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Expert Foresaw Rise of the Internet in Medicine

In an interview seven years ago, Tom Ferguson, MD, predicted that refusing to
use the Internet would not be an option for physicians. At the time, his pre-

diction might have seemed unusual, at least for some physicians. But, of course,
he was correct. A Harris Interactive Survey showed that 98% of graduating med-
ical students and 90% of practicing physicians have Internet access today.

In his career, Ferguson had an uncanny ability to predict the future accurate-
ly. He articulated the concept of health care consumers using the Internet to
educate themselves. He coined the terms “e-patients” and “disease tribes,” mean-
ing patients who search the Web for disease-specific information and discuss
their conditions in chat rooms.

Ferguson established a journal, Medical Self-Care, and served as its editor from
1975 to 1989. In 1998, he became editor and publisher of The Ferguson Report,
the newsletter of consumer informatics and online health.

He was a senior associate at the Center for Clinical Computing, a research
institution at the Harvard Medical School. He also served as an associate facul-
ty member at the Texas Health Science Center and at the University of
Arkansas Medical Sciences Center, and was a senior research fellow at the Pew
Internet and American Life Project. 

Perhaps earlier than many others, Ferguson recognized that health care con-
sumers are willing to do their own research on the Internet. “The Web provides
an environment in which some patients can play a role that differs from their
traditional role,” Ferguson said in an interview in this newsletter in 1999. “The
online revolution is changing the roles of both physicians and patients. Patients
spend a good portion of their time away from the physician’s office, caring for
themselves. When patients are motivated, they are willing to put almost endless
time and energy into being a resource for their own care.

“Online technology has made it possible for people to gain access to disease
support groups and to research information about their diseases,” he said.
“Patient knowledge is different from physician knowledge. Depending on area of
specialization, a specialist might have to stay current on 200, 300, or 400 med-
ical conditions. A general practitioner might have to keep up with 600. Patients
have to know about only one disease: their own.”

When asked what online patient self-education meant for physicians,
Ferguson said, “Physicians who live in high-tech urban areas and want to treat
well-educated young adults will have to be proficient on the Internet or they
won’t have any patients left in five years.”

Sadly, Ferguson died last month in Little Rock, Arkansas, at the age of 62 of a
long-term illness.
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D eterred by real or perceived
obstacles such as high costs
and a steep learning curve,

cardiologists in many practices are
reluctant to install electronic med-
ical record (EMR) systems. They still
want the potential improvements
that come in care quality and effi-
ciency, however.

To avoid the obstacles other groups
face with EMRs, some cardiology
groups are choosing to implement
document-based electronic medical
record systems rather than EMRs
that require extensive data entry. A
data-entry EMR requires physicians
and staff to type information into a
structured database that they can use
whenever a patient chart is needed.
Many of these systems require physi-
cians to change their practice pat-
terns to meet the needs of the EMR.

In contrast, a document-based
EMR requires no change to physician
practice patterns. Practices don’t
need to transcribe data or enter notes
that had previously been handwrit-
ten. Instead, lab reports, images, and
other documents are scanned and
imported directly into the system,
allowing users to access an image of
these pages on screen.

More Benefits, Lower Cost
Cardiac Specialists, PC, a 10-
member practice in Fairfield, 
Conn., chose to implement SRS
Freedom Chart Manager from SRS
Software, in Montvale, N.J. (at
www.srssoft.com), a document-based
EMR system. “Because the system
does not require cardiologists to
change their practice patterns by
inputting data at the point of care,
our group has enjoyed several bene-
fits without incurring the time and

money typically associated with
EMR implementation,” says Robert
Hendler, FACMPE, the group’s
administrator. “Our cardiologists’
practice patterns are basically the
same, but the EMR enables them to
be incredibly more efficient.”

The first benefit is improved
patient care. All records are immedi-
ately available, enabling speedy deci-
sion-making based on full informa-
tion. “Furthermore, patients who call
their physicians with a question
receive a much quicker response,”
Hendler says. “We have two loca-
tions and admit to several hospitals,
so physicians are out of the office
quite often. Prior to EMR implemen-
tation, a non-emergency message
might sit on the doctor’s desk for sev-
eral days. Now, the cardiologists have
24-hour on-line access to all patient
records. Patient calls are messaged to
the doctors within the EMR system,
and the chart is attached.”

A second benefit is financial.
“With EMR implementation, we
were able to eliminate three full-time
medical record staff positions, saving
the practice about $100,000 a year,”
Hendler says. “The EMR has also
eliminated the need to purchase

chart supplies, saving us another
$5,000 to $10,000 per year.”

Increased Efficiency
A third benefit relates to efficiency.
For example, chart retrieval is much
more efficient, and charts are never
lost. “At times, all practices tem-
porarily misplace or even lose paper
charts,” Hendler comments. “With
an EMR, that problem is a thing of
the past.”

Also, the system imports typed
transcriptions directly into the EMR.
“This means that we are getting
access to dictated letters and visit
notes much more quickly and effi-
ciently,” Hendler says.

Cardiologists themselves have
become more efficient as well. “The
cardiologists can access patient infor-
mation much more quickly,” Hendler
observes. “They are now able to
squeeze in an extra patient or two
each day due to this increased effi-
ciency, thereby increasing practice
revenue.”

Quick access to charts allows the
practice to offer better service to
referring physicians, Hendler contin-
ues. “If a referring physician calls to
inquire about a case, our cardiologist

Connecticut Group Easily 
Implements Document-Based EMR

Going Digital
Use of EMR varies by group size 

Number of physicians Percentage with EMR
1 to 5 14.5
6 to 10 16.1
11 to 20 20.9
21 and more 25

Source: Assessing Adoption of Health Information Technology, Medical Group
Management Association Center for Research, Englewood, Colo., and the University of
Minnesota School of Public Health in Minneapolis, 2005.

(Continued on page 4)



can quickly pull up the chart and dis-
cuss the patient without having to
put the caller on hold while franti-
cally looking for the chart,” he says.

Not surprisingly, professional satis-
faction has increased since adopting
the EMR. “The physicians are thrilled
with the system,” Hendler says. “They
no longer need to stay late to review
charts and make phone calls. They are
able to complete almost all of their
work during standard working hours,
because the system makes it so much
easier to keep up with their workload.
They know they are giving better ser-
vice to their patients, and they feel
good about that.”

What’s more, since the administra-
tive burden on the whole practice
has been reduced, the tension level
in the office has fallen as well,
Hendler adds. In many ways, the sys-
tem has made a positive impression
on patients as well. “Patients know
we are using a computerized medical
record system,” he says. “We have a
computer in every examination
room, which patients don’t necessar-
ily see in other medical offices. This
feeds their belief that our practice is
on the cutting edge.”

After only two years, the practice
has already seen a return on its
investment in the software. “We
have more than broken even on the
software, in part because the cost of
the system is much lower than that of
a typical EMR,” Hendler says. The
cost of document-based EMRs can be
as low as one-third the cost of data-
entry EMRs.

Hardware Required
But Hendler cautions that a robust
computer network is needed regard-
less of the type of EMR adopted. “We
spent a lot of money on computer
hardware,” he notes. “We didn’t have
computers in every examination
room, and the computers we did have
were not integrated. We also needed
to purchase printers and scanners. So
the amount of time that passes before
a positive return on investment is

realized will depend heavily on the
hardware that exists in the practice.”

Document-based EMR systems can
be implemented in a practice much
more quickly and easily than data-
entry systems can, Hendler says.
“The strength of a document-based
system is managing documents,” he
explains. “These systems do not have
a module to document point-of-care
visits, in which physicians point and
click their way through an examina-
tion. Rather, the physician docu-
ments a patient encounter in the tra-
ditional way, either by dictation or by
writing notes. Then the resulting
documents are scanned or imported
into the system. Therefore, the train-
ing required is much more limited.
As a result, the probability of success-
ful implementation is higher with a
system of this kind, while the more
complex systems face a higher imple-
mentation failure rate.” SRS  says its
Freedom Chart Manager’s imple-
mentation success rate has been
100% over the past five years.

No data entry was required for the
practice to begin using the new sys-
tem. The cardiologists at Cardiac
Specialists needed only about 20
minutes to learn the basics of the sys-
tem and call up the scanned patient
records on the computer screen,
Hendler reports.

Improved Functionality
The EMR is a repository of informa-
tion that presents all of the medical
records that a chart might contain in
a user friendly and logical way,
Hendler explains. “Dictated docu-
ments and images such as x-rays,
problem lists, notes, and all other
documents, can be called up on the
screen,” he says.

The system also can import docu-
ments and data created on other sys-
tems. “For example, the EMR is
interfaced with our digital nuclear
stress testing system so that the
images of the patient’s heart can be
directly imported into the EMR,”
Hendler comments. “It is also linked
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EMR Implementation 
Not Widespread
F ewer than 15% of cardiology-specialty medical groups have fully

implemented an electronic medical record system and 19% are cur-
rently in the process of implementation.

This is one finding of a survey conducted as part of the “Assessing
Adoption of Health Information Technology” project undertaken by the
Medical Group Management Association Center for Research in
Englewood, Colo., and the University of Minnesota School of Public
Health in Minneapolis. More than 3,300 group practices participated in
the project funded by the federal Agency for Healthcare Research and
Quality in Rockville, Md. The survey was conducted in January and
February 2005, and the results were published last fall. 

Some 20% of cardiology groups plan implementation of an EMR with-
in 12 months, and 18% plan to do so in 13 to 24 months, the researchers
said. About 28% have no plans to implement an EMR within two years.

The survey also found that about 62% of cardiology groups maintain
paper medical records filed in a record cabinet. About 4% use scanned
images filed electronically using document image management systems
(DIMS), about 13% use a dictation and transcription system combined
with a DIMS, and 18% use an EMR that stores information in a relational
database. —DJN

(Continued from page 3)



to our digital echocardiography sys-
tem, so the data from those reports
can be similarly imported.”

Clinicians can page through the
record on screen as if reading a paper
chart. But there’s an important
enhancement: the documents are
organized into meaningful sections,
such as diagnostic tests, prescriptions,
letters, and x-ray reports. Within
each section, entries are organized by
date. “Because of the electronic orga-
nization of documents, physicians
can quickly find what they are look-
ing for, without having to shuffle
through a large pile of papers,”
Hendler says.

In addition to document scanning
capabilities, the system offers screens
with templates, so that clinicians can
type in the answers or print out
forms, write on them, and then scan
them back into the system.

The system has a medication mod-
ule, so that a physician can point-
and-click to create a prescription.
Then, the physician prints the pre-
scription form to hand to the
patients.

The system also has a messaging
module. “This is an important work-
flow feature,” Hendler says. “A nurse
can send a message to the doctor
along with the attached patient
record, allowing the doctor to
respond to questions immediately.
This feature facilitates communica-
tion among our clinicians, thereby
streamlining our workflow, reducing
frustration, and ultimately allowing
us to provide enhanced service to our
patients.”

Custom Made
Finally, the system offers an optional
module that provides search capabil-
ities, so that physicians can gather
practice-wide information on physi-
cians’ practice patterns and outcomes
to enhance quality improvement
efforts.

“The system can be customized to
serve physicians in any specialty,”
Hendler says. “For example, we have

developed various tools just for cardi-
ology, such as a cholesterol log, a war-
farin tracking sheet, and a pacemak-
er/ICD analysis log specific to cardi-
ology patients.”

Among the only drawbacks of the
document-based EMR is that it does
not help to improve a physician’s
accuracy and thoroughness of docu-
mentation or provide decision sup-
port, functions found in some data-
entry EMRs. “Obviously, the choice
of EMR depends on the needs of the
particular group,” Hendler com-
ments. “But physicians should care-
fully weigh the benefits of more com-
plex systems against what those sys-

tems cost the practice in terms of
time, money, and effort. It may not
be a good trade-off.

“Then the practice should pur-
chase the best system available that is
consistent with the effort the prac-
tice is willing to expend,” Hendler
explains. “Cardiologists and cardiolo-
gy administrators should be cognizant
of the fact that a full-blown EMR
implementation is a big undertaking
that requires a lot of training and
planning.”
—Reported and written by Deborah J.
Neveleff, in North Potomac, Md. More infor-
mation on physician practice strategies is avail-
able on our Web site (see page 8).
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Adding Office 
Forces Decision
Before opening a second office, Cardiac Specialists, PC, did not have

a pressing need for an electronic medical record (EMR) system. But
after the 10-member practice in Fairfield, Conn., opened a second office,
it decided to implement SRS Freedom Chart Manager from SRS
Software, in Montvale, N.J. (at www.srssoft.com). It did so in October
2003.

“We had been aware of the potential benefits of EMRs and had been
toying with the idea of implementing one,” says Administrator Robert
Hendler, FACMPE. “However, the main factor that drove our decision to
purchase an EMR was the opening of a second office location. Our two
offices are only 10 miles apart, and many patients are seen at both offices.
But transporting the patient charts between the two offices became
chaotic. We were constantly shuttling charts back and forth, which
became a burden on the office staff. At times, we failed. The patient
would show up for the appointment and the chart would not be there.”

The practice considered how to resolve this problem. “A messenger ser-
vice would have been costly and would still be prone to mistakes or
delays,” Hendler notes. “But we knew an EMR would solve our problem.”

Nevertheless, the cardiologists had various levels of enthusiasm for an
EMR. “Some physicians were excited, and were proactive in assessing dif-
ferent systems,” Hendler says. “But other physicians were not enthusiastic
about the idea at all. However, when we were at the point of making the
commitment to purchasing the EMR, we held a meeting with all the
physicians and everyone agreed to move forward.”

Two factors helped ensure success. “First, when we began implementing
the system, we started with the more enthusiastic doctors,” Hendler says.
“Second, we implemented the system slowly, with a few physicians
brought on board each month over 10 months. As a result of these two
factors, the first few adopters were singing the praises of the system, and
the remaining physicians were anxious to start.” —DJN



A s health care has become
more complex, many physi-
cians have found it is virtual-

ly impossible to see more patients
while also attending to such business
functions as billing, collections, and
insurance eligibility. While costs rise,
reimbursement has declined.

Recognizing these trends, physi-
cians are seeking ways to increase
efficiency and revenue while also
improving billing and collections.

Revenue Cycle Management
Physicians who struggle with labor-
intensive insurance claims, re-submis-
sions, and slow payments or denials
have several options. One is to buy and
maintain billing software. A second
option is to contract with a billing ser-
vice. And a third option is to contract
with a vendor that provides billing ser-
vice software and support and collec-
tion services. Those physicians who
choose this third option find that these
vendors help them increase collections
and decrease the time spent on back-
office operations. What’s more, con-
tracting with such vendors enables the
physicians to consolidate their opera-
tions with other practices, increasing
size and efficiency.

Before they even consider consoli-
dating with other practices, however,
most physicians are seeking billing ser-
vice software and support and collec-
tion services. Some of the systems that
provide these services have no capital
costs and no software maintenance or
upgrade fees. The charge to a physi-

cian group is a percentage of revenue
collected or a fee per encounter.

The benefits of a comprehensive,
Internet-based practice management
and billing and collections system are
significant. Physician group personnel
can use personal computers with an
Internet connection to determine
whether a patient is insured, ensure

accuracy in claims coding, and track
the billing until payment.

The best vendors in this relatively
new field provide automatic updates
on changes in covered procedures and
charges. They also catch errors in cod-
ing at the point of entry, saving time
and improving cash flow. Collection
success rates for such vendors can
exceed 90%.

The advantages of contracting with
such a vendor are a low initial invest-
ment, variable costs based on patient
volume, a reduced number of back
office employees, better access to key
performance metrics, fewer denials,
daily tracking of unpaid claims, and an
account manager who is responsible to
track billing and to follow up with pay-
ers. Having an account manager who
takes on these responsibilities may
mean the physician practice could
reduce the number of office support
employees on staff.

Practice management experts find
that such billing systems offer physi-
cians the ability to review a number of
office metrics at once. This real-time
“dashboard” includes data on patient
and billing activity, receivables, and
payment and denial analysis.

Once a system is in place, the physi-

cians can focus more on patient care
and evaluate ways to grow or enhance
the practice.

Larger Groups
One way physicians can enhance their
practices is by consolidating with other
physicians, and some billing and col-
lection systems available online are

facilitating such consolidations. Some
observers believe that the solo practi-
tioner and small-group models in
which physicians had fee-for-service
payment and paper-based information
systems are being replaced by technol-
ogy-savvy physicians who merge and
acquire other practices to form a mega-
group, which is composed of many
physicians in previously unaffiliated
practices who join together to operate
as one large group.

The purpose of mega-groups is to
increase profits and leverage with pay-
ers, obtain additional managed care
contracts, and use technology to
increase efficiencies. In a mega-group,
physicians can negotiate higher rates
with managed care companies, pur-
chase supplies and equipment at vol-
ume discounts, and eliminate redun-
dant costs.

In addition, a mega-group offers
important benefits concerning physi-
cian ownership and on-site availability
of ancillary services as specified in the
Stark laws. If a physician is part of a
mega-group, an exception enables the
physician to own and prescribe ancil-
lary services such as laboratory testing
and diagnostic imaging. For many doc-
tors, this exception not only improves

TECHNOLOGY
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Mega-Groups Boost Efficiency, Revenue
By Albert Santalo

Contracting with some system vendors
enables physicians to consolidate their 
operations with other practices.

Albert Santalo is the founder of Avisena, a
health care management company in Miami
that uses technology to improve front and
back office processes. Founded in 2001,
Avisena (at www.avisena.com) services
more than 150 physician practices through-
out the Southeast United States.
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the quality of care provided to
patients, it also can result in addition-
al revenue.

While the mega-group affords bene-
fits, the transition and implementation
process requires careful planning.
When structuring a new practice orga-
nization, it is important to ensure the
cultures, personnel, contracts, and sys-
tems work together. Doing so requires
attention to detail in the form of pre-
planning meetings, financial account-
ing and legal audits, and an analysis of
managed care agreements.

Size Matters
With any medical practice, the prac-
tice management and billing and col-
lection system can mean the difference
between having a thriving, efficient
mechanism to handle patient flow,
insurance, eligibility, bill processing,
and collections, or having one that
slows the practice through inefficiency.

For physicians forming larger groups
and seeking a practice management
and billing system that will increase
efficiency, the typical issues to consid-
er include minimizing the initial
investment, avoiding disruptions in
cash flow during the transition to a
new system, and standardizing daily
functions such as coding, billing, and
collections.

Many mega-groups are working with
vendors that offer practice manage-
ment technology and billing and col-
lection services together in one system.
In some instances, virtually all infor-
mation, claims processing, communi-
cations, and reporting is done via the
Internet. These vendors typically
charge a percentage of collected rev-
enue or a fee per encounter.

Unlike a traditional medical billing
company, these vendors have the soft-
ware and support to streamline the
billing process, decrease errors in cod-
ing and billing, and increase the likeli-
hood of payment. These systems
enable a physician’s office staff to
determine insurance eligibility for a
procedure, avoid entering information

that would result in claim denials,
record and access real-time informa-
tion regarding daily business activity,
generate reports relating to patient
claims and payments, and track all
billings until payment is received.
Also, these systems allow physicians to
scan and store identification, medical
records, and financial records for easy
retrieval at any time.

Since practice information is avail-
able to physicians over the Internet,
it is always accessible from any com-
puter with Internet access. This
means a physician can access patient
records from home, the office, or a
hospital. It also means a physician
can affiliate with other groups with

no additional costs for software. The
newly affiliated physicians would
simply access the practice’s records 
as the other physicians do: via the
Internet.

In today’s health care environment,
forming a mega-group can make sense
for many physicians. With a sound yet
flexible structure, a mega-group will
adapt to the changing trends in health
care. The next step, partnering with a
management company that continual-
ly invests in processes and technology,
will help reduce administrative and
financial problems, improve collec-
tions, and increase profit.
—More information on physician practice strate-
gies is available on our Web site (see page 8).

Practices Have Billing Options
Physicians have several options when choosing a billing system. Two of

the most popular options are buying software and contracting with a
billing service. Here are the advantages and disadvantages of these options.

The first method is buying and maintaining software for billing and reim-
bursement. This method requires an initial investment in software that can
be significant and is likely to require ongoing maintenance and upgrade fees.
Although some of these systems provide support for collecting from insurers,
most do not, and so most of these systems would require the practice to incur
costs for staff payroll and benefits. The practice still has to invest in forms,
office supplies, postage, and telephone and office costs as well.

These systems mean keeping up with changes in billing codes and cover-
age restrictions. The initial investment can be well over $100,000, depend-
ing on the size of the practice. Typical collection success rates range from
70% to 90%.

The advantages of such a system are that the physician has 100% control
since the practice owns the software. The disadvantages include a high cap-
ital investment, challenges involving staff training, the need for software
updates, and a focus on billing but not necessarily on collections. Also, such
software does not support the practice in adopting industry best practices,
typically has poor reporting capabilities, and the reimbursement rates are fre-
quently lower than they are with other options.

The second method involves contracting with a billing service. Claims are
submitted using off-the-shelf billing software and staff manually follow up on
late payers and denials. Costs range from 6% to 15% of collections depend-
ing on volume and specialty, and collection rates range from 70% to 90%.

The advantages of contracting with a billing service are a minimal capital
investment, fewer back-office employees, and access to billing expertise and
experience through the service’s staff.

The disadvantages include a loss of control since much of the billing work
is done off site, and a focus on billing but not necessarily on collections.
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P
ainstaking physician recruit-

ment, organizational efficiency,

and production-related com-

pensation are the basic strategic tools

a Texas multispeciality group uses to

increase productivity. The group,

Collom & Carney Clinic Association,

in Texarkana, Texas, pays its 71 physi-

cians 150% or more than the national

average for physician wages.

“We recruit physicians who have a

focus on high productivity,” says

Stephen B. Glenn, MD, president of

the physician-owned, multisite clin-

ic’s executive committee.

Efficiency and Quality

Too often, productivity is disparaged

as contradictory to quality care and

good patient service, according to

Walter Unger, CEO of the Stratos

Institute for Healthcare Performance

Inc. “Successful medical groups not

only deliver quality care and superb

service, they also operate highly effi-

ciently,” Unger says. His video and

media education company in Laguna

Niguel, Calif. (at www.stratosinsti-

tute.com), produced a video and les-

son guide about Collom & Carney.

The four most important elements

of success for the practice are institut-

ing a groupwide work ethic, maintain-

ing a focus on quality care, aligning

compensation to production goals, and

increasing organizational efficiency.

“Those crucial strategies establish a

culture that promotes productivity,”

says Tom Simmons, the clinic’s CEO.

Physicians need to understand those

four elements and how they relate to

their compensation, Simmons

explains. “We reward physicians for the

value of the services they provide,” he

says. “We make sure they understand

productivity goals and standards and

how the compensation plan works.

Above all, we want them to view our

reimbursement procedures as fair.”

A physician who is willing to

emphasize productivity can increase

his or her income, says Simmons. The

physicians are paid based on the vol-

ume of work they do or the number of

patients they see, he explains. “Our

physician volume is higher than indus-

try averages, so our reimbursement

model is also higher,” he notes. “Our

physicians earn more because they

work harder.”

The emphasis on hard work requires

Collom & Carney to recruit physicians

who have a work ethic that parallels

that of the group, Simmons says. “At

the initial interview, we ask the physi-

cian candidates what is important to

them, the amount of free time they

need, and how they feel about filling in

for other physicians. Their responses

tell us almost immediately whether

they will be a good fit.”

Other factors the clinic considers

when making a hiring decision

include a physician’s financial and

professional goals. It also examines

the scope and quality of the physi-

cian’s training, as well as his or her

board eligibility and certification.

The group has 450 staff, including 71

physicians, in 13 locations.
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