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What Provider’s Want… 

 
  Learning Objectives: 
 Before the search -educate me 
 Involve me & effectively use my time 

in the:  
 Search 
 Implementation 
 Continual Improvement 
 Return On Investment  

 Focus On Patient Care 
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Presentation Includes 
Real Life Examples From: 

 Experiences with my practice 

 HIMSS Davies Award Winner Success 
Stories 

 Other Articles and References 
All quotes have sources referenced on the slide or in 

the presentation.  If you see something that sparks an 

interest you can read the entire manuscript or 

article, and share the information with your providers. 
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 HIMSS  

“DAVIES AWARDS”  
 Recognizes healthcare provider organizations 

that successfully use EHR systems to improve 
healthcare delivery.  

 Encourages excellence in the implementation 
of EHR systems.   

 Promote the vision of EHR through concrete 
examples 

 Understand and share documented value 

 Share successful EHR implementation 
strategies 
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Roswell Pediatric Center 
Implemented EHR in 2001 

2000, 2003, 2005 Recognized by MGMA as a Better 
Performer in the Performance and Practices of 
Successful Medical Groups 

 
2003 HIMSS Primary Care Davies Award of 

Excellence Winner 
 
2004 Impact MD “You’re The Star” Video Contest 

Best Film Winner 
 
2005 Practice of the Year Runner Up, Physicians 

Practice Magazine  
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Roswell Pediatric Center 

 9 physicians, 7 Nurse Practitioners (5.5 
FTE)  

 45.30 FTE Staff – 21.50 clinical  -  23.80 

support 

 3 practice sites 

 90,000 visits a year 

 300 nurse triage calls per day 
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Roswell Pediatric Center 
     “IT” Infrastructure 

 105 in-office workstations- 55 Clinical, 
50 Administrative 

 19” Flat Screen Monitors, Hardwired 
CPU’s, Clinical workstations have short 
UPS 

 7 Servers  

 Multiple Printers (25) and Scanners 
(10)   
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 “IT” Infrastructure 

 3 Main Software Programs 
Electronic Medical Records – clinical information 
Document Management – scanning clinical and 

administrative 
Practice Management – scheduling and billing  

 Hardware Support:  Outside Vendor 
 Data Connections Between Locations: 

 Routers connect our 3 locations at full T-1 speed 
 VPN supports 25 home or remote users   
 T-1’s at all three locations, support the internet 

and voice lines.  
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Education Sources…. 
Where to start: 

 Definitions and Acronyms 
 There are many different definitions for what constitutes an 

Electronic Health Record - EMR, EHR, CPR, etc., and the definitions 
change over time.  

 

 The definitions are not as important as…. 
 

 Identifying YOUR  Provider and Clinical needs  
 before you start! 
 
 Learn and teach your Providers the basics, then get good advice 

from knowledgeable and trust worthy resources 
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David Brailer, MD, PhD, 1ST  
National Coordinator for HIT 

“Fifty percent of EHR implementations 

fail.  Physicians don’t understand the 

technology or the business changes 

required to make them work.  Problems 

include buying the wrong products or 

getting the wrong contracts.” 
 

 

 

 

MGMA Connexion,January 2005 Group Practices Identify, Overcome EHR Barriers  
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Recommended Book 
And Resources 

www.mgma.com  

 MGMA Bookstore: Excellent for overall education 
before you start your search. 

   Electronic Health Records: Transforming 
Your Medical Practice – Item # 6266 

 Article Searches 

 ACMPE Research Papers 

 MGMA Healthcare Consulting Group 

 Rose Marie Nelson 

http://www.mgma.com/
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Recommended Book 

 2006 Guide To Buying & 
Implementing an EMR 
Practical And Thorough With Excellent  

Checklists and Support Documents 
 
 

Author: 
Ron Sterling, CPA   
Sterling Solutions 
www.sterling-solutions.com 
 
Published by: Decision Health 
www.decisionhealth.com 
877-602-3835 

http://www.decisionhealth.com/
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Recommended Source 

www.himss.org 
 Search for Davies Award 

 Click on Ambulatory Care, Organizational, 
Public Health, depending on your area of 
interest. 

 Click on Individual Winners – Read Case 
Studies, many written by physicians. 

 

http://www.himss.org/
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Recommended Source 

The AC Group  

www.acgroup.org 
 Mark Anderson, Healthcare IT Futurist 

 Survey report is over 290 pages long, 
covers 6 levels of technology for the 
physician’s office.  
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Certification Commission For 

Healthcare Information Technology 

 Certification process for Healthcare Information 
Technology Products. 

 CCHIT Certified SM seal assures you that an EHR 
product meets basic requirements for:  
 functionality (ability to carry out specific tasks)  
 interoperability (compatibility with other products) 

and  
 security (ability to keep your patients' information 

safe)  

 Website:  www.cchit.org 
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Recommended Sources ??? 

 There are many EMR – EHR websites with a 
wealth of information, but do you really know 
who you are communicating with on the 
internet?  Make sure to get a real name and 
Practice contact information, then call them. 

 Caution***Buyer Beware***Stick To 
Basics***Due Diligence 

 Phone References, after narrowing down the 
field, site visits with a similar type practice. 
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The Search – Involve Me 

 Ask me about my: 
 Points of pain with paper charts 

 Fears 

 Expectations 

 There is “NO PERFECT SYSTEM” 

 Be REALISTIC 
 Time Commitment 

 Costs  

 Return On Investment 
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Sample Points Of Pain: 

Roswell Pediatric Center’s  

Strategic Planning Objectives 

 Provide universal access to the chart 

 Improve quality of documentation 

 Streamline office communication and 
workflow 

 Efficient forms and referral processing 
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Address Your  
Providers Fears 

 

 Find a system that can be adapted to our 
practice and my style. Do not expect me to 
change the way I practice medicine. 

 Discuss with me, agreeing to make changes, if 
they benefit quality and/or efficiency and will 
fit with my practice style. 

 Do not overload me with technology.  Ease 
me into it, incrementally. 
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Should We Use  
Experts For? 

 The Search 
 Contract Negotiation 
 Hardware Decisions/Purchase 
 Financing 
 Implementation 
 Ongoing Needs   
 IT Support 
 Interoperability – Hospital, other work 

devices, immunization registry 
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Discuss Expectations: 
 E & M Coding Improvements-  
    Comparing 2003 to 2005 

 Established Patient Codes - 99212 to “3”  INCREASE 17% 
 New Patient Codes - 10% INCREASE  

 Increased Efficiency with growth  
 Patient visits increased from:  

311 per month in 2003 
500 patients per month in 2004 
735 patients per month in 2005 

 2 additional staff FTE’s were added to meet the increased 
clinical demands of more patient visits. 

 
 

Wayne Obstetrics & Gynecology 
Davies Award Winning Practice 2005, Access Information On Slide Number 13 
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Important Discussions 

Do Your Providers Want To Customize Or Have An  

“Out Of The Box Canned Version?” 

 Some software comes with an extensive medical 
knowledge base, some do not. 

 Are templates already developed for your specialty? 

 Are they easily customized?  

 Does the company charge for the medical 
knowledge, templates, customizations, reports, etc.? 

 If you develop, update, or improve the vendor’s 
templates or product, who owns it?  If they sell it do 
you get paid anything? 
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Group Culture 
Customization Choices 

Most EMR’s will allow each provider to customize 
their own templates.  

Discuss and decide on the options before buying a 
software program. 

Each Provider Can Have Their Own Templates  

“Group Templates” templates are the same for all 
Providers in the practice.   

In some products, the same “Group Templates” can be 
arranged in different ways on the screen, putting things 
in a different order, depending on preferences. 
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 Customization Choices  

Why Do Provider’s Care? 

 Garbage “In” is Garbage “Out.” If clinical research is a 
goal, all Providers and staff should use the same 
templates for accuracy in data mining.  

 Dictated Clinical Data will probably not be useable for 
research. 

 Turnover and ease of use.  If you are a group practice 
that cross trains and/or have turnover, having 
consistency with your templates could be essential when 
it comes to sharing staff and training new hires. 
 Even if I have my own nurse, someone will eventually have to 

cover. 

 If there is a drug recall, can I be confident that everyone 
entered the information in the same field in the same format? 
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Start The Search 
   Make A Checklist 
 Company Background – don’t discount the 

small guy 

 Reference Checks 

 Site Visits 

 Training & Implementation Support 

 Contract, License & Maintenance Fees 

 Hardware Specifications and Costs 

 Software Evaluation: Your  needs 
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The Search & Time 

 EHR Software Evaluation  
 Develop a common office visit or scenario 

to use for demonstrations 

 Many Specialty Societies Have Search 
Checklists and Tools  

 www.cchit.org has many examples 

 Do not get distracted by “bells and 
whistles” or gadgets and high tech toys 

http://www.cchit.org/
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FOCUS ON 
PATIENT CARE 

 “ The collaboration between the 
technical support team and the 
healthcare providers was close in 
order to be sure the system would 
work, and that it would be helpful in 
the clinical setting.” 

 

Southeast Texas Medical Associates, James Holly M.D. 

Davies Award Winning Practice 2005, Access Information On Slide Number 13 
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The Search & Priorities  

 Quality Care – Top Priority 
 When you start having to make lists and evaluate 

products, remember to prioritize by focusing on 
patient care. 

 SIMPLE - Make my job easier! 
 If it is not easier to document in the EHR than in 

the paper chart, do not expect your Physicians or 
staff to use it. 

 Decrease Medical Errors  
 Look for opportunities to improve Risk Management 

opportunities 
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Functionality is KEY! 
Is it easy to use? 

 Sophisticated enough for clinical needs, but 
easy enough for all staff to use 

  Optimizes Workflow 
 Multiple users in a chart – simultaneously 

 Notes / Highlights changes made 

 Messaging capabilities 

 Flexible Templates - for add on /multiple 
conditions 

 No duplicate data entry, demographic or 
clinical 
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If it is harder to document in 
the EHR, than in the paper 
chart, don’t expect me to use it. 

  “I cannot stress enough: time is the issue: 
Time is the only thing a physician has to 
sell.  The EHR must save the physician 
time. 

 Physicians will engage in the data entry 
when the process is both rapid and 
simple.” 

Cooper Pediatrics, Jeffrey Cooper, M.D. FAAP 

Davies Award Winning Practice 2003, Access Information On Slide Number 13 
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Important Decisions…. 

 Spend time evaluating the physical location of 
the workstations, especially in patient care 
areas.   
 Will the Provider have their back to the patient 

while entering data?   
 Will the Provider be able to use the screen to 

educate the patient? 
 Are they conveniently located for maximum 

efficiency 
 Do not skimp on the hardware, major cause of 

downtime. 
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Wireless Vs. Hardwired 
 Wireless 

 Speed – can take several seconds to open 
 Costs 
 Security 

 Hardwired 
 Fast 
 Less Expensive 

Consider a combination, depending on the 
user and location 

See the software application, in a practice 
similar to yours, on the hardware you are 
going to buy 

 



33 

No Perfect System 
What Should I Expect? 

In 2003, a committee at the Institute of Medicine, said EHR’s 
should be able to promote: 
 Greater Safety 
 Quality 
 Efficiency 

By 2010, comprehensive EHR systems should possess these 8 
core capabilities: 

1. Health & Information Data 
2. Result Management 
3. Order Management 
4. Decision Support 
5. Electronic Communication & Connectivity 
6. Patient Support 
7. Administrative Processes 
8. Reporting 

 

Access the article at:  www.nap.edu – Free Copies:  “Key Capabilities of an Electronic Health Record 
System” 2003 

 
 

http://www.nap.edu/
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What My Perfect System 
Would Include…. 

 Treatment Plans  
 Disease Specific 

 Preventative medicine reminders and anticipatory 
guidance 

 Clinical Protocols 

 National Standards of Care  

 Lab / Radiology Ordering & Results 

 Medication Administration 

 Electronic Prescription Writing 

 Active Problem List 
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List & Prioritize…. 

 Patient Education 

 Patient Instructions / Discharge Summary 

 Referral Management 

 Automated Forms 

 Letter Writer  

 Dictation 

 Scanned / Imaged Documents 

 Internet Access 
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List & Prioritize…. 

 Chronic illness reports and trending  

 Outcomes Analysis 

 Supports In Office Tests, Spirometer, EKG 

 Remote Access – for hospitals, nursing homes 

 Surgery Scheduling 

 PACS  

 Product Sales 

 Inventory 

 Coding Assistance 
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List & Prioritize…. 
 Patient Education – Customized 

 Highlight – Pertinent Positives and Negatives 

 Confidential Charting Area within “E” Chart 

 Reporting capabilities: Trending, Research, 
Recalls 

 Assist With Compliance and Security 
 All users must access information using their 

individualized secure log on and password 

 Privilege levels are assigned on a “need to know” 
basis for information restricting rights of users 

 Reporting and tracking users 
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Patient Web Portal 

New Patient Registration 
 

 Existing Patient 
 

Demographic Updates 
 

Appointment Scheduling 
 

 Prescription Refills 
 

Referral tracking 
 

 Test Result Reporting 

 Pay Your Bill 

 “E” Nurse Triage Advice 

 “E” Visits 

Messaging Capabilities 

 Personal Health Record 

 Interfaces w/ Demo-
graphics & Clinical?  
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Some Common 
Conditions/Areas 
Managed By EHR’s 

 Asthma 

 Headaches 

 Hypertension 

 COPD 

 Immunizations 

 Cholesterol 

 

 

 CHF 

 Coumadin Clinic 

 Diabetes 

 Weight Management 

 Stop Smoking 

 Bone Density 
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Decrease Medical Errors 

 “E” Prescribing 

 Computerized Physician Order Entry 

 Test and order tracking systems 

 Legibility 

 Easily read another Providers’ notes 

 No pharmacy call backs for illegible prescriptions 

 Decrease the risk of medical errors 

 Less frustration among staff 
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AWARD WINNING  
QUALITY CARE 

  “SETMA has developed, hospital order 
sets based on national standards of 
care for multiple disease states…. These 
order sets make it possible for a 
provider, regardless of level of training, 
to initiate care with national standards 
of care quality as viewed by specialists 
in the field.” 

Southeast Texas Medical Associates, James Holly M.D. 
Davies Award Winning Practice 2005, Access Information On Slide Number 13 
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Prescription Writers & 
Your EHR–GET DETAILS 

 Allergy and Condition Interaction Checking 
 Drug-Drug 

 Drug-Food 

 Herbal Medications 

 Monitor compliance with controlled 
medications 

 Track Formularies & Samples 

 Bar code inventory 

 Fax Directly to Pharmacy 
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Prescription Writers 
Different Variations 

 Who adds and updates new medications? 

 If you do, are you responsible for adding the 
allergy interactions? 

 If it is outsourced 

 How often do you get updates?  

 Does it cost extra?  

 Is there an easy, user friendly work around until 
the update is installed? 
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Improved Communication 
Staff-Providers-Patients 

 
 Quick and easy coordination and prioritization 

of care  

 Efficient follow up and task management 

 Call backs and wait time for patients and staff 
reduced 

 Visit outlines / templates that promote best 
practice 

 Easy supervision of mid-level providers and 
staff 
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Contract Details 
 What Is Included?  

 Is the License Fee charged per physician, per 
user, or per workstation? 
 Is there a discount for part time physicians? 
 Is there an extra charge for mid level providers? 

 Does the EMR product you are considering come 
with a document imaging system – DIM?   
 If yes, will it meet the needs of your practice?  Does it 

cost extra? 
 If no, how much will a DIM cost that will accomplish 

your scanning needs? 

 Do you have to buy your hardware from the EMR 
vendor? 

 Will the EMR vendor interface with other products 
or clinical equipment?  
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Know What YOU Need 

 Evaluate cost / benefit of replacing current practice 
management system. 
 Interface with scheduling, demographics, and billing 

information. 

 Practice Specific Needs 
 Educational Handouts 
 Wellness reminders 
 Easily generated referrals with legible clinical notes 
 Communication methods with patients 
 Documentation preferences, mouse driven, keying, dictation, 

voice recognition 

 Evaluate document imaging needs, not only your 
practices clinical needs within the chart, but in all 
administrative areas. 
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RETURN ON INVESTMENT 

 Decreased Patient Wait Time 42% 

 Decreased Drug Refill Time 75% 

 Decreased Telephone Call Turnaround 
Time 75% 

 Increased Charge Per Visit 171% 

 Increased Profits 102% 
 

Cooper Pediatrics, Jeffrey Cooper, M.D. FAAP 
Davies Award Winning Practice 2003, Access Information On Slide Number 13 
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HELP ME !  With Coding  
& Billing Guidelines 

 Order Entry 
 The Provider enters an order one time at the time of service, 

once completed, the appropriate CPT code is billed. 

 E&M Coding Calculator 

 Local Medical Review Guidelines - properly 
documenting medical necessity 

 Advanced Beneficiary Notices 

 Linked Codes 

 ICD Diagnosis Code Selection 

 Mobile unit for Charge Capture from Hospital or 
remote site visits 
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RPC  -  E & M Coding 
Improvements 

YEAR 99212 99213 99214 99215 

2005 9% 76% 13% 2% 

2004 10% 72% 16% 2% 

2003 7% 85% 7% 1% 
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RPC Revenue Per Visit 

Year 
Revenue 

Per Visit 

2005 $ 91.31 

2004 $ 93.62 

2003 $ 83.61 

2002* $ 83.08 

2001 $ 84.66 

* First Full Year On The EMR 
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Value 

“100% Audit Compliance. Since installing 
our EMR, SETMA has been audited 8 
times for Health Plan Employer Data 
and Information Set (HEDIS) 
Compliance.  In every case, the result 
has been 100% compliance.” 

 

Southeast Texas Medical Associates, James Holly M.D. 

Davies Award Winning Practice 2005, Access Information On Slide Number 13 



52 

The Hospital Wants To 
Help With Our EHR… 

   Department of Health and Human 
Services (HHS) NEW Guidelines: 

 Exceptions to physician self referral 
laws and anti-kick back statute.  
 Effective 10-1-2006 

 Hospitals and other organizations can 
provide non-monetary remuneration to 
physician practices in the form of some 
technology. 
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Some specifics on HHS 
New HIT Guidelines: 

 Electronic Prescribing Programs 
 EHR programs, that include “E” Rx 
 15% of the software cost must be paid by the 

physician or practice 
 No Hardware or associated costs can be 

donated by the hospital or other entity 
 EHR has to interoperable (no definition of 

interoperability yet) 
 If you already have this type of technology, the 

hospital of organization cannot donate anything 
that is functionally equivalent. 
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Other Legislative Efforts to 
create exceptions:  

 The House recently passed a bill 
expanding the current rule to include 
Hardware, take away the 15% 
guideline, and define interoperability 

 The Senate has passed a different HIT 
bill, that includes mandatory ICD-10.  

 Both bills are in committee. (11-3-2006) 
 Thanks to Robert Tennant, MA,  MGMA Senior Policy Advisor, Health 

Informatics for providing the information on the HHS rules and the 
legislative process. 
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Thank the Hospital, BUT… 
Read the Fine Print 

 World Class System – do private / small 
physician offices need the complexity 

 Realize there will be many other costs 
 Implementation 

 Training – initial and on going 

 Data lines 

 Who owns the data… 
 The system does not work 

 You Close the practice, retire, move, want to sell 
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The Incremental EMR 

 Progress Notes 

 Coding & Charge 
Capture 

 Physician Order Entry 

 Patient Web Portal 

 Prescription Writing 

 Document Imaging 

 Practice Management 
Billing Systems 
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PRO’S & CON’S 

Best of Breed 

Experts in their area 

Keep Up w/Changes 

Interfaces work 
well? 

Problems-Finger 
Pointing 

Proprietary 

Interface/integration 

No incentive to compete 
or improve 

Limited choices on related 
business partners $$$ 

Hard to “do it all” 
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Evaluate Current IT 
Infrastructure 

 Existing technology to support Practice 
Management System 

 What will you need to upgrade your 
hardware for an EMR? 

 Choose hardware that will be 
compatible with your top 2-3 software 
choices. 
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Budget Expectations 
Choices….$$$$ 

 
 Buy  or Lease Servers $$$$ Or ASP (rent time 

on a remote server)  
 Data room - more Air Conditioning? 
 Printers, Scanners, Bar Code Readers 
 Workstations…. 

 Size CPU or Thin Client 
 Flat Screen, Touch screen, Handheld 
 Location 
 Wireless Keyboard & Mouse ? 
 Remote Access – from home, hospital, the 

Bahamas? 
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Choices.…$$$$ 

 Back Ups – Tapes, Offsite CPU 

 Uninterrupted Power Supply (UPS) vs. 
Generator 

 Connecting locations and to the 
Internet…Routers, Virtual Private Network 
(VPN), T-1, Frame Relay, Voice over IP 

 Security – encryption software, anti-virus 
software, locking or timing out workstations, 
physically securing the data room 
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Other Software Needs… 

Many other programs will be needed to run a 
complete network. 

Most at some point will need a patch, upgrade, 
or some type of fee for service or 
maintenance. 

The following are some examples: 

    Windows NT  Windows 2000  Windows XP 
Home or Professional  UNIX  Sequel  Arc 
Serve  Veritos Terminal Services   Languard      
“Bird dog”  Traffic Monitoring   WinFax  
Educational Handouts  E-Surveillance 
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Implementation Priorities 
 Value and Reward Staff 

 Encourage Open Communication 

 Have “one on one” support for Providers 

 Ask for input on how to roll out? 
 Big Bang – all at once 

 Incremental 

 Decide how and what needs to be 
entered or scanned from the paper 
record into the EHR? 
 



63 

The Implementation 
Team Approach 

Providers & Clinical  

• Develop clinical outlines 

• Associate procedures, 
medications, well care 
paths, diagnosis codes, 
to each template. 

• Develop “send out” 
guidelines. 

 

 

Administrative Staff 

• Check In / Out 

• Messages 

• Billing 

• Referrals 

• Prior Authorizations 

• Patient Web Portal 

• Rx Refills 
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Make It Fun…. 

 Set Goals  

 Reward Milestones and Successes 

 Ideas 
 “Go Live” T-Shirts 

 Prizes for meeting goals and timeframes 

 Free Funny Video Roswell Pediatrics Website  

 Prize Ideas 
 Dunk the “IT” nerd 

 Throw a water balloon at the Administrator 
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Training 
 Groups - Train in groups with the same job 

responsibilities first.  For example, all of the 
physicians together – show them all of the 
staff’s applications, then train them on their 
specific part.   

 Role Play – Next, split into groups for “role 
play” training.  Have staff members and 
physicians chart the visit as they would the 
first time a patient comes in and they use the  
EHR.  A staff member can pretend to be the 
patient.   
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TRAINING 

“Two super users were educated at the 
company headquarters where they 
prepared to serve as clinical and 
administrative leads for the project.  The 
super users provided encouragement and 
reassurance to all physicians and staff 
throughout implementation and still 
provide it today.” 

 

Old Harding Pediatric Associates 

Davies Award Winning Practice 2004, Access Information On Slide Number 13 
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RPC - Customization 

 On site review of OUR practice 

 Workflow Analysis 
 Visit outlines 

 Telephone triage / Rx renewals 

 Forms and letters 

 Referral processing 

 Our Providers averaged an hour per week, 
for 8 weeks, customizing the product. 
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THE TRANSITION 

 “We brought the paper record to the exam 
room with the patient for the first 3-4 
months so that we could see the most 
recent history. During this time if a child 
had a chronic illness we would document 
that in the EMR.  During this time my staff 
used down time to key in vaccine data.  
After 18 months we moved the paper 
records to off-site…” 

Cooper Pediatrics, Jeffrey Cooper, M.D. FAAP 

Davies Award Winning Practice 2003, Access Information On Slide Number 13 
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RPC - Transition 

 Training On Site  
 Demo available from beginning 
 2 hours formal training week prior to “go live” 

 Input of Critical Past Medical History 
 Growth Data 
 Allergies 
 Immunization history 
 Problem list 
 Current / Chronic medications  
 Lab values 
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Roswell Pediatric Center’s 

“Go Live” 

 Tuesday 

 Started with every third visit 

 Keep pressure off staff 

 By end of the day EHR was easier than 
writing 

 Data Entry Day Prior To Visit 

 Hired 6 PRN data entry staff ~ 6 months 
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PHYSICIAN ADOPTION 

“Old Harding …achieved 100% use of the 
EMR by day 4 of use.  Physicians began 
gradually building up the number of 
patients seen in the EMR instead of paper 
charts during that week. 

 
Old Harding Pediatric Associates 

Davies Award Winning Practice 2004, Access Information On Slide Number 13 
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KEEP THE  
MOMENTUM GOING… 

  “In any organization that is going to 
successfully implement an EHR, there has to 
be … 

   Adequate preparation and training, but 
commitment to a final schedule of 
implementation, while others fail because 
excessive planning endlessly delays execution 
an demoralizes stakeholders.” 

Southeast Texas Medical Associates, James Holly M.D. 

Davies Award Winning Practice 2005, Access Information On Slide Number 13 
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HOW TO PAY FOR IT! 

Return On Investment  

 Increased staff costs during implementation 
phase 

 Increased IT expense  
 Decreased Dictation, Printing, Office Expense 
 Lower Turnover 
 Be realistic, each practice will have different 

needs and experiences. 
 Average cost per physician for an EHR can 

range between $25,000 - $50,000 for initial 
costs. 
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Accurate Charge Capture 

 Chart audit revealed that 14 % of the 
procedures performed at the point of 
care escaped documentation on the 
paper superbill.  

 2 % of encounters were never 
submitted 

 2 % data entry errors 
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Linked Coding Improvements 

Procedure # in 2001 # in 2002 # in 2003

Venipuncture 353 9324 10,290

Handling Fee 968 1734 2,278

Medical Mgm 1 34 54

Prior to EMR 1st Yr on EMR 2nd Yr on EMR
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Reduce Rejected Claims 

 Increase Revenue 
 Properly documenting Medical Necessity  

 More specific ICD selection 

 Legibility reduces rework 

 Decrease Cost 
 Reduced time to process charge tickets 

 Reduced time to process rejected claims 
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Decrease Cost 

Administrative Process Improvement 
 Chart filing 

 Turn-around time for phone messages and 
Rx refills 

 Forms processing and filing 

 Medical record updates – insurance card, 
lab results, hospital records, history from 
previous physician 

 Referral / medication authorizations 
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Chart Filing Savings 

Type of Visit
Prior to 

EMR

After 60 

days

After 120 

days

After 180 

days

Patient visits 82,000 82,000 82,000 47,560

Number of phone chart pulls per year (300 per day) 78,000 8,000 7,200 6,000

Medical Records Updates  (1359 documents/day) 271,340 271,340 27,134 13,567

Referrals chart pulls (400/month) 4,800 2,000 1,000 400

Total Chart pulls annually 436,140 363,340 117,334 67,527

FTE Allocation 13.00 10.40 8.20 5.80

Chart pulls and file related activities estimated at 5 minutes 
per document, results in a savings of 7.2 FTE’s after 180 days. 



79 

Turnover & Staffing 
Year Turnover % FTE 

Producers 
Staff: 

Producer 
Ratio 

2005 13.16% 14.97 3.01 

2004 10.97% 14.42 3.28 

2003 16.35% 14.30 3.88 

2002* 15.45% 14.34 4.01 

2001 20.72% 14.00 3.90 

2000 22.34% 12.05 3.85 

1999 21.98% 10.25 3.90 

* First Full Year On The EHR 
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Decreased Staffing   
& Personnel Costs 

YEAR 
TOTAL

FTE 

Clinical 

Staff 

Support 
Staff 

Staff Biweekly 
Payroll 

W/Raise  

Average 

Raise % 

2003 58 22.6 35.4 
$ 5,266.88 

INCREASE 
5 % 

2004 47 21.5 25.5 
$ 6,153.20 

DECREASE 
5 % 

2004  

Savings 
11 1.1 9.9  $160,000 

2005 45.30 21.50 23.80 
$5,522.28 

DECREASE 
4.50% 

2005  

Savings 
1.70 0 1.70 $143,580 
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RPC Personnel Expenses 

0

10

20

30

40

% Of 

Total 

Expenses

% Each Year 23.69 24.46 26.25 30.95 26.97

2005 2004 2003 2002 2001



82 

Roswell Pediatric Center 
Actual Costs In 2001 

TYPE OF COST TOTAL PER PHYSICIAN 

 

EMR License, includes 

Implementation & training 

$ 200,000 $ 22,222 

Scan License, includes 

Implementation & training 

$  30,000 $  3,333 

Interface Fee $   8,000 $   900 

Hardware & IT Costs $ 350,000 $   38,888 

Total $ 588,000 $ 65,343 

Total If Bought 
Today 

$ 305,500 $ 33,944 
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Roswell Pediatric 
Centers Ongoing Costs 

Electronic 
Medical 
Record 
System 
Maintenance 

Fee 

 

Document 
Imaging 
Management 
System  

Maintenance 

Fee 

 

Practice 
Management 
System 

Maintenance 

Fee 

 

IT Support 

 
Total 

Monthly 
Cost 

$ 2,500 $  442.00 $  700 $ 2,000 $ 5,642 

Annual Cost $ 30,000 $ 5,304 $ 8,400 $ 24,000 $ 67,700 

Costs for computer supplies, repairs, replacements, and miscellaneous 
upgrades over the last 4 years has been $86,000.00. 
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Comparison Sample EMR License Fees  
4 Vendors & ASP  

in Small to Medium Size Practices 

EMR  

COMPANY 

LICENSE FEE 
PER 
PHYSICIAN 

PART TIME 

PHYSICIAN 

MIDLEVEL 
PROVIDERS 

# 1 $ 6,800 NO DISCOUNT INCLUDED  

# 2 $ 6,500 NO DISCOUNT $ 4,100 

# 3  $ 8,000 NO DISCOUNT INCLUDED 

ASP $ 3,000 NO DISCOUNT INCLUDED 
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Comparison Sample EMR Implementation 
and Training Costs - 4 Vendors & ASP  
in Small to Medium Size Practices 

EMR  

COMPANY 

INCLUDE 
IMPLEMENTATION? 

IF NO, HOW 
MUCH EXTRA? 

INCLUDE 
TRAINING? 

IF NO, HOW 
MUCH EXTRA? 

# 1 NO  * NO 

*Implementation 

 & Training 

$2,000 Per 
Physician 

# 2 NO * NO 

*Implementation 

 & Training 

$2,000 Per 
Physician 

# 3  NO 
$ 135 Per Hour 

Plus expenses 
NO 

$135 Per Hour 

Plus Expenses 

ASP YES YES 
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Comparison Sample EMR Ongoing Costs 
4 Vendors & ASP  
in Small to Medium Size Practices 

EMR  

COMPANY 

Electronic 
Medical 
Record 
System 
Maintenance 

Fee 

 

Document 
Imaging 
Management 
System  

Maintenance 

Fee 

 

Practice 
Management 
System 

Maintenance 

Fee 

 

IT Support 

 

# 1 $ 2,250 0 $ 1,833 No Data 

# 2 $ 1,777 0 $ 777 $ 555 

# 3  No Data No Data No Data 

ASP $ 1,067 No Data No Data No Data 
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Davies Ambulatory Care Winner 
1 FTE Physician - 4200 Annual Visits 

 

 

Costs Initial  Ongoing 

EMR Software $ 1,500 per doc $300 per doc, 
per yr includes technical 

support and all upgrades 

Hardware $ 10,000 $ 1,500 per yr 

Installation $ 500 $ 500 per yr 

Implementation 

Support 

Part of  

Licensing 

$ 1,200 per yr  
Maintenance of computers and 
software other than EMR. 

Interfaces $ 2,000 $ 500 per yr 
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Davies Primary Care Practice 
1 FTE Physician – 4200 Annual Visits 

Return On Investment Revenue Increase 

Chart Pulls $ 16,800 just for encounters  

$4 X 4200 

New Patient Entry $ 1,000 - $1,400 per yr 

 

Transcription 

Service 

$10,000 per yr 

Office Personnel $20,000-$30,000 per yr 

Space $ 5,000 per yr 
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Davies Ambulatory Care Winner 
7 FTE Physicians - 9 Mid Level 

51,000 Annual Visits - Family Practice 

Cost Initial  Ongoing 

EMR Software $ 112,000 $26,000 per yr 

Hardware $ 18,000 n/a 

Implementation 

Support 

$ 37,000 n/a 

Interfaces Included  Included 
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Davies Ambulatory Care Winner 
7 FTE Physicians - 9 Mid Level 

51,000 Annual Visits - Family Practice 

Ongoing Savings Revenue Increase 

Front Desk Staff 2 FTE’s process 330  

Patients a day 

Phone Traffic Decreased by 32% with 
Lab portal 

Referral Letters Auto generated with 
complete information 

First year estimated  

savings 

$ 4,594 per day 

$ 1,249,568 annual 

Ongoing Savings $ 275,000 annually 
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Davies Ambulatory Care Winner 
6 FTE Physicians 

33,500 Annual Visits – Family Medicine 

 Financial Overview  
 Providers Revenue now above that of Pre EMR 

revenue after 3rd year, in spite of an 8% to 12% 
reduction in HMO/PPO reimbursement. 

 Factoring in the declining discount fee for service, 
a complete return on investment was achieved by 
the 26th month of deployment. 

 We chose to take home less income for 2002 and 
2003 to quickly fund the retooling effort. The total 
project costs, training, and temporary decrease in 
productivity calculated to be $42,000 per provider.   
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Davies Ambulatory Care Winner 
6 FTE Physicians 

33,500 Annual Visits – Family Medicine 

Average Charge Per Visit  
Year 2000 - $ 65.64 

Year 2004 - $ 83.30 

 

Average Reimbursement Per Visit 
Year 2000 - $ 56.46 

Year 2004 - $ 66.80 

 

Days in A/R reduced from 72 to 41 
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Continual Improvements 

 Have accessible “IT” support available 

 On site, out source, or combination 

 Develop quick and easy method: 

 Collecting ideas for Clinical Customization 

 and Upgrades  

 Work with physicians and staff to prioritize 

 requests. 
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QUALITY OF LIFE 

 No more missing charts 
 Peace of mind, knowing labs, tests, follow-ups don’t 

“fall thru the cracks” 
 Access to patient information from any phone in the 

office, at home or other outside location after hours 
or on call 

 Alleviates charting visits at the end of the day, I can 
go home on time 

 Flexibility of finishing non urgent tasks on my 
schedule 

 Happier staff producing lower turnover rates   
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QUALITY OF CARE 

 “Increased Standards.  The quality of care provided 
by SETMA, as measured by  

 decreased lengths of stay in hospital 

 readmissions to the hospital 

 decreased morbidity of chronic conditions 

 increased compliance with national standards of care and 
effectiveness in plan of care  

 has improved dramatically since the 

 implementation of the EHR. 
 

 Southeast Texas Medical Associates, James Holly M.D. Davies Award Winning Practice 2005, Access 
Information On Slide Number 13 
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SATISFACTION 

 

 “Decreased Charting Time…75%... 

 With less than one minute for 
charting, this gives me additional 
quality time with my patient.” 

 

 Cooper Pediatrics, Jeffrey Cooper, M.D., FAAP Davies Award Winning Practice 2003, 

Access Information On Slide Number 13 
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SATISFACTION 

 “Physician/Patient Satisfaction… I 
stop seeing patients every day at 
4:30pm.  I am a Pediatrician who 
works 26 hours a week and made 
$304,316 in 2002…My patients are in 
and out of my office in 35 minutes.” 

 
 Cooper Pediatrics, Jeffrey Cooper, M.D., FAAP Davies Award Winning Practice 2003, 

Access Information On Slide Number 13 
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WORRIED ABOUT 
DOWN TIME ? 

  “High Availability.  We have been using the 
system fully for six and a half years.  Total 
unscheduled downtime has only been 
twelve hours – equivalent to a 99.987% 
level of availability. This is particularly 
remarkable in that we use the system 24 
hours a day, seven days a week.” 

 

Southeast Texas Medical Associates, James Holly M.D.  

Davies Award Winning Practice 2005, Access Information On Slide Number 13 
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Lesson’s Learned 

 Limit your schedule “Go Live” week  

 Put short UPS on ALL Clinical 
Workstations 

 Make a few workstations mobile, on 
moving carts.  If a workstation goes 
down in a patient care area, you can 
move the mobile workstation into the 
patient care area and keep the provider 
moving. 
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Ensure Success 

 What problem are you trying to solve? 

 Do your due diligence on the search 

 Analyze current business systems 

 Determine measures of success 

 Effective leadership and acceptance from all 
providers 

 Well designed and equipped network 

 Proper training and technical support 

 Ongoing support, upkeep, and upgrades 

 Keep patient care top priority 
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My advice to you… 
Nothing Worthwhile  

Is Easy! 

  “All of the things that were so 
difficult are easy; all of the things 
that took a great deal of time now 
almost seem to happen by 
themselves.” 

James Holly M.D., Southeast Texas Medical Associates 

Davies Award Winning Practice 2005, Access Information On Slide Number 13 
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Attachments 

 Pediatric Specific Search Checklist 

 Critical Data Entry Checklist 

 Implementation Case History Article 

 Job Descriptions 

 Pediatric Scenario for Demo’s 
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Thanks and Good Luck!!!! 

Free movie download 

“Captain Impact Rescues Roswell 
Pediatrics In Record Time” 

 

Nancy Babbitt, FACMPE  

www.EHR4U2.com 
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