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Quality Equals Money
CASE EXAMPLE: OFFICE-BASED MD
Boosting Quality Care

Established physician Joel Diamond says he started practicing better medicine in 2002, the year his Pittsburgh, Pa., family medicine practice installed an electronic medical records system (EMR). Before converting to a wireless EMR system that allows doctors to track patients across the delivery system, Diamond and his seven partners—spread over four locales—noticed that too many things were slipping through the cracks.
“It was embarrassing when a patient would come to see me, and three days later come to see me in another office, and I was relying on my memory or we’d have to fax a portion of the chart over,” Diamond said.  “We realized that was inefficient and that it was just bad medicine.”    

When the EMR system went live, the failings of a paper-based system became glaring. “It really put preventive healthcare measures in our face. As soon as you went into a patient’s chart, things would flash up in red that were due. We have automatic reminders for any aspect of patient care that is disease- and demographic-specific.” With the EMR system in place,  “we actually ran out of pneumonia vaccine,” Diamond said. “That’s just one example of something we weren’t hitting 100 percent of the time. Compliance with mammography, colonoscopy, and pneumococcal administration has shot through the roof.” 
What’s more. Diamond can now instantly see patient data from the outside lab his office uses and from area hospitals. “This includes labs, radiology—including images—and archival data on patients,” he said. “I have countless examples of having a patient in my exam room who brings to my attention a recent test, ER visit, etc.  I can retrieve this information instantly without leaving the room and share it with the patient.” 

The system highlighted other vulnerabilities of a paper-based practice. The system’s ability to check and preempt potentially harmful prescribing errors due to messy handwriting, inappropriate dosages, and drug interactions, for example, has been a boon. “That checking has reduced pharmacy errors,” Diamond said. Moreover, when Vioxx was recalled, the practice could determine instantly which patients were taking the medication, and the system generated letters to those individuals alerting them to the recall and advising next steps. “I was shocked to see how many patients who were on that list were never written a single prescription for Vioxx. Like a lot of practices, Vioxx was an example of an expensive drug where we handed out a lot of samples. We never accurately recorded samples in the paper world.” 

Return on Investment   

This early EMR adopter made the investment in order to improve quality, while hoping that over time the practice would be able to recoup some of the costs.  The $80,000 system runs off a wireless network which allows on-call doctors remote access to patient records. The EMR system interfaces with EKG and other diagnostic instruments, allows for bi-directional laboratory interface, and provides inbound faxing capabilities that turn paper into electronic documents.  “Fortunately, we had a return on our investment our first year,” Diamond said. Two and a half jobs dedicated to retrieving medical records were cut, as well as the practice’s $30,000 annual bill for transcription services (the EMR system allows for point-of-care dictation). Revenue came in faster and claims denials fell. Chart rooms were converted to exam rooms; more patients were seen and overtime costs were reduced. “We had a return on investment many years ago,” he said, “and that was before the option of the ASP model, where people can basically pay a very affordable monthly fee to have someone else host their infrastructure.” 

Preparing for P4P 

As healthcare pay-for-performance models advance, the ability to collect and own data will be crucial to compete. Health information exchange delivers that ability. 
“I can now be at the [negotiating] table and have discussions with the appropriate people,” Diamond said. “The alternative, if you don’t have that electronic data, is that you are going to be paid on their claims data.” He has seen the difference firsthand; the claims data from one insurer on Diamond’s diabetic patients differed radically from the real-time data the doctor collected. “Once we start getting paid on performance data, those doctors who don’t have their own data are dead in the water,” he said.    

 Bottom line

“I don’t think there is any way that a physician outside an academic setting can do anything for quality improvement or can do outcomes analysis without electronic records to make that possible,” said Diamond, who can also do rounds with patients in the hospital using his laptop to pull up key patient data  The practice also has a patient portal. 
For more information about InformationSTAT contact
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