Blacks, Latina/os, and patients with psychological distress) were among the most likely to
report that the EHR was very important for themselves. Women were less likely than men
to deem the EHR very important for their providers. Findings remained consistent after
controlling for respondents’ socioeconomic status, health status, and health care. By
identifying the characteristics of current health-care users who see electronic access to
records as important for themselves and providers, we can better understand potential
barriers as well as motivators to adoption that could contribute to equitable usage across
groups or a digital divide.

Keywords: digital divide; electronic health records; health disparities; health information
technology

Introduction

Information and communication technologies (ICTs) have spread to nearly every industry in
modern society, with one major exception, health care. Though a relative latecomer to the Infor-
mation Age, new ICTs such as electronic health records (EHRs) are now being widely
implemented by health-care providers in the United States (DesRoches et al., 2013; Hsiao
et al., 2013), in large part spurred by the federal government’s more than $40 billion dollar invest-
ment through legislation such as the 2009 Health Information Technology for Economic and
Clinical and Health (HITECH) Act. EHRs are expected to play a key role in improving the
quality of US health care in part by facilitating information exchange and enabling better coordi-
nation of care (Buntin, Jain, & Blumenthal, 2010; Institute of Medicine [IOM], 2001; Langley &
Beasley, 2007). New ICTs that enable patients’ electronic access to health information and
medical records appear to support more active involvement in their own care and to facilitate
enhanced communication with care givers (Delbanco et al., 2012; Ralston, Revere, Robins, &
Goldberg, 2004; Reti, Feldman, Ross, & Safran, 2010; Walker et al., 2011).
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While the benefits of health ICTs like EHRs are becoming clear, we do not know whether
those benefits will be equitably distributed across the population or result in a digital divide for
health technologies. Recently, the National Healthy People 2020 objectives recommend using
‘health information technology to improve population health outcomes and health care
quality, and to achieve health equity’ (US Department of Health & Human Services, 2012,
emphasis added). However, the use of new information technologies by some groups but not
others, i.e. the ‘digital divide’ (Mossberger, Tolbert, & Stansbury, 2003; Norris, 2001; Ono &
Zavodny, 2008), can lead to subsequent inequality in the resources and skills created by
those technologies, i.e. a ‘second-level digital divide’ (Hargittai & Hsieh, 2013). That is, the
digital divide focuses on differences across groups in effective use of computers, mobile tech-
nologies, and the Internet, for communication and information (Rochet, 2007). For example,
racial and ethnic minorities, those with lower education, and older people have lower access
to information technology and also have lower computer literacy (Chang et al., 2004; Fox,
2011). If the digital divide in ICTs also exists for health ICTs, it means not only will they
not facilitate achieving health equity, but may indeed exacerbate existing disparities in health
and health care.

Studies among specific cohorts of patients have found some evidence of different rates of
enrollment and use of health ICTs across groups (Goel et al., 2011; Mesch, Mano, & Tsamier,
2012; Roblin, Houston, Allison, Joski, & Becker, 2009; Sarkar et al., 2011). Given that disparities
in health-care access already exist in the United States, particularly by race/ethnicity (LaVeist,
Isaac, & Williams, 2009; Whetten et al., 2006), and also among disease and disability groups
such as those with mental health disorders (Kessler et al., 2005; Ye & Shim, 2010; Young,
Klap, Sherbourne, & Wells, 2001), it is not clear whether new ICTs will replicate existing dispar-
ities in health care or offer a means to reduce disparities by enabling alternative tools for accessing
care. If inequality in the offline world translates into differential resources online that affect health
over time, new technologies like EHRs could further exacerbate health disparities across groups,
consistent with theories about the diffusion of innovations that sustain the fundamental social
causes of health (Link & Phelan, 1995), as well as patterns of digital divide (Hargittai &
Hsieh, 2013).

While studies of patient cohorts who use health ICTs are important (and reviewed in more
depth in the next section), they not only are limited to particular providers and regions, but
they also fail to reveal people’s opinions about such tools more generally. Though it may
be the case that usage of health ICTs indicates perceived importance and value of such
tools, non-usage cannot be assumed to indicate perceived unimportance because many
factors, including attitudes and beliefs about technology, affect access to and use of ICTs
(Karahanna, Straub, & Chervany, 1999; Norris, 2001; Ono & Zavodny, 2008). A vast research
literature (described briefly below) documents disparities in health care by race and ethnicity,
and also gender, and such factors may similarly affect utilization of health ICTs. In order to
better understand possible group differences in health ICTs, we examine a nationally represen-
tative sample of health-care users’ opinions about the importance of electronic access to health
records for themselves and for their providers. We examine these attitudes in a national survey
from prior to the period of increased attention and investment in EHRs across the United
States (i.e. prior to the HITECH Act). Findings of how socio-demographic factors, particularly
race/ethnicity and gender, as well as health status and health care, are associated with opinions
about the importance of electronic access to records, prior to widespread implementation of
EHRs, may help shed light on the factors associated with support of, and possibly barriers
to, the use of EHRs. Given that ICTs in health care could provide tools to expand access
to care, or alternatively, to exacerbate disparities, it is important to understand how to
ensure equitable access to these tools.
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Disparities in health care

The 2002 Institute of Medicine (IOM) Report Unequal Treatment documented that Blacks and
other minorities receive fewer and less optimal health-care services compared with Whites
(Smedley, Stith, & Nelson, 2002). Blacks and Hispanics are less likely than non-Hispanic
White patients to receive intensive treatments such as cardiac procedures (Epstein et al., 2003),
and knee and hip arthroplasty (Skinner, Weinstein, Sporer, & Wennberg, 2003), as well as some
preventative services, such as influenza vaccines (Fiscella, 2005; Herbert, Frick, Kane, &
Marshall, 2005) and cancer screening (Schneck, Klabunde, & Davis, 2006; Swan, Breen,
Coates, Rimer, & Lee, 2003). Inequalities in health care have also been found by gender (Bird
& Rieker, 2008) in which women are less likely than men to receive recommended tests and
treatments for heart disease (Mark, 2000). In contrast, women are more likely than men to have
doctor visits and to have contact with a general practitioner (Bertakis, Azari, Helms, Callahan,
& Robbins, 2000; Xu & Borders, 2003). Some disparities in care can be explained by barriers
to access due to socioeconomic and health insurance status (Betancourt, 2006; James, Thomas,
Lillie-Blanton, & Garfield, 2007), but others stem from aspects of the health-care system. For
example, minority group members are less likely to have a physician as a usual source of care
(Collins et al., 2003; Gaskin et al., 2007). It is important to take such factors into account when
examining health-care services, including not only utilization but also attitudes about services
such as the perceived importance of electronic access to medical records, as done in this paper.

Health ICTs and disparities

Surveys find that many people desire online access to their medical records and e-mail communi-
cation with clinicians (Markle Foundation, 2011; Walker et al., 2011), and both the public and
physicians believe that it is important for doctors to share information electronically to better
coordinate care (Markle Foundation, 2011). Yet a number of studies among specific cohorts of
patients find evidence of disparities in the enrollment and use of health ICTs that enable electronic
access to medical records (Goel et al., 2011; Roblin et al., 2009; Sarkar et al., 2011). Roblin et al.
(2009) found that Black patients in Kaiser Permanente were less likely than White patients to
enroll in a patient portal that allowed them electronic access to their medical records. Similarly,
Goel et al. (2011) found that both Blacks and Latina/os were less likely than Whites to enroll in
patient portals. In the same study, Goel et al. (2011) found that women were somewhat more
likely than men to use the portal after enrollment to seek advice from their providers; however,
there was no gender difference in enrollment rates. In a study of usage among patients already
enrolled in an electronic portal, Sarker et al. (2011) found that Black and Latina/o patients
were significantly less likely than Whites, and women were less likely than men, to use the
portal. Tenforde, Nowacki, Jain, and Hickner (2012) also found that among portal enrollees at
the Cleveland Clinic, women were somewhat less likely than men to use a portal.

While such patient cohort studies offer important findings about current patients who enroll or
use electronic portals, they tell us only about patients from specific practice groups and geo-
graphic regions. As such, these studies fall short of characterizing how groups across the popu-
lation think about the importance of electronic access more generally. These studies also control
for only limited patient characteristics rather than the spectrum of relevant factors that have been
found to be associated with health-care disparities, and thus may also affect opinions. One of these
is health status. For example, in some studies of online health information seeking, online infor-
mation seekers were more likely than offline seekers to self-report excellent or good health status
(Cotten & Gupta, 2004). Conversely, other studies find a positive association between online
health information seeking and poor health (Drentea, Goldner, Cotten, & Hale, 2008; Houston
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& Allison, 2002). In a study by the Pew Internet and American Life project, those with chronic
diseases report lower rates of Internet access overall, but among those who have Internet access
those with chronic diseases are more likely to seek out health information online and to discuss it
with their providers, compared with those Internet users without a chronic condition (Fox, 2013).
Others have found that those with diagnosed conditions or greater health risks are more likely than
low-risk patients to enroll in patient portals (Roblin et al., 2009). Some evidence from early
studies of specific patient populations suggests that sicker patients may benefit more than heal-
thier populations from new health IT tools (Houston & Allison, 2002; Tenforde et al., 2012).

Here, we examine whether socio-demographic factors, particularly race/ethnicity and gender,
as well as health status, health care, and technology, are associated with whether health-care users
view electronic access to medical records as important for themselves and for their providers. We
seek to understand if groups already at risk of health-care disparities are more or less likely to
identify electronic access to health records as important. Documenting group differences in
these opinions has implications for understanding the potential adoption and usage of health
ICTs, which may either limit or exacerbate health-care disparities.

Methods

Study design

The Health Information National Trends Survey (HINTS) is a population-based survey of non-
institutionalized US adults conducted by the National Cancer Institute (N = 7674). Survey pro-
cedures have been described elsewhere (Cantor et al., 2009), but we describe them briefly
here. The field period for the 2007 iteration of HINTS used in this analysis was January
through April of 2008, 8–12 months prior to the passage of the HITECH Act. Respondents
were recruited using one of two sampling frames: random digit-dialing (RDD, N = 4092) and
random sample of US addresses (N = 3582). With few exceptions, the latter completed a mail-
in paper survey and the former completed a telephone survey. Data included in the analysis
came from both sampling frames.

Sample

Our analytic sample (n = 4819) is composed of respondents who reported making at least one
non-emergency room visits in the 12 months prior to the survey. We determined who made a
non-emergency room visit with the item, ‘During the past 12 months, not counting times you
went to an emergency room, how many times did you go to a doctor, nurse, or other health pro-
fessional to get care for yourself?’ We restricted the sample to health-care users in order for the
consideration of electronic access to medical records to have salience.

Measures

The two outcomes of interest were respondents’ perceived importance of the EHR for themselves
and their providers. We measured the degree to which respondents believed that EHRs are impor-
tant for themselves with the item, ‘How important would it be for you to get your own medical
information electronically?’ Perceived importance of the EHR for their providers was measured
with the item, ‘How important is it to you that your healthcare providers are able to share your
medical information with each other electronically?’ Three response categories were offered
for each question, which we dichotomized into a binary variable (1 = ‘very important’, 0 = ‘some-
what important’, or ‘not at all important’) because of skewness. It is important to note that these
two questions do not ask respondents to consider various types of tools or modes of access that
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exist for accessing medical records electronically, for either themselves or their providers. Ques-
tions about specific tools or systems, or about actual experiences with electronic portals to EHRs,
may have led to different kinds of responses. However, we think that there is value in even these
more general questions to capture health-care users’ opinions about the perceived importance of
electronic access to medical records for themselves and for their providers.

Our independent variables of interest reflect our primary concern with potential disparities
in health care. We measured race and ethnicity with a categorical variable (White, Black, and
Latina/o), and coded gender as women = 1 and men = 0.

Our models control for respondents’ socioeconomic status and demographic background. We
generated measures for respondents’ age (years), education level completed (high school or less
(referent), some college, college, and graduate), employment status (1 = currently employed and
0 = not currently employed), marital status (1 = currently married and 0 = not currently married),
and annual household income (less than $20,000 (referent); $20,000–34,999; $35,000–49,999;
$50,000–74,999; and greater than or equal to $75,000). We also include a control for respondents’
use of technology with the question, ‘Do you ever go on-line to access the Internet or World Wide
Web, or to send and receive e-mail?’

Additional controls captured the respondents’ health status. Self-rated health, a robust indi-
cator of morbidity and mortality (Idler & Benyamini, 1997; Manor, Matthews, & Power,
2001), is measured on a five-point Likert scale that we coded so that higher values indicated
better health (1 = ‘Poor’ and 5 = ‘Excellent’). Psychological distress was measured as the
average of the Kessler-6 non-specific psychological distress scale (Kessler et al., 2002). The
scale asked respondents for the frequency in the past 30 days that they experienced 6 manifes-
tations of psychological distress (nervous, hopeless, restless, fidgety, so sad, or depressed such
that nothing could cheer respondent up, feeling that everything is an effort, and worthless). For
each manifestation, frequency is measured on a five-point scale (0 = ‘None of the time’ and
4 = ‘All of the time’).

In addition to health status, we also measured aspects of respondents’ health care. We gener-
ated variables for health insurance status (1 = has health insurance and 0 = does not have health
insurance), and for having a regular provider, determined with the item, ‘Not including psychia-
trists and other mental health professionals, is there a particular doctor, nurse, or other health pro-
fessional that you see most often?’ (1 = Yes and 0 = No). We included the respondent’s perception
of the quality of care received in the 12 months prior to the survey, using a standard five-point
Likert scale (Hargraves, Hays, & Cleary, 2003) that we coded so that higher values indicated
greater quality (1 = ‘Poor’ and 5 = ‘Excellent’). Finally, we created a three-category nominal vari-
able that reflected whether the respondent knew if their provider offered an EHR (yes (referent),
no, and don’t know).

Statistical analysis

In a preliminary analysis not shown, we found that the sampling frame used during survey data
collection was significantly related to the outcome variables. We included a binary variable in the
multivariate analysis to account for the sampling frame and included combined (RDD and
address) sampling weights (Cantor et al., 2009). The sampling weights adjust for non-response
and known population totals for key demographic variables. Analysis of correlations among
the variables (data not shown) showed no issues with multi-collinearity. We conducted nested
binary logistic regression models to determine the relationship between socio-demographic vari-
ables, health status, and health-care utilization on the respondents’ likelihood of perceiving an
EHR to be very important for themselves and their providers. Results are presented as odds
ratios (ORs). We used two-tailed significance tests.

836 D.L. Anthony and C. Campos-Castillo



Results

Table 1 presents the descriptives for our study measures. Just about half of the sample believed
that an EHR is very important (vs. somewhat or not at all important) for themselves and for their
providers. The sample included 54% women. The majority of the sample is White (78%), and the
mean age is 45.5 years. Close to two-thirds of the sample has completed at least some college,
while about one-third of the sample reported an annual household income of at least $50,000.
The majority of the sample uses the Internet (76%), has some form of health insurance (89%),
has a usual source of care (78%), and reports that their provider has an EHR (59%).

The ORs given in Table 2 show that across all three nested models, Blacks and Latina/os are
significantly more likely than Whites to perceive the EHR as very important for themselves. The
significant associations remain even after adjusting the estimates for respondents’ health status
and health-care characteristics. The addition of health status and health-care context variables
in Models 2 and 3, respectively, increased the significant difference in odds between both
Latina/os and Blacks and Whites, suggesting that controlling for the important differences
between racial groups in health status and health-care access and quality reveals even stronger

Table 1. Weighted descriptives for study measures.

Measure M SD

Rates EHR as ‘very important’ for self 0.53 –
Rates EHR as ‘very important’ for providers 0.50 –
Women 0.54 –
Race/ethnicity

White (referent) 0.78 –
Latina/o 0.12 –
Black 0.10 –

Age (years) 45.5 17.5
Education level completed

≤High school (referent) 0.37 –
Some college 0.35 –
College 0.18 –
Graduate 0.10 –

Currently employed 0.60 –
Annual household income

<$20,000 (referent) 0.31 –
$20,000–34,999 0.14 –
$35,000–49,999 0.20 –
$50,000–74,999 0.14 –
≥$75,000 0.21 –

Currently married 0.57 –
Uses Internet 0.76 –
Self-rated health (1–5) 3.39 0.97
Avg. psychological distress (0–4) 1.85 0.77
Has health insurance 0.89 –
Has usual source of care 0.78 –
Quality of care (1–5) 3.95 0.99
Provider has EHR

Yes (referent) 0.59 –
No 0.25 –
Don’t know 0.16 –

Note: N = 4819.
Source: 2007 Health Information National Trends Survey.
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differences in opinions between groups. Compared to research discussed above showing less
usage of electronic portals by racial and ethnic minorities, these findings suggest that it is not
because minorities value electronic access less. These findings, coupled with research on lower
rates of portal use by minorities, may suggest that barriers other than interest in technology are
at work. Beliefs and interest in new technologies are only one factor in the adoption and usage
of new technologies, with accessibility, cost, and other factors also playing an important role (Har-
gittai & Hsieh, 2013; Karahanna et al., 1999; Wejnert, 2002). Preventing a digital divide in the use
of health ICTs will mean identifying and reducing such barriers.

In addition to race and ethnicity, Models 2 and 3 show that a number of other factors are also
significantly associated with thinking EHRs are personally important. Respondents with higher
levels of psychological distress are more likely to perceive the EHR as important for themselves.
The statistical significance of this association decreases slightly in Model 3, where we introduced
adjustments for respondents’ health-care characteristics. Most of the change in significance of the
OR for psychological distress is due to ratings of care quality. Prior research suggests that psycho-
logical distress is negatively related to quality of care ratings, which explains the patterns
observed here (Kessler et al., 2005; Ye & Shim, 2010; Young et al., 2001).

Model 3 in Table 2 shows that other aspects of health care are also associated with perceptions
that EHRs are personally important. Those with 10 or more health-care visits are more likely to

Table 2. Binary logistic regression estimating the association between perceiving EHR to be very
important to self and selected independent variables (n = 4819).

Variable Model 1 Model 2 Model 3

Women 0.997 (0.079) 0.988 (0.079) 1.001 (0.082)
Race/ethnicity (vs. White)

Latina/o 1.361 (0.207)* 1.402 (0.216)* 1.416 (0.226)*
Black 1.410 (0.249)+ 1.466 (0.259)* 1.455 (0.255)*

Education level completed (vs. ≤high school)
Some college 0.987 (0.110) 1.004 (0.114) 1.001 (0.112)
College 0.887 (0.124) 0.923 (0.128) 0.928 (0.129)
Graduate 0.859 (0.115) 0.880 (0.119) 0.908 (0.124)

Age (in years) 0.995 (0.003) 0.997 (0.003) 0.997 (0.003)
Currently married 0.898 (0.083) 0.904 (0.084) 0.912 (0.085)
Uses Internet 1.249 (0.165)+ 1.295 (0.178) + 1.349 (0.188)*
Self-rated health (1–5) 1.006 (0.055) 1.046 (0.061)
Average psychological distress (0–4) 1.290 (0.084)*** 1.249 (0.083)***
Has usual source of care 0.806 (0.098)+
Number of health-care visits (vs. one)

2–4 1.059 (0.128)
5–9 1.003 (0.148)
10 or more 1.535 (0.244)**

Quality of care 0.867 (0.042)**
Provider has EHR (vs. yes)

No 0.602 (0.060)***
Don’t know 0.741 (0.097)*

Notes: ORs are presented with standard errors in parentheses. All three models control for respondent’s annual household
income, health insurance status, and employment status, none of which were statistically significant in any model.
Source: 2007 Health Information National Trends Survey.
+p < .10 (two-tailed test).
*p < .05 (two-tailed test).
**p < .01 (two-tailed test).
***p < .001 (two-tailed test).
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see EHRs as important, indicating that people with more health-care needs value access to their
records. It may seem surprising that the quality of care rating is negatively associated with per-
ceiving EHRs as personally important, but it suggests that health-care users who think that
their care is already of high quality are less likely to value additional tools for access. Given
the evidence that racial and ethnic minorities are more likely to receive lower quality care
(Baicker, Chandra, Skinner, & Wennberg, 2004), this finding suggests that minorities may be
even more likely than Whites to value electronic access to their records.

Finally, Model 3 in Table 2 shows that technology variables also matter. Respondents who
report using the Internet are more likely than non-users to perceive EHRs as personally important.
In contrast, those with providers who do not currently use an EHR, or if the respondent does not
know if his/her provider has an EHR, are significantly less likely to say EHRs are personally
important. These findings suggest that access to technology, by both patient and provider, is a
crucial factor in valuing EHRs. Racial and ethnic differences in access to technology thus have
implications for potential divides in both access to and opinions of health ICTs. Taken together,
the results given in Table 2 suggest the potential for new technologies like EHRs to play a role in
addressing health and health-care disparities, which we revisit further in the discussion.

We repeated the analysis for our second outcome, the perceived importance of EHRs for pro-
viders. As Table 3 presents, the patterns of statistical significance are different for opinions about

Table 3. Binary logistic regression estimating the association between perceiving EHR to be very
important to providers and selected independent variables (n = 4819).

Variable Model 1 Model 2 Model 3

Women 0.774 (0.067)** 0.769 (0.066)** 0.744 (0.064)**
Race/ethnicity (vs. White)

Latina/o 1.164 (0.197) 1.186 (0.202) 1.354 (0.239)+
Black 1.049 (0.170) 1.068 (0.176) 1.121 (0.188)

Education level completed (vs. ≤high school)
Some college 0.934 (0.106) 0.937 (0.107) 0.922 (0.105)
College 1.017 (0.121) 1.028 (0.123) 1.026 (0.124)
Graduate 1.083 (0.167) 1.084 (0.166) 1.104 (0.171)

Age (in years) 1.017 (0.003)*** 1.018 (0.003)*** 1.016 (0.003)***
Currently married 1.016 (0.088) 1.021 (0.089) 1.012 (0.087)
Uses Internet 0.933 (0.118) 0.940 (0.118) 1.003 (0.123)
Self-rated health (1–5) 1.040 (0.055) 1.028 (0.058)
Average psychological distress (0–4) 1.119 (0.072) + 1.127 (0.075)+
Has usual source of care 0.936 (0.118)
Number of health-care visits (vs. one)

2–4 0.959 (0.117)
5–9 1.208 (0.170)
10 or more 1.404 (0.236)*

Quality of care 1.126 (0.057)*
Provider has EHR (vs. yes)

No 0.436 (0.044)***
Don’t know 0.632 (0.097)**

Notes: ORs are presented with standard errors in parentheses. All three models control for respondent’s annual household
income, health insurance status, and employment status, none of which were statistically significant in any model.
Source: 2007 Health Information National Trends Survey.
+p < .10 (two-tailed test).
*p < .05 (two-tailed test).
**p < .01 (two-tailed test).
***p < .001 (two-tailed test).
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providers electronically sharing information than for personal importance of EHRs. In contrast to
Table 2, race and ethnicity are not significantly associated with odds of perceiving EHRs as very
important for their providers. Unlike in the analysis of the respondents’ perceived importance of
the EHR for themselves, however, gender is a significant predictor across the three models given
in Table 3. Compared to men, women have lower odds of rating EHRs as ‘very important’ for
their providers. In addition, age is positive and significant indicating that older respondents are
more likely to perceive EHRs as important for their providers.

Variables for health status included in Model 2 have no statistical relationship to perceived
EHR importance for providers, while findings for women and age remain significant. There
are some significant effects of health-care variables in Model 3, though note that findings for
gender and age remain unchanged. As given in Table 2, those with 10 or more visits are more
likely than those with fewer visits to view EHRs as important for their providers. Given that
women have more visits than men, we might have expected the significant findings for number
of visits to influence the association between gender and perceived importance for providers.
However, as can be seen in Model 3, while the coefficient decreases somewhat, the relationship
between women and perceived importance of EHRs for their providers is still strongly negative
and significant. In contrast to the findings for EHRs’ personal importance, those who report higher
quality ratings are more likely to report that EHRs are important for providers. This difference in
effect of care quality may indicate that those with high-quality care expect their providers to use
new tools like EHRs but that they do not see the value to use the tools themselves since they
already receive high-quality care.

Finally, some of the technology variables are also statistically significant. Respondents with
providers who do not use an EHR, and those who do not know if their provider uses an EHR have
significantly lower odds of perceiving EHRs as very important for their providers. These findings
suggest an opportunity to educate this segment of the population about potential benefits of EHRs.

Discussion

We examined the likelihood of perceiving an EHR to be very important in a national sample of
adults who made at least one non-emergency room clinical visit in the 12 months prior to the data
collection, in a period approximately 1 year prior to the implementation of the 2009 HITECH Act.
We found that racial and ethnic minorities were more likely than Whites to believe that an EHR
was very important for themselves. We also found that respondents’ level of psychological dis-
tress is positively associated with perceiving EHRs as personally important. Unexpectedly, we
found women to have lower odds of perceiving EHRs to be very important for their providers.
In general, the patterns suggest that expectations about the value of EHRs may be associated
with health and health-care disparities in both positive and negative ways.

These findings suggest factors that may be related to the potential for health ICTs to narrow
health and health-care disparities. The perceived importance of EHRs for racial and ethnic min-
orities suggests that members of such groups are likely willing to use new information tools that
they think can be helpful for their health and health care. These findings are consistent with Wen,
Kreps, Zhu, &Miller (2010), who used the 2007 HINTS data to show that Hispanics, respondents
younger than 65 years of age, and Internet users all were more likely to rate electronic access to
their health records as important.

For groups who regularly experience barriers to care, such technologies may provide an
alternative pathway to access care, or possibly a means to overcome suboptimal quality of
care. The statistically significant racial and ethnic differences were strengthened with the systema-
tic introduction of controls for health status and health care in the nested models. Previous
research on racial and ethnic disparities in health and health care has shown that these disparities
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often remain after the inclusion of measures that reflect an individual’s socioeconomic position,
health status, or health-care access (Kirby, Taliaferro, & Zuvekas, 2006). The fact that the associ-
ation between being a racial and ethnic minority and believing that an EHR was important
remained stable across models suggests that health ICTs like patient portals for access to EHRs
could be used to increase access and engagement with health care for currently disadvantaged
groups.

The finding that psychological distress is related to believing an EHR is important also speaks
to the issue of health-care disparities. Individuals with serious psychological distress often report
poorer patient–provider communication than those who do not (Ye & Shim, 2010). Our finding of
a slight decrease in statistical significance in the coefficient for psychological distress when
quality of care was introduced in Model 3 is consistent with these previous findings. As is the
case for racial and ethnic minorities, these findings suggest that patients who may experience
poor health care because of their psychological distress may benefit from access to their EHR.
The social distance that patients with psychological distress experience with their health-care pro-
viders (Corrigan, 2004) may be reduced through the use of these technologies.

Unlike in research showing disparities by race/ethnicity and psychological distress in health
care generally and in the use of patient portals specifically, we do not find evidence of differences
in opinions about the personal importance of EHRs. On the contrary, we find that disadvantaged
groups believe that electronic access is personally important and thus appear eager to use ICTs.
Evidence from other research shows that lower rates of portal usage for racial and ethnic min-
orities may be because of other barriers such as technology access, lack of education about the
portal, or possibly even because of lack of trust. Trust in a physician is the belief that the physician
has the patient’s best interest in mind (Mechanic, 1998). Racial and ethnic minorities tend to have
less trust in physicians than Whites (Boulware, Cooper, Ratner, LaVeist, & Powe, 2003; LaVeist,
Nickerson, & Bowie, 2000; Schnittker, 2004; Stepanikova, Mollborn, Cook, Thom, & Kramer,
2006). This lower trust could impact attitudes toward EHRs in two ways. First, racial and
ethnic minority patients may view EHRs as a means for direct access to their medical records
so that they can monitor their physicians and care, possibly to allay concerns related to low
trust. Alternatively, to the degree that trust in a physician transfers to the EHR system used by
that physician, lower trust could decrease the perceived importance of the EHR for patients
with low trust. Our findings that racial and ethnic minorities believe that electronic access to
their medical records is personally important suggest that it may be a way to overcome low
levels of trust, so long as other barriers to use of the technology are removed. Regardless of
whether it is trust or another mechanism, our findings also support ideas related to what is
known as the social diversification hypothesis in which ICTs expand access to services for under-
served groups (Mesch, Mano, & Tsamir, 2012).

Unexpectedly, we found women to have a lower likelihood than men of reporting EHRs to be
very important for their providers. This finding appeared in our simplest model and remained as
we adjusted estimates for respondents’ health status and health care to control for potential con-
founding factors such as women’s higher utilization and general better health than men (Gorman
& Read, 2006; Verbrugge, 1985). Given men’s general propensity to adopt technologies at a faster
rate than women (Venkatesh, Morris, & Ackerman, 2000), it may be that men more than women
view EHRs as very important because they highly value technology. By such reasoning, however,
we also would have expected men to rate EHRs as very important for themselves (but we found
no statistically significant difference between men and women). Our findings indicate that more
than half of men believe that EHRs are very important for their providers but fewer than half of
women do, even in the multivariate models adjusting for all of our control variables (data not
shown). In contrast, as mentioned above, Goel et al. (2011) found that men were less likely
than women to use the portal to seek provider advice. Once again a potential intervening
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factor may be trust. While lower levels of trust by minorities may be the reason why they believe
that personal access to records is very important, the reverse may be true for believing EHRs are
important for providers. There is some evidence that women have higher levels of trust in phys-
icians than men (Schnittker, 2004), which may be related to a lower perceived importance for pro-
viders to use EHRs. Future research should adjudicate between these interpretations and monitor a
potential gendered digital divide in health ICTs.

This study is not without limitations. The survey design for HINTS is cross-sectional; there-
fore, definitive conclusions about causal associations are not appropriate. Limitations are also
inherent in the use of RDD telephone methods and self-report measures. The use of a dual-
mode survey design helps adjust for the former, but not the latter. Another important limitation
is the wording of the dependent variable, which does not allow us to measure attitudes toward
different types of ICTs for health care, or to evaluate actual usage of such ICTs. Future research
should consider ways to measure such issues. Finally and most importantly, we cannot be certain
the degree to which the attitudes assessed in our dependent variables are reflective of respondents’
actual intentions to support or use these new technologies.

Conclusion

EHRs are expected to play a key role in improving the quality of US health care (Appari, Johnson,
& Anthony, 2013; US Department of Health & Human Services, 2012). Patients with electronic
access to their records show increased levels of engagement with their own care and enhanced
communication with providers (Delbanco et al., 2012; Ralston et al., 2004; Walker et al.,
2011). To the extent that health disparities stem from and may be exacerbated by differential dif-
fusion of new technologies that affect health (Link & Phelan, 1995), the distribution and use of
new information technologies that provide electronic access to health records have the potential to
affect disparities, either positively or negatively. There is some suggestive evidence that a gen-
dered digital divide in the value of EHRs in health care may materialize based on women’s
much lower opinion of the importance of providers electronically sharing information. In contrast,
we find little evidence of a digital divide in opinions about the value of EHRs by race/ethnicity or
by health status, suggesting that attitudes toward technology are not a barrier to adoption of ICTs
in health care. In fact, it may be the case that EHRs could enhance access to medical services for
underserved groups, as hoped by many (US Department of Health & Human Services, 2012), and
consistent with the diversification hypothesis (Mesch, Mano, & Tsamir, 2012). By identifying the
characteristics of current health-care users who see electronic access to records as important for
themselves and providers, we can understand the preferences of likely users and better identify
potential benefits as well as barriers to the use of such tools, particularly for groups who experi-
ence disparate access to high-quality care.
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