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Section I: Introduction – Why Electronic Health Records in the Free 
Clinics? 
 
There is a significant and growing population of medically needy residents in 
Miami-Dade County, Florida.  According to State of Florida health officials, 
600,000 residents of Miami-Dade County are either uninsured or uninsurable.  
This is due to a variety of reasons, including the high cost of health insurance, 
immigration status, and a sizeable migrant worker population.   Our loose 
patchwork of “Free Clinics” plug this gap, saving our health care system a 
considerable expense that would otherwise be spent on high-priced emergency 
room care.  The key to the success of these clinics, including our Federally 
Qualified Health Centers (FQHC), is the ability to interconnect and coordinate 
care through an Electronic Health Records (EHR) system. 
 
The Miami-Dade Health Action Network (MD-HAN), a coalition of established 
Miami-Dade health care providers, was formed to address this need.  Its mission 
is to explore vehicles to provide quality medical homes to the county’s uninsured 
and uninsurable residents.  This goal is being fomented by building on proven 
efficiencies and long-term success of existing safety-net providers and leveraging 
Health Information Technology (HIT) and existing infrastructure.  The coalition 
recognizes that health information exchange is a key component to better 
coordination of care, the creation of personal health records, and building 
medical homes for its constituents. 
 
Our FQHCs already have been able to leverage federal HRSA funds and have 
been utilizing EHRs successfully in the clinic setting for quite some time.  The 
MD-HAN has identified our communities Free Clinic system as being in the 
greatest need of access to an EHR system and has been exploring grant funding 
to this means. 
 
In October 2009, a grant opportunity from the State of Florida’s Agency for 
Health Care Administration (AHCA) was made available for the purpose of 
providing support for the deployment of an electronic health record system in 
outpatient clinics for improved case management of patients that could serve as 
a model for implementation in other clinics in Florida. The goals of the project 
included providing access to patient medical records for case management, 
demonstrating and evaluating the cost-effectiveness of the software deployed in 
supporting case management of patients, encouraging appropriate utilization of 
outpatient clinic services resulting in a reduction of emergency department visits, 
and a demonstrated reduction of health care costs.   The grant funding was a 
$100,000 matching grant awarded over a period of six months.  The funding was 
sufficient to provide a full-service EHR for two of the MD-HAN free clinics. 
 
The MD-HAN partnered with the Health Choice Network (HCN), one its coalition 
partners, to provide the EHR system.  This was a natural choice since HCN has 
been an early pioneer in the development of HIT systems for safety-net 
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providers.  HCN has developed a time-tested business model for the successful 
incorporation of HIT/EHR in an FQHC setting. The MD-HAN felt that the project 
has its greatest potential for success by leveraging HCN’s product and 
infrastructure.  
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Section II:  Stakeholders & Stakeholder Development 
 
The AHCA Point of Care EHR Demonstration Grant has several internal and 
external stakeholders:  The Agency for Health Care Administration, Health 
Foundation of South Florida, Miami-Dade County Health Department, Health 
Choice Network, Miami-Dade Health Action Network, Good News Care Clinic, 
Saint John Bosco clinic, and Florida International University. 
 
Agency for Health Care Administration  
The State of Florida Agency for Health Care Administration was statutorily 
created by Chapter 20, Florida Statutes as the chief health policy and planning 
entity for the State. The agency is primarily responsible for the State's $16 billion 
Medicaid program that serves over 2.2 million Floridians, the licensure of the 
State's 36,000 health care facilities, and the sharing of health care data through 
the Florida Center for Health Information and Policy Analysis.  The Agency is the 
Grantor of the Point of Care EHR Demonstration program.  Secretary Holly 
Benson is the Agency’s director and is responsible for all aspects of its 
operations and strategic initiatives.  Christopher Sullivan is the Project Director of 
the AHCA Point of Care grant.  Mr. Sullivan is responsible for the oversight of the 
grant program and the primary contact for all matters related to the grant. 
 
Health Foundation of South Florida 
The Health Foundation of South Florida is a nonprofit public charity located in 
Miami, Florida. The specific goals of the Foundation are:  

• To promote healthy lifestyles of individuals, families and communities. 
• To improve and increase the availability and quality of preventive health 

measures, primary health care, oral health care, and behavioral health 
care. 

• To integrate and coordinate efforts to improve health and health care 
services by increasing the effectiveness and efficiency of health based 
organizations and the health care system. 

  
Strong communities can be measured by the health of their residents. Through 
extensive strategic planning and by funding visionary grants, the Foundation 
addresses the evolving needs of people in areas experiencing rapid economic 
and social change.   The Foundation is the AHCA Point of Care EHR program 
Grantee.  Dr. Steve Marcus is the Foundation’s President and Chief Executive 
Officer.  Dr. Marcus oversees the day-to-day operations of the Foundation, 
continuously plans improvements for all operational, financial management 
activities, and is the primary contact for the Grantee. Kathy Antieau is the Chief 
Financial Officer of the Foundation and is responsible for the oversight and 
facilitation of all financial operations of the Foundation. This includes financial 
statement preparation, coordination of the annual audit and tax returns, and 
ongoing review of investment manager performance. 
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Miami-Dade County Health Department (MDCHD) 
Public health is a specialized science that focuses on the community as its client 
with a focus on health promotion/disease prevention activities. The Miami-Dade 
County Health Department (MDCHD), a unit under the Florida Department of 
Health (DOH), is the county health department located in Miami, Florida. It 
provides population/community-based services to the county’s 2.4 million 
residents and over 10 million annual visitors, and is responsible for assessing, 
maintaining and improving health and safety within the county. MDCHD currently 
employs approximately 1000 staff and has an annual budget in excess of $60 
million. Dr. Lillian Rivera is the health department’s administrator.  Dr. Rivera is 
responsible for all aspects of the health department’s operations and activities.  
Ari Entin is the agency’s Director of Information Technology and the AHCA Point 
of Care Project Administrator.  Mr. Entin is responsible for the overall project 
management of the grant deliverables, report preparation, and facilitates 
communication between stakeholders.  The MDCHD is one of the lead 
organizations in the grant application. 
 
Health Choice Network 
The Health Choice Network (HCN) is a key participant in the AHCA POC Grant.  
They are the grant’s EHR application service provider (ASP), the EHR 
implementation & training team, and the lead entity on the program evaluation 
component of the grant.  HCN is a national model of a successful Health Care 
Controlled Network that includes 59 community health centers across 10 states. 
Founded in 1994 as a 501(c)(3) organization, HCN was created and is governed 
by its FQHC members who comprise a minority-based Board of Directors. HCN 
is locally and nationally recognized for its expertise in developing shared and 
integrated services for CHCs.  Integrated services provided by HCN include 
information technology, financial management, centralized billing, clinical care, 
managed care, electronic medical and dental records, and disease prevention 
programs. HCN is one of only 12 “Operating FQHC networks” in the nation that is 
funded by the Health Resources and Services Administration, Bureau of Primary 
Health Care (BPHC) as a fully integrated delivery system.  HCN is based on a 
“shared” health care delivery model that enables FQHCs to compete effectively 
in the health care market by purchasing business and patient services through an 
integrated, centralized network. Leveraging the power of integrated service 
delivery to improve health care quality and access, HCN and its member FQHCs 
have been early adopters of health information technology. Member centers 
served nearly 1,000,000 people in 2008, most of whom were minority, uninsured 
patients. Through this integrated delivery system, CHCs can operate at a higher 
level of efficiency and effectiveness without incurring significant additional costs.  
Kevin Kearns is the President and Chief Executive Officer and is responsible for 
all aspects of the operations.  Alex Romillo is the Chief Information Officer His 
responsibilities include oversight and strategic planning of informatics 
management of the computer network technology and associated components 
for HCN and member CHCs. Patrice Tulloch is the Implementation Manager.  
Ms. Tulloch provides day-to-day supervision and project management of major 
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HIT Implementations projects, including the AHCA Point of Care grant.  Nicole 
Cook, Ph.D. is the Assistant Vice President of Clinical Data & Evaluation.  In this 
capacity Dr. Cook is responsible for the evaluation component of the ACHA Point 
of Care grant and works closely with Ms. Tulloch and Mr. Entin (DOH Project 
Manager). 
 
Miami-Dade Health Action Network 
A powerful coalition of Miami-Dade County healthcare has been formed to 
explore vehicles to provide a high quality, easily accessible medical home to the 
county’s 600,000 uninsured residents. This collaboration will build on the 
foundation of proven efficiencies and long-term successes established by the 
safety-net providers throughout Miami-Dade County. The coalition will apply a 
sound business framework that improves coordination among the collective 
talent and existing infrastructure of the providers, while leveraging the most 
advanced health information technology available. The coalition’s collective 
infrastructure will ensure quality health care for the County’s uninsured, 
narrowing the health disparity gap and improving the health of our most 
vulnerable patients. Coalition members include Federally-qualified health 
centers, Health Choice Network, Miami-Dade Public Health Department, 
Health Council of South Florida, South Florida Health Information Initiative, 
Free Clinics, Jackson Memorial Hospital System, Miami Children’s Hospital, 
Health Foundation of South Florida, The Children’s Trust, and Community-based 
Organizations. Through the network of coalition members, a community wide 
infrastructure will be created for accessible and financially-viable medical homes 
uninsured Miami-Dade patients.  
 
Free Clinic #1 - Good News Care Clinic 
The Good News Care Center (GNCC) opened October 3, 1996 with the mission 
of providing free primary health care to the medically uninsured residents of 
Miami-Dade County and Key Largo, Florida. Good News is a 501-c-3 tax exempt 
organization that is owned by Miami Baptist Association, an organization that 
serves over 300 Southern Baptist churches in Miami-Dade County, and the clinic 
building is located on the property of the First Baptist Church of Florida City, 
Florida. Good News Care Center currently serves over 1,200 patient visits per 
month, and provides over ten million dollars ($10,000,000) in annual value of 
uncompensated care to persons who have no form of health insurance and with 
household incomes at 200% of the federal poverty indicator or below. The 
strength of Good News is a multidisciplinary and organizational collaboration 
which provides for abundant sharing of resources allowing for tremendous 
economies of scale in providing primary and ancillary health care delivery. 
Ostensibly Good News is a simple primary care clinic. The Good News system 
involves collaborative relationships with over 100 local physicians, representing 
many specialty practices, Baptist Hospital and Baptist Health South Florida, and 
Nova Southeastern University’s Schools of Osteopathic Medicine, and Masters of 
Public Health Program. Baptist Hospital provides lab and other diagnostic 
services, and in patient and out patient hospitalization for Good News patients at 
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no charge. This resource sharing greatly benefits the patients, hospital 
emergency departments, and the physicians in that each medical entity 
contributes its own specialty while mutually supporting the other providers 
resulting in comprehensive care for the uninsured while depressurizing the health 
care system.  All administrative operations are overseen by Rev. Michael Daily.  
Ana Alva-Daily is the clinic’s supervisor and is responsible for the operations of 
the clinic.  Ms. Alva-Daily is also the primary point of contact for all matters 
relating to the implementation of the EHR  
 
Free Clinic #2 - Saint John Bosco Clinic 
The Saint John Bosco Clinic (SJBC) is an outreach center of Mercy Hospital, 
serving the East Little Havana and Allapattah areas, the poorest communities in 
Miami-Dade County. The clinic provides primary medical services, specialist 
services, diagnostic testing, health education, case management, and preventive 
services to the uninsured and underinsured residents of the area, utilizing 
volunteer physicians and paid staff. The clinic serves as patient navigator, 
guiding patients through the labyrinth of available local health services and 
following the patient to assure the receipt of these services. Radiological, 
laboratory, cytological, and pathological services provided by Mercy Hospital 
enable the diagnosis and treatment of acute and chronic diseases. The clinic 
operates from Monday through Thursday seeing adult patients, and on 
Wednesdays after 12 PM, the center provides pediatric care. The volunteer 
medical staff of SJBC is comprised of more than 20 physicians representing 
the following disciplines: pediatrics, rheumatology, urology, gynecology, 
dermatology, pulmonology, nephralogy, ophthalmology, oncology/hematology, 
podiatry, neurology, endocrinology, and cardiology. All administrative operations 
are overseen by Sister Edith Gonzalez, Vice President of Mercy Mission 
Services. The Medical Director of the Saint John Bosco Clinic reviews the 
center's medical protocols.  Betty Leguisamon is the clinic’s supervisor. Ms. 
Leguisamon is responsible for the day-to-day operations of the clinic and is the 
point of contact for all matters pertaining to the EHR implementation. 

 
 
Florida International University 
Florida International University is a public research university located in Miami, 
Florida, with its main campus at University Park. FIU is a Comprehensive 
Doctoral Research University with high research activity as determined by the 
Carnegie Foundation. The university consists of 23 colleges and schools offering 
over 206 programs of study with more than 280 majors. Florida International 
University is also the 4th-largest university in Florida in terms of enrollment. 
 
FIU’s Robert Stempel College of Public Health and Social has a visible presence 
in the South Florida community with strong ties to the local health care sector.  
Gloria Deckard, Ph.D. is the Associate Professor and Chair of the School of 
Health Policy and Management.  Dr. Deckard’s team, which includes Timothy 
Page, Ph.D. and student evaluators, joined efforts with the HCN on the 
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evaluation component of the grant.  Their assistance with lending an independent 
perspective on the grant evaluation and their guidance has been invaluable.  The 
FIU team has generously donated 250 hours of in-kind research services to the 
POC grant project to date. 
 
Silent Stakeholders 
The AHCA Point of Care EHR grant has drawn interest throughout the State.  
Other free clinic have expressed interested in the outcomes of this pilot project.  
There is a compelling case to be made to implement electronic health record 
systems in a variety of outpatient settings if there is evidence of cost savings and 
better patient care, especially if demonstrated in a not-for-profit/volunteer setting.  
Through the leadership of the aforementioned stakeholders, others are likely to 
follow the lead and implement EHR’s in their clinics. 
 
Stakeholder development 
 
Stakeholder development is an important part of every EHR implementation.  
The implementation team, including the MDCHD, HCN and FIU, has held a 
series of meetings with each clinic and key clinic stakeholders to cultivate, 
develop, and engage stakeholder participation.  Three separate and distinct 
meetings occurred at each site in the month of March and first week of April.  The 
goals of the meeting were to: 
 

1) Identify and develop stake holders. 
2) Define scope of grant. 
3) Identify benefits, challenges, obstacles and cost savings. 
4) A focus on EHR impact on improved patient care outcomes. 
5) Understand and set project expectations. 

 
Two teams were formed.  One was focused on the operational aspects and 
technical parts of the implementation and the other was tasked with performing a 
thorough evaluation of the EHR. 
 
The implementation meeting discussed the steps and process need to reach 
EHR go-live.  This included a discussion of: 

o Project Scope of Services 
o Practice Office Management Information System & Electronic 

Health Record  
o HCN & DOH Project Management 
o EHR Contract / Proposal Review – Planning, Timeline of 

Deliverables 
o Key Contacts – Roles and Responsibilities 
o Execution – Purchasing, Configuration, Testing, Installation, 

Implementation and Training 
o Monitoring and Controlling – Go Live, Resource Allocation, Quality 

Assurance 
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o Next Steps 
o Reoccurring meeting schedule 

 
The program evaluation meeting included a discussion of: 

o Reoccurring meeting schedule 
o Discussion of roles - HCN/ FIU/ DOH/ HFSF/ Clinic Directors/ 

Clinic Staff/ Other 
o Discussion of Project Evaluation Deliverables 
o Project overview  
o Baseline Project Evaluation Questions 
o Project deliverables 
o Review/discussion of Project Evaluation plan, activities and 

deliverables 
o A Site walk through 

 
Stakeholder development issues 
All key stakeholders worked optimally together. There were challenges with 
engaging some of the volunteer clinical staff who work off-hour shifts or spend 
less than a day per week at the clinic. We were successful at building 
relationships with the clinics’ full time staff and clinicians. 
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Section III:  Initial Baseline Assessment  
 
I. Description of clinics and environment: 
 
Good News Care Clinic 

• Location: A single clinic located in the southernmost section of Miami-
Dade County. 

• Staffing:  Seven full-time staff (1 registrar, 1 Administrator, 1 coordinator 
(scheduling and imaging), 1 RN, 1 Medical Assistant, 2 FT Providers) + 
two educators, six volunteer physicians and a varying number of medical 
students from Nova Southeastern University.  

• Patient load:  1,200 patient visits per month. 
• Clinic supervisor: Ana Alva-Daily 
• Clinic Administrator: Rev. Michael Daily 

 
Good New Care Clinic (GNCC) has a strong partnership with Baptist Hospital.  
All patient labs and cytology are performed at Baptist.  All patients needing a 
higher level than primary care are treated at Baptist, except some specialties 
only available at Jackson. The GNCC currently receives all patient information 
via fax or phone. They use Microsoft Outlook for patient scheduling.    
 

Good News perceived benefits of Electronic Health Records 
o No more paper charts 
o Evidence based protocols (point of care decision making) 
o Electronic lab ordering to Baptist. 
o Electronic lab results to Baptist 
o Reduced duplication 
o Ability to print labels in dispensary 
o Ability to print labels for blood (to send to Baptist) 
o Ability to give migrant workers Personal Health Record/ record 

for traveling 
o Improved patient flow 
o Rx contraindications alert when ordering/dispensing meds 
o Medication list 
o Cost savings 
o Improved patient education (e.g. print information for patient 

directly during visit on DM, HTN, Nutrition, etc.) 
·       

              Good News perceived Challenges 
o Learning curve 
o Support and maintenance ongoing (cost/ability to pay) 

  
·       Other possible challenges/barriers that may need to address:  

o Baptist lab order/results – we are researching whether these 
results are available with the current HCN system or whether 
an interface (outside of the scope of the grant) is needed. 
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o  Access to students/providers/support staff and equipment 
within the previously assessed software licensing.  They would 
like all staff/interns/support staff to have full system access so 
they can maintain a 100% electronic record. 

o In order to evaluate benefits on clinical outcome must have 
process to enter certain items into EHR regardless of where 
service was provided.  For example, vitals, A1c, Pap.  If this 
information is scanned versus captured electronically on the 
tablet, they we lose the ability to capture reportable data. We 
are evaluating the process and procedure with the clinic 
management to address these piece 

o We need a process and procedure to transfer electronic charts 
to other FQHC’s (particularly CHI) from patients from Good 
News that have been transitioned to community health centers 
for medical home placement.  

o They want to use the personal health record via disk/flash drive 
so patients have copy for their chart.  Will the receiving referred 
physician be able to read the file? 

 
St. John Bosco: 

• Location: A single clinic located in central Miami. 
• Staffing:  Six full time staff (2 ARNP, 1 registrar, 1 MA, 1 Ops Supervisor, 

1 Community Resource Coordinator) + five volunteer physicians and a 
varying number of medical students.  

• Patient load: 600 - 900 patient visits per month 
• Clinic supervisor: Betty Leguisamon 
• Clinic Administrator: Sister Edith Gonzalez 
 

The St. John Bosco (SJB) clinic is part of Mercy Hospital.  All patient labs and 
cytology performed at Mercy. Some specialist labs are performed by Jackson. 
They have access to Mercy hospital electronic interface for results, but their 
current system is no longer operational.  Currently they do not have access to 
any electronic patient information.  The clinic’s staff spends hours on the phone 
with Jackson Health System getting patient results and appointments for 
specialist care and now must do same for Mercy due to their recent lack of 
electronic access to the results. 

SJB Clinic staff perceived benefits of Electronic Health Records  

o More productive/ efficient (less copying of records, less phone calls 
for results to Jackson, facilitated follow-up through data reports)  

o Back-up systems  
o Better documentation 

SJB Clinic perceived Challenges 
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o How to integrate Mercy lab results  
o Clinic does not want the new electronic system to take away the 

“humanity” of patient visits due to “point and click” instead of face-
to-face. 

      Other possible challenges/barriers that may need to address:  

o Mercy labs - since all labs now done at Mercy, the EHR will be 
most useful if it integrates with Mercy’s lab interface. Our 
implementation plan does not call for integration with the Mercy 
system but the clinic is exploring this possibility outside the scope 
of the grant. 

o Lack of physical space - At times they have all four exam rooms in 
use, plus they require space for their registrar, MA, Supervisor and 
Community coordinator.   

o They currently use Mercy system for Inventory and it is somehow 
linked to services provided. We need to understand this better so 
we can ensure inventory management without creating duplication  

o Medical students (7) staff clinic on Tuesday nights and rotate in and 
out each semester.  Will they use EHR or will notes be scanned?  

o In order to evaluate benefits on clinical outcome they must have a 
process to enter certain items into EHR regardless of where a 
service was provided.  For example, vitals, A1c, Pap.  If this 
information is scanned versus captured electronically on the tablet, 
they we lose the ability to capture reportable data. We are 
evaluating the process and procedure with the clinic management 
to address these pieces.  

o We need a process and procedure to transfer electronic charts to 
other FQHC’s from patients from Saint John Bosco that have been 
transitioned to community health centers for medical home 
placement.  

o They want to use the personal health record via disk/flash drive so 
patients have copy for their chart.  Will the receiving referred 
physician be able to read the file? 
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Section IV:  Implementation 
 
The implementation of the EHR in the two free clinics occurred over a period of 
four months.  The implementation team met with key staff in the two free clinics 
on a weekly basis and performed a business needs and preparedness 
assessment, defined project scope and developed a project work plan. 
 
The technical team at HCN concurrently performed the following work: 

1) Purchased and received needed hardware for the EHR project.  This 
included servers, tablet PCs, workstations, wireless access points and 
such. 

2) Acquired the necessary licenses for the Sage EHR software 
3) Installed and configured hardware and software.  This included thorough 

testing. 
4) Delivery of hardware to site 
5) Set up and integration of hardware and software into the clinical 

environment 
 
The clinics used existing Digital Subscriber Lines (DSL) for their connectivity. 
Since the cost could not be absorbed into the grant funding, the decision was 
made to use what was in place. Bandwidth at the time was deemed sufficient. 
 
Training 
Over a period of six weeks, the HCN training team conducted EHR training 
regiment.  This included an initial assessment of staff computer skills.  Both 
clinics received training separate from each other.  Initial training was in a 
combined group setting.  Further training was individualized based on job-
function and responsibility.  Physicians and clinicians received separate training 
from the administrative staff. 
 
Training logistics were different than one would expect from a typical outpatient 
setting.  Since free-clinics consist of volunteer staff, clinicians, physicians, interns 
and residents, the scheduling of this staff varies throughout the day. After hours 
and weekend training were provided to address the various clinic schedules.  Bi-
lingual training in English and Spanish was also provided as we have a multi-
cultural, multi-language population in Miami-Dade County. 
 
Beta 
The clinics were given the opportunity to utilize the system one-week prior to go-
live.  This phase is commonly known as a “Beta” period. Valuable feedback was 
provided to the team during these sessions. 
 
Go-live 
Both clinics went live on-schedule at the end of May.  This occurred four months 
after the execution of the POC grant.  Onsite support was provided to the clinics 
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for a period of two weeks.  Telephonic support was offered and is being utilized 
post-go-live 
 
Implementation & Project Successes 
The implementation of the EHR in the two free clinics had significant and noted 
successes: 
 
1) First, the entire team was motivated and energized.  They were looking 

forward to using the system and making it a success.  This greatly helped us 
overcome and address obstacles and challenges. 

2) The EHR system went live on-schedule.  All components, including 
assessment, work plan, system set up, and training stayed on-track according 
to the project plan. 

3) The following modules are active and being utilized:  Encounter note, Rx 
Writer, Digital Office Manager/Imaging, Health Management, Lab results & 
trending. 

4) The system is being utilized in a meaningful way.  Nearly all of the available 
and applicable Practice Management modules are being used on some level.  
This includes the “billing module” as the clinics are using this function to 
quantify the free-services provided. 

5) The project kept within budget. 
 
Both clinics are enthusiastic about their continued use and development of their 
EHR system. 
 
Implementation & Project Challenges 
No significant and unique project is without its challenges.  We experienced three 
that we hope others considering an EHR implementation could learn from: 
 
1) Training 
 
The most significant challenge the clinics and HCN experienced was EHR 
training.  Free Clinics are mostly composed of volunteer staff and clinicians, 
some working a single day per week. In order to address the needs of all staff, 
training was offered beyond the anticipated scope of the grant. It simply would 
not be possible to have a successful EHR implementation if some and not all 
staff were educated on system use. There were also training retention issues that 
are normally experienced when a system is not being used on a daily basis.  This 
necessitated the need for retraining post go-live.  The learning curve has caused 
a level of frustration amongst the EHR users. 
 
2) Project Scope 
 
During the implementation process it became apparent that there were EHR 
aspects beyond the grant’s scope that needed to be enhanced and addressed.  
This included:  Additional Sage Intergy licenses for staff and providers, more 
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tablet PCs, integration with affiliated hospital labs for results and other various 
Sage programming enhancements.  While we were able to manage and address 
the additional licensing and tablet PCs using the flexibility of the in-kind cash 
contribution from the HFSF, we were not able to address all concerns.  The team 
could not further expand the scope due to lack of funding and the short timeline 
needed to complete our grant commitments.  This has caused some frustration in 
the clinics since there are clear needs that cannot be addressed for some time.  
The inability to integrate the Baptist and Mercy Hospital lab results hobbles the 
full functionality that the system could provide.   
 
3) Connectivity 
 
Both clinics are using DSL lines for their EHR connectivity.   While the EHR 
systems are accessible and functional in both Free Clinics, there is system 
latency that has had the potential to impact productivity during peak times.  
Connectivity also had a somewhat negative impact on training as there were 
connection issues experienced in both clinics.  A higher speed data circuit, such 
as a frame-relay T1 or Metro Ethernet connection, would be a more appropriate 
connection medium in the long-term.  
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Section V:  Strength, Weaknesses, Opportunities, and Threats (SWOT) 
Assessment 
 
The evaluation team conducted a 2 – 4 week assessment of the clinics post go-
live.  The following are a common set of strengths, weaknesses, opportunities, 
and threats that were recognized by the clinics.  Its intent was not to reflect all of 
the grant’s goals and objectives specifically.  Such information is intended to 
provide valuable information on early adoption of an EHR system. 
 
 Strengths 

• Staff recognizes that they are going through “learning curve” and perceive 
that in one year they will see major benefits of EHR.   

• Perceived future benefits include:  greater efficiency in care, more time 
with patients, increased patient load, utilizing less forms, ability to see test 
results faster, electronic lab ordering, being able to print labels for 
dispensary and blood work, improved legibility.  More standardized 
documentation, reduction in duplicate test ordering, and improved 
medication ordering/delivery. 

• Perceived benefits include:  better quality improvement systems, such as 
better reports, less wait time on phone calls for lab results, less 
photocopying, better back-up systems, and better documentation. 

 
Weaknesses 

• System maneuverability and acclimation to screen and flows: Both clinics 
found the learning curve frustrating as it impacted their productivity.  They 
are recognizing an improvement in their system use and service levels but 
the initial month was taxing.   Service levels should return to normal in the 
short term. 

• No direct link to their affiliated hospitals EMR for ordering and receiving 
lab and diagnostic results.  This was out of project scope but a limitation 
perceived by clinic staff. 

• One of the clinics raised a particularly interesting staff concern about the 
loss of “eye to eye” contact between providers and patients because of the 
attention given to entering data and navigating screens. The care 
providers believe some of “humanity” of patient visits is lost due to working 
with EHR. 

 
Opportunities 

• Develop the ability to download standards of care protocols to system for 
integration of guidelines into provider care decisions. 

• Allow providers to view a patient’s whole health history (including test 
results) in one page so that the provider can plan care visit. 

• Provide patients with electronic records on a disk (Personal Health 
Record), when visiting specialist providers, or moving to a new location or 
provider.   
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• Development of a Health Information Exchange that would maximize 
individual Clinical EHR system capacity.  Such an exchange would 
support full coordination of care across the continuum accessed by this 
priority population including primary care services, laboratory, hospital, 
specialty care and other services. 

 
Threats 

• Sustainability of EHR system following implementation of initial grant 
period including ongoing support for training and maximization of EHR 
modules and functionalities. 

• Limitations to maximize potential for improved care delivery and patient 
outcomes due to need for Health Information Exchange, particularly with 
partner hospitals that perform laboratory work and for feeder hospitals.  
Given the unique characteristics of Free Clinics and their patients, a 
Health Information Exchange would lay the foundation for integrated care 
coordination that can meaningfully improve care delivery and support 
improved patient outcomes. 
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Section VI:  Cost Savings 
 

Analysis of Costs and Cost Savings 
Timothy F. Page, Ph.D. 

Department of Health Policy and Management 
Florida International University 

July 2009 
 
 
 

Introduction 
 

The following is an analysis of the cost impact of Electronic Health Records 
(EHR) implemented in the Saint John Bosco (SJB) and Good News (GN) Clinics 
in May of 2009.  Interviews were conducted with clinic administrators to obtain 
preliminary evidence of cost savings and productivity improvements to date.  
Because of the accessibility and quality of data gleaned from the SJB 
Administration, this report focuses on the information obtained from this clinic.  
The analysis is presented two ways.  The first analysis considers the monthly 
cost savings necessary for the clinic to cover the ongoing licensing and support 
costs of $1,450 per month.  The second analysis takes a broader perspective 
(such as that of the county or state health department) and considers the monthly 
cost reductions necessary to cover both the ongoing costs to the clinic and the 
initial implementation costs, which were covered through a grant and thus not 
incurred directly by the clinic. 
 
Cost savings due to EHRs in free clinics come from two possible sources: 1) a 
reduction in supply costs due to the reduced use of paper and photocopying and 
2) a reduction in staff requirements due to efficiencies created by EHRs.  These 
efficiencies include reductions in the time required to register patients or 
reductions in the time required by staff to obtain lab results and to make referrals 
over the telephone.  Because the services of free clinics are unremunerated, 
there will be no revenue impact due to efficiencies created by EHR.  Additional 
benefits of EHRs in the clinic, such as increases in patient volume, will be 
monitored going forward, but such benefits will not affect the revenues of the 
clinic and therefore are not considered in this analysis of cost savings.   
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Estimates of Cost Savings Due to EHRs 
 

To date, cost savings have not yet been realized at the SJB clinic due to the 
short time frame between the date of implementation and the date of this 
analysis.  The clinic is still in the process of phasing out its paper records.  In 
order to project potential future cost savings, an interview was conducted two 
months post implementation with the clinic administrator.  According to data 
collected prior to the implementation of EHR, SJB staff spent approximately 1 
hour per day on the telephone making referrals or obtaining lab results, but and 
according to the administrator, there has not been a reduction in the time 
required by staff to obtain these services.  These efficiencies will occur when the 
clinic is able to link electronically with area hospitals, but this is beyond the scope 
of the current project.  Similarly, the administrator reported an increase in supply 
costs while the clinic is using both paper and electronic records.  The 
administrator estimated this cost to be $108 per month.  Pre-implementation, 
supply costs for paper and printer ink were reported to be $1,250 per month (or 
$15,000 annually).  The administrator believes that the clinic will be fully utilizing 
the electronic records in six months, at which time she expects these supply 
costs to be reduced by 50 percent. 

 
According to the grant budget, implementation costs totaled $196,174.  These 
funds were used for the implementation of EHR in two clinics, so this analysis 
ascribes half of this amount ($98,087) to the SJB clinic.  According to a budget 
provided by Health Choice Network, ongoing costs for licensing and support are 
$1,450 per month.  Therefore, if the clinic were able to save $1,450 per month, 
the adoption of EHRs would not have an adverse impact on the operating costs 
of the clinic (not taking into account the initial temporary increase in printing and 
copying costs).  Any savings beyond $1,450 would represent a cost savings to 
the clinic.  The administrator estimated that in six months supply costs would be 
reduced by $625 per month, which leaves $825 in additional costs to the clinic.  
In the future it is possible that this shortfall will be eliminated through the 
efficiencies and productivity gains discussed earlier.  For example, according to 
the United States Bureau of Labor Statistics (BLS) [1], the median hourly wage 
for a healthcare support staff worker is $12.  If the EHRs produce an additional 
cost savings equal to forty percent of a full time equivalent (FTE) staff member, 
the clinic would be able to cover this additional ongoing monthly cost of $825.1 
The following table presents similar calculations for nurses and physicians.  BLS 
data report median hourly earnings for registered nurses and general practice 
physicians as $30 and $76, respectively.2 

Position Hourly Rate Percent of FTE Equal to 
$825 Monthly Cost 

Staff member $12 0.40 
Nurse $30 0.16 

                                                 
1 This analysis assumes an hourly wage of $12 and a workweek of 40 hours. 
2 National averages were used in order to keep private the salary information of clinic employees.  Also 
note that some of the employees and physicians work on a voluntary basis. 
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Physician $76 0.06 
 

These results suggest that the cost savings required to cover ongoing costs 
equal 16 percent of a nursing FTE.  The corresponding percentage of an FTE for 
someone earning a physician’s salary would be 6 percent, or approximately one 
twentieth of one full time, paid physician.  

 
The previous analysis considered only the ongoing monthly costs to the clinic of 
maintaining the EHR system.  The following analysis considers the costs 
associated with the entire project, including the initial implementation costs, 
covered by the grant, and the six month estimated increase in supply costs.  It 
was assumed that supply costs would increase by $108 for six months, after 
which point supply costs would be reduced by 50 percent.  Using a 5 percent 
annual discount rate, costs and cost savings were projected out for a 10 year 
period.  The figure below shows accumulated costs and cost savings projected 
over this 10 year period. 
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Figure 1: Accumulated Costs and Savings Following EHR Implementation 
 

Given that the $625 reduction in supply costs is not enough to cover the ongoing 
monthly costs, additional sources of cost savings would be needed in order to 
offset the remainder of the ongoing costs and the initial cost of implementation.  
These cost savings might come from eventual efficiencies realized by the EHR 
system at a later date.  The following figure demonstrates the additional cost 

Implementation 
cost = $98,087 

Ongoing costs = 
$1,450 per month 

Savings = $625 per month 
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savings required to break even on the initial investment at each month, t, from 1 
to 120 post implementation.  For example, achieving additional monthly savings 
of $5,211 would result in a break even period of 24 months (2 years), while an 
additional savings of $2,456 would result in a break even period of 60 months (5 
years).  
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Figure 2: Monthly Savings Required to Break Even at Month t Following EHR 
Implementation 

 
These monthly break even requirements are summarized in the table below 
along with the corresponding FTEs at each position (staff member, physician, 
nurse). 
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Month 

Following 
Implementation 

Break Even 
Requirement 

Staff FTE Nurse FTE Physician 
FTE 

12 months $10,060 4.84 1.93 0.76 
24 months $5,211 2.51 1.00 0.40 
36 months $3,675 1.77 0.71 0.28 
48 months $2,914 1.40 0.56 0.22 
60 months $2,455 1.18 0.47 0.19 
72 months $2,146 1.03 0.41 0.16 
84 months $1,922 0.92 0.37 0.15 
96 months $1,751 0.84 0.34 0.13 

108 months $1,616 0.78 0.31 0.12 
120 months $1,505 0.72 0.29 0.11 

 
Future Outlook 

 
While it may be difficult for a free clinic, which does not bill for services, to cover 
the costs of EHR implementation, cost savings is not the only source of benefits 
resulting from EHR adoption in a safety net setting.  Productivity improvements, 
such as the ability to treat additional patients due to EHR efficiencies, and quality 
or care improvements are also possible benefits of EHRs.  Although free clinics 
are not paid for their services, there exists value to the community in the services 
provided.  The administrator of the SJB clinic predicted that each physician will 
be able to treat an additional 5 patients per day due to EHR efficiencies.  If these 
visits are valued at current Medicaid reimbursement rates for Florida Federally 
Qualified Health Centers (FQHC) [2], the benefits of EHR implementation would 
outweigh the costs after 12 months. This calculation takes into account the initial 
productivity loss of the clinic (daily patient totals per physician were reduced from 
10-15 patients per day down to 5 patients per day during the first month following 
implementation), the value of staff time spent in training, and the additional hours 
currently being worked by clinic employees.  While assuming that each physician 
will be able to treat an additional 5 patients daily (and also assuming that there 
would be sufficient demand for services) might be overly optimistic, assuming 
more conservatively that the clinic will be able to increase the total number of 
patients treated by 5 per day for the entire clinic would result in the benefits 
outweighing the costs after 28 months.  This analysis considered only the costs 
and cost savings associated with EHRs, and in the future data will be available 
on realized productivity gains and quality improvements that will allow for a 
broader evaluation of EHR implementation. 
 

References 
1. United States Bureau of Labor Statistics: Wages by Area and Occupation  
 (http://www.bls.gov/bls/blswage.htm) Accessed July 30, 2009. 
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Section VII:  Implementation Survey and Assessment 
 
 

Analysis of Costs and Cost Savings 
Gloria Deckard, Ph.D. 

Department of Health Policy and Management 
Florida International University 

July 2009 
 
Researchers from Florida International University are supplementing our 
evaluation with brief paper and pencil surveys of the administrative and clinical 
staff in the free clinics to assess their perceptions and experiences with the 
implementation of the EHRs.  The initial survey was administered during the 
week prior to “go-live.” This initial survey sought to assess support and 
expectations. Follow-up surveys 3, 6, 9 and 12 months after the “go live” date will 
provide a picture of the changing experiences as individuals become more 
familiar and comfortable with the system and the implementation becomes the 
standard procedure for all patients. The questions on the future surveys will 
address experienced benefits as well as evaluate training and support.  As stated 
in other sections, the clinics estimate that full implementation will take 
approximately six months, thus, anticipate changing comfort levels and 
increasing benefits at months 3 and 6, with more stability at months 9 and 12.  
 
Prior to implementation, 45% of the respondents rated their support of the 
implementation of EHRs as strong and 30% rated their support as very strong.  
Thus, initial support was strong for 75% of the participants and only 15% 
reported weak support. 
 
The comfort level was lower than the support, as one would expect prior to 
implementation and experience.  The percentage of those rating their comfort 
level with their personal training as comfortable was 35%, and very comfortable, 
20%.  In terms of overall comfort with implementation within the clinic, 35% 
reported comfortable and 15% very comfortable. 
 
The Primary benefits expected to accompany implementation of the EHRS by 
survey respondents included:  Easier Access to Full Patient Record, Improved 
Tracking/Follow-up, Improved Quality of Care, Reduction in Unnecessary 
Duplication of Services, Efficiency and Reduced Medical Errors.    Secondary 
benefits included: Supporting Patient Communication, Medication Reconciliation, 
Coordination of Care and Ease of Prescribing. 
 
Interestingly, few respondents checked any barriers to the implementation of the 
EHRs.  While low in numbers, the most frequently cited barriers were: Uneasy 
with Technology, Hinder Patient Communication and Patient Information Not 
Fully Integrated. 
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As the implementation continues, the surveys will measure the reality or, the 
perceived reality, of the expected benefits and barriers. 
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Section VIII:  Lessons Learned 
 
The Point of Care grant produced interesting lessons that are transferable to 
other Free Clinic implementations and outpatient settings.  Two fully functional 
EHR systems were successfully implemented in our Free Clinics in a period of 
four months. We accomplished our goals but recommend that more time is spent 
on system requirement development and training for future implementations.  For 
a single practice/single-site clinic, we recommend a six to eight month 
implementation period. 
 
EHR implementations, with all its promised and perceived benefits, are taxing on 
organizations.  They require a considerable amount of organizational energy to 
plan and implement.  A shift in focus from ongoing operations to EHR integration 
is necessary for a successful implementation.   
 
Organizations will recognize an initial negative impact on productivity during the 
initial transition period from a paper based system to a full EHR, regardless of 
how well planned and executed.  This is natural and due staff and clinicians 
acclimating themselves to a new system.  A strategy that our clinics have 
employed to cope with the transition were either operating later hours to 
compensate for lost productivity or reducing the daily patient load. 
 
Organizations should understand and expect various slow downs in clinical and 
business processes.  This includes scanning existing of patient records, a 
potential duplication of work due to a dual paper/electronic transition, and a 
sizable learning curve need to become sufficiently acclimated with system screen 
navigation.  Organization culture and culture change also needs to be considered 
and addressed before, during and after EHR adoption, especially in an 
environment that is staffed by volunteers. 
 
We believe a key component in a successful implementation, based upon our 
experiences, is the identification of both a “Champion” and “Super-User.” 
A Champion should be on an executive level and responsible for the clinical 
environment and business processes.  The Champion’s role is to keep the clinic 
team focused on implementation goals, serve as a proxy for issues, and maintain 
a motivational role with the staff.    
 
The EHR “Super-User” should be a staff-level user who assists with EHR use in 
the clinic.  It is simply not possible or practical to continue to have onsite EHR 
vendor support for any extended length of time.  The Super-User fills this gap by 
being an invaluable resource to staff to ask questions and receive “how-to” 
advice.  A Super-User may also be empowered to conduct training for new 
employees or refresher sessions for existing EHR users.  This staff member can 
also serve as a proxy for technical issues with the EHR vendor and a single-point 
of contact. 
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Scanning and imaging of existing records is a crucial aspect that requires careful 
planning during the implementation period.  It was not practical or feasible for 
either clinic to have hired help with scanning records prior to their EHR 
implementation.  This would have made a positive difference during the 
transition.  We strongly recommend that clinics carefully plan out their 
scanning/imaging strategies and scan some level or records prior to an EHR 
implementation. 
 
Even in the best planned and executed EHR implementations, clinics are going 
to be faced with customizations and enhancements that may or may not be 
possible to be completed prior to go-live.  We experienced this situation with 
electronic referrals and the lab interfaces due to grant scope and funding.  Clinic 
decision makers must balance the benefits of waiting for these additions versus 
going-live without a particular feature. 
 
The need for a Health Information Exchange became quickly apparent during the 
clinic evaluation period.  Free Clinics operate through strong community 
partnerships to provide services for their patients.  The active areas of the 
system that did allow for communication to the outside clearly provided a benefit 
to the clinics.  The lack of lab and referral feeds, though out of project scope and 
budget, is an area that has a great potential to further improve staff productivity.  
The need for HIE in our nation’s health care system could not be better 
highlighted than in this case study.  It is clear that having access to various 
patient data across the continuum of care is the real key to unleashing the power 
of EHR systems and ultimately providing better patient care. 
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Section IX: Sustainability Plan 
 
Sustainability is going to be an ongoing challenge with our two Free Clinics.  Both 
operate under a structure in which their main revenue consists of volunteer 
services, grant funding, charitable cash donations, free medical and 
pharmaceutical supplies, and various in-kind services. Most free clinics with their 
not-for-profit and non-revenue generating business structures will have a difficult 
time budgeting for any sort of capital and maintenance expenditure.  Neither 
collects any sort of payment from their patients, bills third-parties for services, or 
receives reimbursement under Medicare or Medicaid. 
  
With that said, both clinics have a high-level of satisfaction and feel that their 
future lies with integrating an EHR into their clinical operations.  St. John Bosco 
and Good News Care Center are committed to keeping their systems.  Both are 
exploring funding opportunities from their affiliated organizations and seeking 
grant opportunities to pay for ongoing support and licensing fees.  In the 
meantime while funding opportunities are being identified, HCN has agreed to 
provide system support in good faith. 
  
The significant up front cost to provide the Free Clinics an EHR was an 
investment well spent.  Neither would have been able to fund the capital 
expenditure needed to seed the initial costs of an EHR implementation.  We are 
confident that this project is sustainable and funding will be identified. 
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Section X: Concluding Remarks 
  
The MD-HAN, HFSF, and HCN set out to implement a full-feature EHR in the 
GNCC and SJB clinics on a very aggressive schedule.  Over a period of six 
months the team has implemented their systems with success.  All EHR modules 
provided are being utilized, including Rx prescribing.  During the short one month 
period of time, we were able to gather a small but meaningful set of data that 
could be interpreted and shared.  The project also yielded powerful lessons 
learned by the EHR team that we hope others can learn from. 
 
Implementation of EHRs in free clinics can provide benefits to the patients, the 
centers, and the community.  The full measure of these benefits, however, are 
realized over time, as the physicians, nurses, staff, and administrators become 
more comfortable with the system and its sophistication.  The pre-implementation 
expectations of benefits provided in this report, as well as the costs estimates, 
should be considered initial, not final.  These measures provide a roadmap for 
continued review and evaluation. 
 
As with implementation and change in any system, the process is ongoing and 
requires continuous reinforcement to become routine.  The learning curve for 
clinicians and staff will vary and the comfort level will increase over time.  Initially, 
the new system may display increased costs in dollars and decreased 
productivity in patients seen as well as frustrations experienced in changing 
one’s behavior patterns.  However, these initial dollar and psychological costs 
are eventually removed as the system becomes the norm rather than a change.  
We expect that repeated measures to be taken at 3, 6, 9 and 12 months out will 
display these anticipated costs followed by increased benefits. 
 
The MD-HAN, MDCHD, HCN, FIU and the clinics are committed to continuing 
the research and evaluation on the AHCA POC grant.  There are areas that have 
not yielded much information to date, such as EHR productivity and outcomes on 
patient care due to the inability to capture meaningful data so soon after EHR go-
live. Please see Appendix 3 for our revised work plan that the evaluation team is 
committed to performing post-grant. 
 
The MD-HAN, HCN, and the FIU research team will continue to monitor the 
changes and the movement from new to embedded system.  In doing so, the 
team hopes to be able to provide Lessons Learned to assist in future 
implementation of EHRs in free clinics as well as to provide a means of sharing 
realistic expectations for the cost and benefits in time, dollars, and commitment 
to manage expectations.  Long-term benefits will provide a goal that is reached 
through short-term costs in the initial months. 
 
The first steps in the process of implementation and the initial evaluations 
demonstrate promise.  The full measure of benefits to patients, clinicians, and 
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center administration, however, will become more apparent as total integration of 
the system is established. 
 
The grantees are committed to looking for opportunities to sustain the EHR 
systems in the clinic.  We are looking forward to the next phase in which we 
continue to review the data with our FIU partners and look for opportunities to 
further develop the EHR Free Clinic System.  We feel in a reasonable period of 
time, this development will include the HIE modules needed to provide full 
system integration.  All parties are clearly focused on continuing to make these 
two Free Clinics a model for other potential EHR implementers. 
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Section XI: Technical Report - Narrative of EHR & systems 
 

The system we have implemented is Intergy, by Sage Software.  It is a 
comprehensive practice management system with advanced scheduling, billing, 
and management tools for optimizing overall quality patient care.  This software 
helps promote patient care by eliminating lost paper charts, creating and tracking 
tests for follow up by obtaining results electronically directly to the patient record, 
and accessing drug interaction information through e-prescribing and Drug 
Utilization Review (DUR).  Intergy EHR allows providers to track multiple 
patients, view laboratory results, electronic prescriptions, and care guidelines all 
in one system.  In addition, this software comes with enhanced options for patient 
privacy, ensuring confidentiality of health information.  
 
The system is being hosted in an Application Service Provider (ASP) model in 
which the software, servers, and back-end infrastructure resides in the Health 
Choice Network’s hardened data center.  This has the advantages of lowering 
the cost of the product by eliminating the need to maintain an IT infrastructure 
and support staff and allows for a high degree of disaster preparedness, 
continuity of operations and recovery. 
 
The clinics use a portable tablet computer as well as desktops to access the 
EHR system.  Each clinic has been provided a centralized high-speed/high 
capacity scanner for paperless recordkeeping.  Connectivity is both wired for 
stationary equipment and wireless for the mobile PCs.  Both clinics utilize their 
existing DSL data lines for connectivity to the HCN system. 
 
Network Design, Management, Operations, and Security 
HCN currently operates and maintains an extensive Local Area Network (LAN) 
that supports over 4,000 health care professional Users. The LAN infrastructure 
consists of a variety of network technologies used to deploy over 50 various 
applications used in the everyday care of patients seen across the participating 
organizations. These applications are supported via a Microsoft Windows Server 
2003® domain and IBM AIX® platform which integrates file servers, application 
servers, terminal services servers, internet acceleration servers, email servers, 
web application servers, SQL database servers, live communication servers, 
blackberry services servers, and one of the largest Citrix server farms in Florida.  
 
The HCN Operation Center (NOC) is supported with a 300kw diesel generator 
and a 1000 Watt transfer switch, allowing for 14 days of complete systems 
uptime. The HCN NOC is maintained with a triple redundant air-condition system 
and all equipment is tied into a separate electrical panel with dual redundant 
connections to independent circuits. All supported servers are connected via dual 
redundant network connections and are connected via fiber connections to our 
Storage Area Network (SAN) and tape library allowing for midday and nightly 
data backups. HCN maintains a complete systems disaster recovery contract 
with SunGard recovery services for our data and equipment. This contract 



 33

enables us to move into a mobile unit, nation wide distributed recovery center or 
simply replace mission critical equipment within a 24 hour period.   
 
The LAN platform sustains a large Wide Area Network (WAN) allowing 
interconnecting of our 79 patient care offices across several counties in Florida. 
These remote locations are unified via an HCN deployed Multi-Protocol Label 
Switching ® (MPLS) Virtual Private Network (VPN). The MPLS VPN technology 
allows us to reach all our locations despite rural locality or inability to sustain a 
fully qualified T-1 graded data line without jeopardizing our HIPAA supported 
3DES encryption or latency guidelines. The patient care offices 
are configured using the latest in routing and Ethernet switching technologies 
allowing for complete system support. These systems supported from completely 
mobile healthcare professionals using our fully integrated paperless Electronic 
Health Records (EHR) / Electronic Oral Health Records (EOHR) to a hardwired 
Thin-PC environment for basic back office support. These patient care offices do 
not host servers or data since it is centrally located at the HCN NOC. This 
process ensures cost savings in IT personnel and overall budget friendly 
informatics. 
 
Regional Switch Technology and Communications: End-User Applications 
and Deployment in Clinical Settings 
The practice management and EOHR systems data are scrubbed and moved via 
live HL-7 engines to a SQL server farm allowing for accessibility via our Windows 
based environment. Data is currently accessible in user-friendly report formats 
through the HCN Informatics department. These reports are used to support 
centers Disease Management/Collaborative reporting requirements, HCN Clinical 
Committee surveillance reports and daily management of outcome measures. 
 
Support and Training 
Currently HCN operates a 24-hour systems support helpdesk and staffs an 
Information Technology department of 28 full-time professionals. This team 
consists of network engineers, support analysts, IT managers, implementation 
specialist, trainers, project managers, and coordinators.  The two free clinics 
have full access to this around-the-clock support. 
 
Data Feeds and Access 
Directory of authorized participating clinics that have data feeds with the 
electronic health record system.  
 
GOOD NEWS CARE CENTER (GNCC) 
Rev. Michael Daily, Clinic President (305) 246-2844 
Ana Daily, Clinic Administrator (305) 246-2844 
101 South Redland Road 
Florida City, FL  33034 
  
ST. JOHN BOSCO CLINIC (SJBC) 
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Sister Edith Gonzalez, VP for Mission Services (305) 635-1335 
Betty Leguisamon, Clinic Manager (305) 635-2681 
730 NW 34th Street 
Miami, FL 33127 
  
The number of physicians, nurses, staff or other individuals authorized to 
use the electronic health record system, counted as the number of unique 
logins to the system. Identify their roles, and any limits placed on 
authorized user access to records. 
  
GNCC 
Citrix – 18 (Total # of staff) 
Intergy – 20 (Total # of Intergy User Licenses) 
IEHR – 6 (Total # of Provider Licenses) 
  

Last Name First Name Roles Security 
Group 

Alfonso Elda  MA Clinical 
Alves Cristina Patient Coordinator Front Office 
Cardozo Eufemio Provider Provider 
Daily Michael CEO Pending Setup
Daily Ana Administrator Clinical 
Fallen Maria Provider Provider 
Goldberg Leonard Provider Provider 
Gonzalez Claudia Nutritionist Pending Setup
Karl Nilsa Provider Provider 
Krehbiel Rebecca Registration Front Office 
Leavitt Roger Provider Provider 
Lewis Maddie RN/Diabetes Education Pending Setup
McClure Ann RN Pending Setup
McShane William Provider Provider 
Meitzner Carlos Provider Provider 
Polland Leslie  Provider Provider 
Reardon Susie RN Clinical 
Vaclavek Caridad Provider Provider 
  
  
SJBC 
Citrix – 9 (Total # of Staff) 
Intergy POMIS – 19 (Total # of Intergy User Licenses) 
IEHR – 5 (Total # of Provider Licenses) 
  

Last Name First Name Roles Security 
Group 

Chong Miriam Clerk Front Office 
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Leguisamon Betty Administrator Clinical 
Menendez Maria A. ARNP Provider 

Pulido Vivian 
Community Resource 
Coordinator Back Office 

Torres Maria Elena ARNP Provider 
Villalta Martha Medical Assistant Provider 
VOLUNTEER1   Volunteer Staff Provider 
VOLUNTEER2   Volunteer Staff Provider 
VOLUNTEER3   Volunteer Staff Provider 
  
Currently, prescriptions are sent to the patients’ pharmacy via electronic data 
interchange (EDI). Prescriptions can be sent over the network to any pharmacy 
that supports EDI prescriptions through the vendor clearinghouse, Surescripts.  
To date, no additional data feeds to the patients’ electronic health records are 
serialized. 
 
Data collected and stored in the EHR 
The Intergy EHR database is Progress.  The database is relational and nightly 
loads are done from the database into our data warehouse for ad-hoc reporting.  
The following items are captured within the EHR:  Active Problems (Diagnoses), 
Chief Complaint, Reason for Visit, Referral Information, History of Present illness, 
Medications (past and present), Past medical and Surgical History, Previous 
Therapy, Social History, Allergies, Family History, Review of Systems, Physical 
Findings, Tests, Vaccinations, Advance Directives.  All data entered in each of 
these areas is reportable.  There are currently 336 total tables in Intergy and all 
fields are reportable.  Both clinics are not receiving or exchanging third party data 
sets. 
 
 



Getting Started: Pre-implementation

Stakeholder development
Introductions & roles
Defining scope of grant 
Identifying benefits, challenges, obstacles, 
cost savings & better patient care
Focus on system providing for better patient 
care outcomes
Understanding and setting expectations



Implementation Process

– Reoccurring Meetings to discuss and develop
Business needs & preparedness assessment
Scope definition 

– Customizations
– Sign off

Work plan development
– Integrating change management principles

Purchasing & receipt of hardware/software
– Data lines
– Equipment

Installation & configuration of hardware & software
– Delivery & testing 

Training program
Beta
Go-live!



Training

Training program
– Onsite
– Online tutorials/CBT
– WebEx with HCN Trainers (One-on-One)

Providers & staff – based on responsibility & 
job function
After-hours training for volunteers and interns
Bi-lingual training (English & Spanish)



Go-Live

Both clinics go-live were on-time & on-schedule
– Good News Care Clinic:  Week of May 18th

– St. John Bosco:  Week of May 25th

Both sites had onsite support during operating hours 
for two weeks
Both clinics began transition process from paper-
based records to EHR
Ongoing remote support



Go-Live

Modules implemented & actively used:
– Practice Management

Pt. registration
Scheduling
Referrals
Phone Messaging

– Electronic Health Record
Encounter note
Rx Writer
Digital Office Manager/Imaging
Health Management
Lab results & trending



Evaluation Process

Qualitative and Quantitative 
Goal is to understand
– Impact on workflows
– Satisfaction with EHR
– Improvements in quality care delivery & outcomes
– Cost benefits



Evaluation Process

Chart extracted by 
receptionist prior to 

patient visit

Patient signs in at 
reception window

Patient is called to 
window

Patient waits to be 
called by Nurse

Patient escorted to 
exam room and waits 

for provider

Patient sent back to 
waiting room while Rx 
prepared at in house 

pharmacy

Patient schedules f/u 
appt. and picks up filled 

prescription

Good News Patient Flow:
Pre- EHR Implementation

May 5-7, 2009

Patient requires 
visit?

no

yes

Patient picks up 
referral and/or 

medication

Patient 
requires Rx?

no

yes

Patient 
schedules 
f/u appt.



Evaluation Process

Pt. signs in and hands 
“receipt of appt.” to 

receptionist

Receptionist/volunteer 
staff extracts chart

(5-7 min)

Patient is called to 
window

Patient works with 
receptionist/volunteer to 

complete addl. 
paperwork

Patient waits to be 
called by Nurse

Nurse takes vitals on 
patient and records in 

paper chart

Patient sent back to 
waiting room

Patient called by 
Provider or nurse for 

visit

Patient sees provider
Patient escorted by 
nurse to “follow-up 

room”

Patient schedules 
follow-up visit and 

receives any 
prescriptions

St. John Bosco Patient Flow:
Pre- EHR Implementation

April 22, 2009



Successes

Went live on schedule
Systems and all modules are actively being 
used
Enthusiasm for future use and development
Fostered collaboration between free clinics –
on EHR and non-EHR operational issues



Perceived Benefits

Clinic stakeholders have noted the following 
perceived benefits:
Elimination of “paper” – forms, charts, 
referrals
Increased productivity (e.g. no longer waiting 
on hold for lab results from hospitals)
Improved documentation
Improved patient flow



Perceived Benefits

Flagging of Rx contraindications alert when 
ordering/dispensing meds
Evidence based protocols (point of care 
decision making)
Reduced duplication
Ability to give migrant workers Personal 
Health Record/ record



Perceived Benefits

Advanced reporting will assist Free Clinics in 
grant writing activities
Back up & archive of records



Challenges

Implementation Challenges:
Adoption curve – post go-live stresses

– Adjusting patient schedules
– Learning curve – system navigation
– Duplicate work
– Scanning of charts

Training & retraining due to different schedules of volunteers, 
providers and interns within project scope
Keeping project deliverables within scope
Reassessing licensing and hardware mid-course.  Additions 
were purchased to satisfy needs.



Challenges

Integration of Lab Results into patient record
Connectivity hampered some remote training 
sessions due to limited clinic bandwidth
Adjustments needed to keep the “humanity”
of patient visits vs. data entry
Funding of ongoing maintenance & support



Cost Savings

Straight ROI may be elusive in many cases
Not immediately apparent first year – think 
long-term
– Start up costs are significant during YR 1 & 2 

Have not been realized by the clinics as of 
yet



Return On Investment

Expected savings includes:
– Process improvement & increased productivity
– Data collection and reporting
– Reduced medical records
– Reduced photocopying
– Portability of providers for improved coordination of care

These are not simply “soft” costs and 
can be calculated



Better Patient Care

Perceived improvements in patient care
– Better management of diseases, particularly 

diabetes care
– Improved patient education (e.g. print information 

directly during visit on DM, HTN, Nutrition, etc.)
– Future efficiencies = better treatment of patients



Lessons Learned

Attitude – it’s everything!
Service Provider/Client trust
– Build trust through one-on-one interactions and 

groups
Identify provider “champion” and “super-user”
Carefully plan the “transition” period between 
systems



Lessons Learned

Consider getting additional help with 
scanning of records prior to go-live
Weigh the advantages of waiting for vendor 
customizations vs. immediate 
implementation
View benefits and ROI with a long-term view.  
They will come.



Lessons Learned

– Best practice single clinic implementation timeline:
Business needs & preparedness assessment - 30 days
Scope definition – 10 days

– Customizations
– Sign off

Work plan development – 5 days
– Integrating change management principles

Purchasing & receipt of hardware/software – 45 days
– Data lines
– Equipment

Installation & configuration of hardware & software - 45 days
– Delivery & testing 

Training program – 30 days?
Beta – 5 days
Go-live!

Estimate 6 – 8  Months



Lessons Learned

EHR Project Life Cycle
– Where does the project end?
– How should the project end?
– Is there a natural end to an EHR implementation?
– Answer: Its an evolution!



Sustainability

Both free clinics are fully committed to 
keeping their EHR systems
Both are identifying funding opportunities to 
maintain their licensing & support
Funding will be a yearly challenge, though 
not insurmountable for either



Future 

Health Information Exchange
Model for other Free-Clinics



Q&A

Questions?



Contact Information

Ari Entin, MHSA, CPHIMS, FHIMSS
Director of Information Technology
Miami-Dade County Health Department
2246 NW 82nd Avenue
Miami, Florida 33122
Phone: (786) 336-1264 
Email: Ari_Entin@doh.state.fl.us


