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Medicine is practiced essentially the same way now as it was several hundred years ago. There are 
new techniques, equipment, tools, materials, etc.  However, the way a patient interacts with his/her 
physician is essentially the same. 

A patient goes to see his/her doctor. The doctor gives the patient an examination and a diagnosis, 
documents this examination and diagnosis in the patients chart, gives orders or a prescription that 
they expect will be adhered to, and the patient leaves. 

Essentially the same process followed for well over a hundred years. Some of you may say, of 
course, it is a refined and hallowed method that has been proven repeatedly. However, this scenario 
describes a “closed”  form of medicine. “Closed Medicine” describes a healthcare system that is 
unable to openly share health-related information electronically, and in a timely, private and cost-
effective manner. “Open Medicine” describes a healthcare system with openly available electronic 
patient health information shared freely between patients and their healthcare providers in a timely, 
private and cost-effective manner. Open Medicine has the potential to improve healthcare delivery in 
a dramatic way. Closed Medicine perpetuates the old model of healthcare delivery.

If the traditional paper medical record is used, then once entered, the information is completely 
useless after the physician has made his notes and closed the record. If the current wide spread 
proprietary medical software model is used then information is spread unevenly across multiple 
different pieces of software most of which do not share information with the other systems in the 
same office much less with different offices or other health care providers.

The tools, and techniques may be different than a hundred years ago, but the method, and process 
is the same. Information is recorded concerning a visit or a procedure locally, then stored away and 
used only when that particular provider is presented with a specific patient again. Not to say there 
are not some people trying to do things in a better way, analyze best practices, prove that new 
treatment options can improve health care, and do their best to help individuals and the common 
good. 

No matter how you look at this process it is a closed process. Information is available only to a 
limited group of practitioners, it is static in that the information is only seen when the specific 
information is relevant, the individuals information, though critically vital to that person, is 
unavailable to another health care provider. This is Closed Medicine. 

I present to you a current and common scenario. A patient has two doctors. A generalist, and a 
specialist that they are seeing for a chronic condition. Each physician treats the patient as best they 
can in any given situation. However all too often both physicians will make assumptions about the 
nature of the other physicians treatment, with no direct knowledge of medications or procedures 
the other is using in treatment. Only the anecdotal information provided by the patient. This has the 
clear potential of creating problems. 

One solution in this closed model is to have the patient carry their medical record with them, and 
indeed this is done in some circumstances and by patients that require a health care provider have 
access to their medical record. However this too presents a problem with the physician not having 
a patient record for review after the patient has gone. An essential step to verify good practice, and 
also a typical practice of recording notes after the patient has left when there is less of a time crunch. 
In addition patients will often lose or misplace their record or not present it when an encounter 
happens.  

I am sure as I’ve written here a dozen or more different scenario’s can come to your mind illustrating 
perhaps better than I have the flaws in a closed system. At one point in time this certainly was 
the best that could be done. Best procedures, enhanced and formalized, peer review, improving 
practices, publishing, spreading said practices to as many as could keep up. 

 “Closed Medicine” de-
scribes a healthcare system 
that is unable to openly share 
health-related information 
electronically, and in a timely, 
private and cost-effective man-
ner.

� If the traditional paper
medical record is used, then 
once entered, the information 
is completely useless after the 
physician has made his notes 
and closed the record.

Open and Closed Medicine
By Brian Lord, CEO Sequence Managers Software, LLC
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Fortunately other options exist today. However before I discuss them I want to make reference to 
a war. It is a war that young people can scarce imagine, since no one really talks about it anymore. 
However to anyone older than 30 it is a war that you most likely participated in though you most 
likely didn’t know it. It too was a war of a closed system being asked to open itself. 

I speak of course of the great ATM wars of the 80s. A time when banks and a new technology made 
access to our money easier and more efficient. A time when the great warriors, Star, Pulse, Plus, and 
others, dictated to us which ATM could give us access to our bank accounts, and which could not. 
The results of the war were profound but today overlooked. Now it is accepted that anywhere you 
go, any city, any state, any country, you have access to your bank, through an ATM, and in the last 
10 years through the web as well. 

Why then, I ask can you is our medical information still closed? The benefits would be profound 
but to some perhaps not so obvious. Suppose for a moment that every time a patient received 
any form of treatment, prescription, or exam the information was available to the next health care 
provider, regardless of location. In a single year alone the cost savings in prevention of treatment 
mistakes caused by incomplete information would be in the hundreds of millions if not billions. 
Emergency rooms alone, which represents the number one location where patients are treated 
without complete knowledge of a patients preexisting conditions, or medications, this change would 
be profound. 

However the changes do not stop at the personal level, although those in theory should be enough 
to justify such a movement. At a community level, the ability to look at the health statistics for 
a county, city, or specific area can give undeniable proof of public health related issues. The 
presence of some public health related anomaly would be identifiable, not after days or weeks of 
investigation, but in real time as such problems were happening. 

My company is involved in a project designed to take information from different databases and in 
the case of a disaster, or a long term health problem, image all the demographic and geographical 
data and display this information in a true 3D imaging cave. Giving the University of Louisiana’s 
LITE center the ability to watch a situation with a level of information that can point to such critical 
information as, where was patient zero, where will the problem move to next, how many people 
could be affected, what areas need assistance, etc... 

In even broader terms, looking at health factors across the entire country, best practices could be 
identified, again in real time. In the traditional peer review model, a physician improves treatment 
of a disease state somehow, lets say he or she improves survivability of leukemia by 10%, an 
outstanding improvement. The doctor then does due diligence gets all his data in line and submits 
for review. The findings are peer reviewed and if found to be good the article is published in a peer 
review journal, other doctors read and incorporate this information into their treatments. However, 
the publishing doctor has no idea if over all, his statistics were 15% below the true survival rate 
of leukemics. The physician has not done anything wrong, yet his publication has actually lowered 
survival rates. Now in the long run more peer review articles would eventually correct such a 
deviation. This at one point was the best that could be done.

Not today. Today we have 
sophisticated information networks 
that allow banks, stock markets, 
material management firms, and 
many other industries to exchange 
information, lots of information, 
between countries, states, and 
even, as difficult as it may be to 
understand, between companies. 
This exchange has created 
new industries like, just in time 
manufacturing, virtual store fronts, 
on-line banking, and many more. 
All because information that is 
needed at potentially many different 
locations is easily transmitted and 
received.

 The benefits would be 
profound but to some perhaps 
not so obvious.

 The presence of some 
public health related anomaly 
would be identifiable, not after 
days or weeks of investigation, 
but in real time as such prob-
lems were happening.
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Except in one critical industry. Medicine. Medicine is still closed. The most sophisticated science 
there is, the science that is actually about us. While using some of the most innovative technologies 
available, is at least 2 decades behind the rest of the information industry. Why? 

Tradition. Fear. Trust. Profit. 
I think most will understand the problems with tradition, a new procedure of 20-30 years ago, 
becomes ingrained and thus difficult to get away from. Physicians are trained to use paper. A 
physical medical record is easy to use, understandable, and accepted. It is also vulnerable, single 
user, and not easily available in all the places it is needed. 

Fear is common in the medical industry. Each patient a risk management assessment. They have a 
problem that must be treated, and every unknown is a thing to be feared. Most physicians practice 
the art of reducing unknowns to as little as possible so the fear of making a wrong decision is as 
reduced as they can get it. New techniques, new technologies are a cause for caution and caution 
makes people move, well, cautiously. 

Trust is difficult for many physicians for two reasons. First when a new technique or piece of 
equipment is introduced into a physicians practice they do what every good scientist, or craftsman 
does with it, they become familiar with it. Learn its quirks, specifics, limits, and dangers. For most 
tools presented to a physician this represents weeks, months, or in some cases years of training. 
Yet in the case of computers there exists a barrier that most physicians do not have the time to 
cross. First of all it does not directly relate to treating patients, it is not a diagnostic tool, nor is 
it a treatment, it is just a place of information software, and each piece of software represents a 
specialized piece of knowledge that most physicians do not have time to learn to trust, or inclination 
to do so. As a result the powerful, flexible, and truly capable tools that could be available to a 
physician through the computer are placed in the hands of those that are not physicians, and thus 
the physician finds themselves in the position of having to trust someone else to provide them a tool 
they must use.

Which brings me to the second problem with trust. What is the difference between a car salesman 
and a software salesman? Car salesman know they lie. Doctors have been lied to about medical 
software for so long, that most don’t know what to believe. Some try very hard to catchup 
and become familiar with what software options area available, and others don’t have time, or 
inclination. Yet almost every physician that has purchased some form of medical software has 
been told or lead to believe a feature was present that was not. Often the feature is irrelevant, 
occasionally it is critical. Critical features missing from a piece of software, regardless of how good 
the software is, render it useless, and costly. Thus the medical profession has a great deal of factual 
reason not to trust software.

Profit is the current model for medical software. In the 70’s and 80’s computers for business, and 
hospitals were huge multi-million dollar pieces of heavy equipment. They cost a great deal. Today a 
production grade server will certainly cost you tens of thousands of dollars, but not the millions of 
yesterday. Yet the existing medical software industry still charges huge fees to do work that costs 
them less and less to do. Not that it has been easy for the medical software industry however we 
are not hear to discuss the medical software industry at this time. As a result of the profit model, 
an industry that has been used to being paid millions for access 
to large systems, still expects to make huge profits on each 
installation. Thus costs have remained incredibly high. So high 
that a single doctor can scarce afford the level of computerization 
available at a major hospital level. At least not in the traditional 
closed medicine model.

So now we have discussed at length the nature and problems 
created by closed medicine. What is Open Medicine? Simply put 
Open Medicine is the interconnecting of all medical information 
systems, in such a way that every medical system is able to 
access needed information from any location. In its totality 
such a system is still years away. It is however closer than the 
medical software industry would like the health care industry to 
think. The Department of Veterans Affairs, the largest healthcare 
system in the United States, continues to explore the concept 
of Open Medicine with the ongoing development of VistA, and 
MyHealtheVet.

 Most physicians practice 
the art of reducing unknowns 
to as little as possible, so the 
fear of making a wrong deci-
sion is as reduced as they can 
get it.

� Doctors have been lied to
about medical software for so 
long, that most don’t know 
what to believe.
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In a truly open system, similar to the banking industry, an authorized user, such as a patient, or a 
physician would go to their EMR system, and open a patients record. If the patient is a new patient 
a PIN, smart card, or biometric would be required to verify that the patient was giving permission 
to the health care provider to access their information. Any new information would be kept on the 
providers system, what ever that system might be, and a reference in a Master Patient Index would 
be made that new information was available. 

Complement this model with large scale open source medical software, which has significant 
advantages over proprietary software models, and the capacity of every medical system to work in 
concert grows exponentially. In order to understand what this means it is necessary to explain in a 
small amount of detail the power of open source software, and how it relates to medical software.

In the traditional proprietary software model a product is created. As items are sold and money is 
made, engineers are assigned and bugs are fixed, and new features and functions are added. As 
the product makes more money, i.e. sells more product, more features are added and more bugs 
are fixed. At some point sales begin to trail off, and less engineers are assigned, and less feature 
function are added, and fewer bugs are fixed. This trend progresses until eventually no new work is 
done on the product and though it may still be sold it is essentially a dead product.

Open Source life cycle is different. As an Open Source product comes into use, a community familiar 
with the software grows around it, in addition to the original manufacturer, other engineers begin to 
add feature function and fix bugs. However since it is a variety of companies that use the product 
and want enhancements no single company has control or responsibility for the direction of the 
software. Essentially the software grows according to the strengths it has. Which only keeps the 
software stronger as the users of it enhance it even more. Every proprietary software product has 
a life cycle. In some cases this life cycle can be very short. However once an Open Source product 
grows its community its life cycle becomes extremely long. Many of the Open Source software 
products from 30 and 40 years ago are still around. A perfect example would be the Linux operating 
system. Still in use, still robust, and the preferred operating system for systems that are used to do 
vast quantities of work. The fact is that the Linux that exists today, is not the Linux of 5 years ago, 
and will not be the Linux of 5 years from now.

How does this relate to medical software. To put it bluntly medical software needs to be extremely 
complicated. So complicated in fact that no single company can adequately maintain such software 
since the intellectual capital necessary to maintain and enhance such software is beyond the means 
of any company even very large companies. However the Open Source communities with their 
subject matter experts and devotion to the software do contain such intellectual capital. 

The solution many companies have adopted is the obvious step. If you can’t do it all, find the piece 
you can do and do that very well. Hence numerous keyhole medical applications have come on to 
the market. Some priced so even small doctors offices can afford them. Applications like scheduling, 
billing, coding, and such, all perform a specific function in an office that a computer can do very well 
and are maintained by a company that can specialize in just the functions that software provides. 

However that has now created the problem that plagues all medical facilities today. All of these 
applications do valuable functions, but none of them talk to each other. Worse, the cost of having 
them interface to each other is huge, assuming you can even get each vendor to agree to do the 
work, a specialty in and of itself that many software companies do not have. So each clinic and 
hospital using such “keyhole” systems are forced to bounce from paper to electronic to paper to 
electronic, the most inefficient way of doing work. Computers actually add to the work process not 
reducing. Again the problem of closed medicine. 

So is there a point to discussing the difference between proprietary and open source software? Is 
there any way this concept can be used to solve the problems of migrating from Closed to Open 
Medicine? Many of the pieces are already in use and ready to come into wider spread use. The 
recently CCHIT certified WorldVistAEHR system is one of the most comprehensive and capable 
systems available. It certainly has the capacity to eliminate paper records in the largest or smallest 
hospitals. Network accessibility to broadband transmission speeds make moving the volume of 
data in a patients health record easy, and the security used by the banking system prove that 
such information can be restricted to only those needing access to this information. However the 
primary road block is not a lack of technology or a system that can handle such a large quantity of 
information. 

 Essentially the soft-
ware grows according to the 
strengths it has. Which only 
keeps the software stronger as 
the users of it enhance it even 
more.

 All of these applications do 
valuable functions, but none of 
them talk to each other.
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The primary problem is a desire on the part of the medical software companies to change their 
existing data models. During the ATM wars there were large banks that were afraid that a wide 
spread use of ATM machines would actually put them out of business. History shows this was 
certainly not the case. In a similar way the medical software companies have no pressure to change 
the way they exchange data and are afraid that a major change to their monopoly on the medical 
data that contain will force them out of business. 

The way to change this is for the physicians and medical facilities to demand of their existing 
medical software vendors the ability to move patient data from one facility to another. Small 
practices that have numerous keyhole applications need to explore the now much more reasonably 
priced true EMR vendors that are out there, and recognize that a single integrated open source 
system, can be much more cost effective and efficient for their practice. Also ensuring that such a 
system is linked in with the growing number of Medical Exchange systems that are beginning to be 
seen, like those that actively participate in the Connectathons orriginally started by another open 
source proponent Sun Microsystems. 

Medical software vendors have been creating their own path, and telling the medical community 
what was possible and pricing alternatives out of the range of any but the most wealthy medical 
institutions. However that model is changing. By trying to ensure that each health care professional 
understands the modern choices and what physicians have a right to, a new age of medicine can 
begin. One where every patient is seen with all available information. One where the health of a 
community or even the world can be seen and the successes no matter where they are can become 
successes for all. One in which medicine is no longer closed but open to the future. 

Brief Biography

Brian Lord is a scientist with a Medical Technology and Physics background. His company Sequence 
Managers Software currently is one of the few companies providing small practices and rural 
hospitals access to EMR technology. He lives in North Carolina with his wife and children. He has 
served on the board of directors for WorldVistA and is a member of the VistA Expertise Network, 
a not for profit technical organization dedicated to enhancing open source medical software and 
bringing it to the world.
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Proprietary Trap 
By Fred Trotter - FOSS activist and programmer

http://www.FredTrotter.com

Why it is a bad idea to use a proprietary EHR?
	
	 A few weeks ago my wife went to buy some paint, which has nothing whatsoever to do 
with Electronic Health Records. My wife is more than a little obsessed with getting the upstairs 
“right”, and she has spent a tremendous amount of time researching what paints would give her 
the look she was hoping for. By the time she went into Home Depot, she was well-versed in the 
differenced between “egg shell” and “semi-gloss”. She had a relatively complex question about 
the best methodology to remove the current paint, which could be lead-based. After hearing her 
question, the paint clerk grinned at my wife. “Whats so funny?” she asked. “Well, you sure seem to 
know a lot about paint...” he trailed off. It was obvious to my wife that he had meant to add “for a 
woman” at the end of the phrase.
	
	 Later as we were driving to get more paint supplies, I started to turn into Home Depot. 
“We are going to Lowe’s” my wife informed me, with a tone that indicated the subject was not up for 
discussion. My wife had fired Home Depot.  At least she fired the paint department at that particular 
store. I know it sounds ridiculous but I would like to discuss why she was able to do that. The 
reason is that Lowes sells paint too. In fact, there are lots of places to buy paint. So if she wanted, 
my wife could fire hundreds of sexist paint salesman and still buy paint. If we could only buy paint 
from Home Depot, we would not be able to fire anyone.
	
	 You can fire your paint store, your dentist, your lawyer, your mechanic and even your 
doctor. You can fire them for any reason. Yet you cannot fire your proprietary EHR software vendor.  
Or at least, not without also changing the software that you use. So I guess you could fire your 
proprietary software vendor, but only in the sense that you could “fire” your mechanic, if it meant 
you were forced to buy a new car. 
	
	 You cannot fire your proprietary EHR vendor because you never really owned the 
proprietary EHR that you paid for at all. (This can come as an uncomfortable realization to those 
who spent six figures to “rent” an EHR) Rather you were granted a license to use the software. 
That license dictated exactly what you could and could not do with the software. Among other 
restrictions, the license prohibits another software vendor from supporting the software that you 
paid for. EHR systems need constant updates because of industry changes. (Y2k, HIPAA, NPI, 
ICD-9) Yet only one organization, the original vendor, can support a proprietary EHR. What if some 
industry change for that company impacts your ability to get those updates? What happens if the 
company is sold? (Mysis, Medical Manager, IDX, A4) What happens if the company goes out of 
business? (Doctors Notes, Merge Healthcare) 
	
	 Here is the answer from one company: We do not want to single one company out but this 
is from the FAQ section of a popular proprietary EHR. We can call them PPE for short.

Q: What if [PPE] goes bankrupt? What happens to our data? 
A: The data still belongs to you, and there is a clause in our contract that says that if [PPE] goes 
bankrupt, then we will either install the program onto your own server or dump all of your practice’s 
data onto CDs for you so that you can have continued use of the program and data.

	 This is a pretty standard answer. Some proprietary vendors even go so far as to create 
what is known as “code escrow” which addresses the issue of source code. The idea is that if the 
company goes bankrupt, you could hire a bunch of programmers, reverse engineer the sourcecode, 
and essentially become your own vendor. Which is the equivalent of saying “if your paint supplier 
goes bankrupt, we will give you the formula for our paint so that you can easily make more paint. 
All you need to do is set up your own paint manufacturing plant, hire paint chemists, and become a 
paint vendor... for yourself”.

 You cannot fire your pro-

prietary EHR vendor because 

you never really owned the 
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for at all.
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 Once you have paid a 

proprietary EHR vendor and 

started using the proprietary 

software, that vendor is in total 

control of the relationship.

� WorldVistA EHR is a

GPL version of the VistA EHR 

that has just passed CCHIT 

certification. 

	 If a proprietary EHR vendor fails to deliver support for their product their customers 
only recourse is to migrate to another software package. Migrating from a defunct proprietary 
database format to something new can be very expensive.  Imagine, you have an EHR or practice 
management system for 5 years, collecting a tremendous amount of patient data and then, for 
whatever reason, your vendor stops supporting your software. You will have to migrate, some 
major change is always coming and your vendor now does not support the next big change. This 
happens again and again; Y2K, HIPAA, NPI, and ICD-9 are all great examples of industry changes 
that required software updates. You are forced to buy software again, and pay for an expensive 
migration to the new system. 
	
	 This relationship is called “vendor lock-in”. Once you have paid a proprietary EHR vendor 
and started using the proprietary software, that vendor is in total control of the relationship. They 
can raise the price of support, they can abandon the software by refusing to support it further, or 
they can simply not answer the phone when you call for help. Your only recourse is to purchase 
another EHR and pay for a migration. After you have purchased your software the vendor knows 
that they only have to support your system well enough for you not to pay to buy a new EHR and to 
pay to migrate to that new EHR. 
	
	 I am not slandering the quality of support of every proprietary EHR vendor out there. 
There are some vendors who have excellent support, today. But there is nothing to ensure that 
a proprietary vendor will always have good support. If something happens to a proprietary EHR 
vendor, then their customers are left holding the bag. 
	
	 However there is now an alternative. Electronic Healthcare Software that is licensed 
under the GPL can prevent vendor lock-in. The GNU GPL or GNU General Public License, is a 
software license that is intended to make you equal owners with the vendor of the software. 
Some people market this kind of software as “Open Source” which sounds wonderful and perhaps 
meant something at one time. However, recently medical software companies have started selling 
proprietary software and calling it “Open Source”. If you want the benefits that I am about to 
describe make certain that you get your software under the GPL. 
	
	 Why is the GPL a better license? Put simply, it means that you can fire your EHR vendor but 
keep your EHR software. Suppose you install WorldVistA EHR in your practice. WorldVistA EHR is a 
GPL version of the VistA EHR that has just passed CCHIT certification. But, alas, you find that your 
vendor does not answer the phone, or respond to your requests for help. 
	
	 Because WorldVistA EHR is available under the GPL you have several options: 1. You 
can learn the software yourself, and make the changes yourself (Paint World Equivalent: Building 
your own paint factory) 2. You can hire a local IT firm to learn the software and then provide you 
with support and updates (Paint World Equivalent: Outsourcing the construction of your own paint 
factory) or, best of all, you can hire another vendor who already has WorldVistA EHR expertise to 
support the software (Paint World Equivalent: Drive down the street to Lowes).
	
	 WorldVistA is an exciting product, but here is a short list of EHR products that are available 
under the GPL; OpenEMR, ClearHealth, MirrorMed, 
WorldVistA. There are other GPL EHR software projects 
than these, however, each of these projects has more than 
one reputable company that currently support them.  
	  
	 Normally that would be the end of my paper, but 
this is a debate. In order to save time, I will go ahead and 
counter some of the arguments that my opponent might 
make.

Argument One: GPL software is a good idea, but there is 
no way that in the real world GPL software will be as good 
as EHR X. Clinicians desperately need the great features of 
EHR X.

 A proprietary license es-

sentially gives a vendor a per-
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services, what company would 
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Response: First, the issue is not really about features, but control. Features can be funded, but after 
you sign a contract that takes away your control in exchange for software you are stuck. Assuming 
a clinic really did need EHR X I always encourage them to ask for the software under the GPL. Ask 
a proprietary EHR vendor if you can have their proprietary EHR under the GPL instead, and you 
will always get an answer that boils down to “the GPL is not good for us”. Of course its not good 
for the vendor! A proprietary license essentially gives a vendor a permanent monopoly on software 
services, what company would not want that! Second, this argument held a lot more water 5 
years ago. Now, WorldVistA EHR has passed the CCHIT certification. This means that at least one 
GPL system is certified to the same level as proprietary EHRs that costs hundreds of thousands of 
dollars. Its hard to maintain that proprietary EHR software is fundamentally better after a GPL EHR 
passed a certification created by consortium of proprietary vendors. 

Argument Two: In order for EHR companies to create excellent EHR software they need profits. The 
GPL can force the price of software to nothing, eliminating the profits needs to move EHRs forward. 

Response: Believe me, as an EHR vendor,  I am a huge fan of huge profits! The question is not 
whether companies should profit but where. With GPL software the “money” for the vendor is in 
software support rather than software sales. GPL vendors make money when the software “runs” 
well not when it “sells” well. GPL vendors, like myself, are profit motivated just like everyone 
else. The difference is that I know if I provide poor service to a client he will instantly move to my 
competitor.  So I invest in making my support better than my competitors, rather than investing 
primarily in sales efforts.  

As for moving the software forward... The idea that software is expensive is an illusion that large 
software companies would love to maintain. Part of the genius of the GPL is that it tends to lower 
the cost of development because anyone can pitch in. No one party has to bear the burden of the 
entire cost of development. GPL software moves forward, it just costs a lot less and the customer 
gets to decide how the code moves forward.

Argument Three: The real issue is investment in interoperability standards like CCR and HL7. These 
standards allow medical data to easily move between different systems, proprietary, GPL or other. 
Using these standards it is easy to migrate to another vendor, which is the right way to address 
vendor lock-in.

Response: There are two problems with this argument, first it assumes that HL7 or CCR is a strong 
standard (like TCP/IP which runs the Internet) with a reasonable guarantee that different systems 
can import or export perfectly. Sadly these standards are not there yet. Second, this still ignores the 
cost of buying and installing new software. There should be no cost associated with firing a vendor.  

Argument Four: You sell GPL software, you are biased!

Response: I do sell GPL software. The interesting thing about the GPL is that any vendor can 
use software that I have written to compete against me. There is nothing that stops GE, IDX, or 
McKesson from scoping up my life’s work and offering it to their customers. In short, I am certainly 
biased,  just like the proprietary vendor is who argues against me, the difference is that my 
customers can easily fire me and his cannot. In short, I am biased, but anyone who has an interest 
in pointing that out is biased too.

Secondly, I am firm believer in the “If you do not get help here, get help somewhere” idea. If a 
reader is convinced by my arguments but suspicious of my profit motive feel free to contact me for 
a list of my competitors who also support GPL software. Many of my competitors make use of GPL 
software that I have written, without ever having paid me to do so. The GPL allows them to do this, 
and the fact that others use my software without my permission is something I celebrate instead 
of resenting. I would rather lose business to GPL competitors than have pervasive vendor lock-in 
continue.  
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Selection Success Fall 2007
by Paul Shearer

“Who moved my clipboard?”  
Some advice on letting go of the paper

I used to carry around a day planner; a rather large one.  It was about 400 pages and held every 
name, number, address and meeting for my entire year.  I looked like a traveling preacher getting 
ready to stand on a hill and start shouting but it was alright, I felt organized, secure and confident 
in my commitments. That is until I received a Palm Pilot as a birthday gift.  I received the gesture in 
a way that a senior citizen might if he received a PlayStation for Christmas; big smile, and a “thanks 
but why?” expression. I thought I would plug it in for fun to please who bought it for me, but I 
may never really use it.  The thought of trusting my entire well being to this tiny gadget was hard 
to imagine.  That is until one day I decided to block out an hour to learn my way around this thing.  
The next thing I knew I didn’t know how I was getting by without it.  My scheduling “bible” was now 
not only small enough to fit in my suit pocket, it was also my phone, my camera, my alarm clock, 
notepad and email system.  Rome was certainly not built in a day but once finished, it’s a much 
better place. 

EMR experiences are not much different.  An EMR can almost be seen as a Palm Pilot for the 
Doctor’s office; you’re going away from the security of that paper, but if you take the time to choose 
wisely and invest some time into learning your system, your headed to a better place.  So here 
are some answers to some commonly asked questions I hear from physicians wondering how to 
manage this change.

How do we get all our paper into the system and how long does it take?  

This depends.  One way is to scan the patient’s chart into the system as they come in.  This means 
your paper charts will take time to disappear; perhaps a couple of years but it also ensures that all 
data in your system will be “clean” data and there are no dormant patients or unused data in the 
system.  

Some offices want to go chartless as soon as possible.  Most EMR vendors will coach you on how to 
do this but will not actually provide the manpower to get you there.  From there you can either hire 
some temporary help or hire a third party service to get all the paper scanned in the appropriate 
place in the EMR.  With EMR becoming more and more common, there are even some companies 
out there who actually specialize in EMR scanning transitions; they often charge by the chart.

The “Palm Pilot” effect is that once this is complete, you and your staff will have a “virtual 
chartroom,” and everyone, including the patients will love it.  A patient calls with a question, the 
staff will type the patient’s name and poof, they are now viewing their chart.  No sticky notes, call-
backs, misfiles or headaches, plus your patient gets immediate answers.  

How am I going to learn how to do exams in this thing?

Refer to the summer edition where I point out that this is where the hard dollar bills are paid and 
where an EMR can most effectively pay for itself.  This is where selection is critical and where you 
as the Physician need to pay close attention to the selection process to make sure you have chosen 
a system that YOU can document in effectively and swiftly; not just the paid specialist you saw give 
the demonstration.  You can often “phase in” when it comes to documenting in the EMR and keep 
up with your workload.  For example, start out doing just routine procedures in the EMR.  After a 
week or two, once you feel more comfortable, go ahead and do some more thorough examinations.  
As a fall back, it’s nice if the documentation has voice recognition, or at least a voice capture 
module.  Many vendors say to expect a six-month to one-year ramp up period until you’re swift 
enough on the clinical documentation to not miss a beat.  It may seem like awhile, but compared to 
the length of a career, it’s not as drastic.  

You can then report on any and all data you put into the system.  Imagine the possibilities with just 
that one benefit.  Show me all patients I have on a recalled drug, show me all patients with high 
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blood glucose levels….you get the idea. You’ll also be able to eliminate a lot of transcription costs, 
not have to do dictation at the end of the day and possibly code at a higher level due to having 
complete documentation.

Again, Rome was not built in a day, and certainly not without some effort but once built, Rome is 
nice.  

How do I motivate my staff to learn it?

Your staff will indeed have a learning curve, but I have never heard a staff member say “I wish we 
were still on paper.”  Their jobs are less stressful and they can now pull charts and fax electronically 
without leaving their chairs.  Have the office manager and a key user look at the administrative 
portion of a demonstration from a vendor.  Again if the vendor is the appropriate selection, their 
enthusiasm should be pretty contagious.

What if the system goes down?

This comes up all the time and I too always wondered “what if my Palm Pilot ever got erased.”  I 
have known practices running EMR for years who have never had a server go down, and some who 
have had it happen a few times in one year, so it’s a legitimate concern, but one that is often over 
speculated.  Your server should have at least one level of redundancy for data recovery; often in the 
form of tapes or hard drives.  Some vendors offer an off-site back-up option as well.  Worst case if 
your server goes down and your techy can’t make it until tomorrow; you work off paper for a day.   

What about the relationship I have with my patients?

You should be able to reach a system of documentation where you can document your exam and not 
lose focus on the patient.  One way is to pull up a template (Make sure your vendor of choice has 
template content for your specialty and that the templates are easy to customize), enter the exam 
room and document by exception, this 
way you can maintain eye contact and 
listen intently to your patient and his/
her concerns.  

It’s pretty universal that change is 
uncomfortable and often difficult, yet it 
is needed if we want to improve.  From 
the cell phones and palm pilots to the 
now overlooked items such as DVD 
players and personal computers, they 
all required at one time that one step 
out of his or her comfort zone.  As you 
peruse vendors, ask yourself “can I see 
myself doing this for years to come?” 
If the answer is a confident “perhaps” 
then you should consider taking the 
plunge.  As global business consultant 
Price Pritchett once said, “Change 
always comes bearing gifts.”  

Paul Shearer is an independent 
consultant dedicated to EMR 
selection for physician offices and 
can be reached at paulshearer@
emrsuccess.com.  Mr. Shearer’s 
services include office assessments, 
vendor comparisons, price negotiation, 
consultations and speaking 
engagements.  He resides in Kansas 
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Clinical Decision Support
•  Management of quality guidelines

•  Analyzing practice quality by merging 
care guidelines with clinical data

•  Creating alerts based on patient 
conditions & profiles

• Automatic patient notifications

•  What if / ad hoc analysis of clinical data

Data Integration
• Data conversions

•  Data interfaces between 
billing and EHR systems

• Automated patient insurance verification

•  Integrating disparate clinical  
systems 

• Improving access to data

The Claritee Advantage
Claritee’s solutions are flexible, friendly to use and seamlessly implemented 
with minimal disruption to your practice. Learn more about Claritee’s practice 
enhancement services at info@clariteegroup.com, or call 215-657-5170.

Claritee helps to make your clinical data accessible and 
easy to understand.

Delivering the best possible patient care requires the most current knowledge and 
capabilities in all areas of your practice. Data utilization is no exception. Claritee 
has developed powerful tools that work with your Electronic Health Record (EHR) 
system to achieve better data access, more insightful decisions and improved 
patient care. Claritee enhances your EHR system in two ways:

 2300 Computer Avenue
Suite C-13

Willow Grove, PA 19090
T: 215.657.5170 
F: 215.893.6981

www.clariteegroup.com 

Our family of practice enhancement services includes:
paymentAUDIT™   codeVALIDATION™   insuranceVERIFICATION™   

claimsSTATUS™   careMEASURES™   careNOTIFICATIONS™

Using Your 
Data To 

Improve 
Patient Care
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As a national consultant, speaker and medical writer for The Urology Times and Journal of Medical 

Practice Management, I have had the opportunity to review and test dozens of electronic medical 

record systems over the years. However, I found that almost all of them had deficiencies that either 

burdened and slowed down the physician, ultimately reducing the efficiency of the practice, or 

physicians were forced to return to the paper chart just like the good old days because it took too 

long to make the system usable on a daily basis for every type of patient encounter.

An EMR program is finally available that has all the bells and whistles as well as the core 

functionality that allows you to practice medicine with enhanced efficiency and at an affordable 

price. The system also results in an increase in reimbursements by accurate E and M coding that 

can survive the microscope of the most intense audit from Medicare, the Office of the Inspector 

General (OIG) or any other payer. In this article, I will review the best EMR that I have ever seen for 

urologists, meridianEMR, which uses clinical templates developed by a board certified urologist, 

and constantly enhanced with input from hundreds of meridianEMR urology clients.

The System Thinks Like a Physician
The physician members of meridianEMR developed clinical templates that built in the thought 

process of office-based physicians. As a physician conducts their normal exams, they can simply tap 

on a tablet PC or point-and-click a mouse, and their visit is completely and thoroughly documented. 

The resulting note is built on “synthetic dictation” automatically generated from the template and 

choices made during the exam. Most of the other EMR systems on the market provide tools that 

allow a physician to build their own templates, but this is extremely time consuming and unless 

you are a computer guru, you will not enjoy the process and will quickly abandon your quest to go 

paperless. I have spoken to many practices across the country that purchased an EMR that requires 

the doctors to create or develop their own templates, and even after two years many of them are 

still not “live.”

The Bottom Line
Normally, I include the summary of my article at the end, but I would like to get your attention 

by giving you the bottom line of meridianEMR from a pure “dollars and sense” standpoint. As a 

result of implementing the meridianEMR, a solo urologist put an extra $6,600\month into his profit 

column by moving his coding curve to the right (i.e., increasing the Level 4 and 5 E and M codes 

and decreasing the Level 1 and 2 codes). He also decreased his expenses by $1,500\month by 

eliminating transcription costs. So what was the real net effect for a typical urologist? He increased 

his profit by approximately $8,100\month since he implemented meridianEMR. That computes to 

$97,200 annually without seeing one additional patient and without working one minute longer than 

he did before! Using meridianEMR with urology-specific templates truly allows us to work smarter – 

and not harder. Isn’t that the ultimate goal of using technology in our practices? 

The Unique Features of meridianEMR
The meridianEMR software is user-friendly and employs the same intuitive process that physicians

In Search of the “Holy Grail”
An EMR That Really Works!  

meridianEMR

By Dr. Neil Baum

Dr. Neil Baum is a urologist in New Orleans, Louisiana and is on the 
clinical faculty of Tulane Medical School and Louisiana State University 
School of Medicine.  He is also a proud graduate of the Baylor College 

of Medicine urology residency program in 1976.
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� Best of all, you can go to

sleep knowing that you can 

survive any audit because 

you have legally documented 

what you have done for your 

patients.

use when they see patients. The software is normally used by doctors with a tablet PC, where most 

of the data is inserted by using dropdown menus and tapping on the computer screen through 

specialty-based templates of the most common conditions in that specialty. The tablets use wireless 

technology so the doctor is free to walk throughout the practice.   

One of the most powerful features of the meridianEMR is its ability to correctly and accurately 

compute the E and M of your patient encounter. Your days of under-coding are over, and your days 

of increased reimbursement have just arrived! Best of all, you can go to sleep knowing that you can 

survive any audit because you have legally documented what you have done for your patients. It is 

the only software I have seen that not only incorporates all the rules from the Centers for Medicare 

and Medicaid Services (CMS), but true medical decision–making which only physicians can provide. 

As a matter of fact, a meridianEMR client who had successfully survived a Medicare audit was told 

by the auditor that the charts were the best electronic medical records she had ever seen.  

Virtual 100% Uptime that No Other Company Offers
One of the outstanding features that this system includes is their unique “blended model,” where a 

small but powerful server is installed in your office. This provides you with a very fast and reliable 

system and peace of mind that your data is secure. At the same time data is being stored on your 

server, the system sends the exact data to the company’s Web servers as a backup, and as a result 

you can access your patient information any time, any place, via an Internet connection in a HIPAA-

compliant manner.

This is truly the “best of both worlds.” In all other systems, if your server goes down, you are 

paralyzed and will be required to return to paper charts. If the vendor is using an ASP model (where 

your records and software operate only through the Internet), and the Internet is down, you are 

non-functional. In meridianEMR’s model, if your office server becomes inoperable, within seconds 

you can bypass the server in the office and connect to continue working through the Internet. After 

the server in the office is repaired, the system automatically synchs up any new data entered via the 

Internet onto your server so both systems have exactly the same data once again. The meridianEMR 

offers virtual 100 percent uptime with electronic medical 

records; technology that only very large systems with 

redundant servers can match, usually at a cost of 

several hundreds of thousands of dollars. Furthermore, 

meridianEMR also saves your staff time (and your 

money) by providing automatic backups of your data.

Now the final bottom line: The question is not if you 

are going to transition from paper to an EMR, but when 

are you going to do it? Of course, there are no perfect 

programs, but meridianEMR is about as close to perfect 

as it gets!

As you can tell, I was extremely impressed with this 

product and believe any physician seriously considering 

an EMR for their office should include meridianEMR 

in their search. For more information, visit www.
meridianEMR.com or call 1-877-411-4367.
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healthcare collaboration...
in a single application

::infuseyourworkflow::
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