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The Santa Barbara County Care Data Exchange, which in
June we reported was scheduled for general rollout by the end of
2004, is still not operational.

As readers may recall, the Santa Barbara Regional Health
Authority, the California Medical Association, and the California
Healthcare Foundation conceived of the electronic network back in
1999. The concept was to allow health care providers in Santa
Barbara County, Calif., including physicians, hospitals, labs, and
pharmacies to securely share patient-specific information via the
Internet.

The California HealthCare Foundation provided $10
million in grant funding, and Philadelphia-based CareScience (now
a division of Quovadx) is developing the system. The project was
initially scheduled to go live in 2001, but testing didn’t begin until
2004, and the go-live date was revised to the end of 2004.

Latest Delays Blamed on Problems With Data Feeds
Santa Barbara Network Misses Go-Live Date Again

QuadraMed Lays Off 90; Restructuring May Be
Preparation for Company Being Sold

A management shakeup at QuadraMed could be an effort
by the Reston, Va., software company to make itself more attrac-
tive to investors or potential buyers, according to analysts that we
talked to.

QuadraMed announced Jan. 10 that its product managers,
systems analysts and software engineers will be organized into
three teams reporting directly to CEO Lawrence English. Each
team will focus on one of the company’s main product groups:
Affinity Revenue Cycle, Affinity Care Management, and Quantim
Medical Records.

The restructuring will eliminate layers of management,
English said in a press release. The reorganization and other recent
changes will mean up to 90 people will lose their jobs, QuadraMed
said. The actions “should reduce costs of service, software devel-
opment, sales and marketing, and general and administrative
expenses significantly,” the press release said.

Commission to Examine
Interoperability Issues
A commission created by Congress
has begun meeting to craft recom-
mendations for developing
interoperable systems. Page 2.

Better Training, Less
Confusing Software Needed
to Improve CPOE
Despite huge investments in CPOE
technology, plenty of human errors
are still being made. An expert
offers advice on how to prevent
mistakes from happening. Page 3.

Tenn. Hospital Uses RFID
to Track Trauma Patients
A pilot project found that RFID
technology can be useful in
tracking patients around an
emergency department, to identify
long waits and bottlenecks. Page 6.

Federal Agencies
Investigate VA Medical
Center’s Computer System
Two federal agencies are investi-
gating a computer system devel-
oped by BearingPoint. Page 7.

Announcements:

CCA to Merge With StorCOMM

Lawson Posts $3 Million Loss

McKesson to Pay $960 Million

MedQuist Drops Billing Practice
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Lack of clean data

Mike Skinner, executive director of the
Santa Barbara County Care Data Exchange, says
vaguely that the testing is simply taking longer
than anticipated. But two other individuals in-
volved in the system are more specific: They say
the delays are primarily a result of problems with
data feeds.

Phillip Greene, chair of the board of the
Santa Barbara County Care Data Exchange and
deputy director of operations at the Santa Barbara
Regional Health Authority, says the network has
been trying to obtain pharmacy data from two big
pharmacy switches, NDCHealth and Envoy. But,
he explains, “it looks like the pharmacy data is
owned by the local pharmacist, which means we
have to get permission to share this data from
each pharmacy that generated it.”

Getting data isn’t the only problem;
getting clean data has also been a headache.
Apparently the Santa Barbara project has run into
problems reconciling duplicate records.

Alberto Kywi, CIO of the Santa Barbara
Cottage Hospital, says each provider submits
patient information to its own server, which links
to the Care Data Exchange’s server. So, if a
clinician wants to look up test results for John
Doe, he or she goes to the Care Data Exchange
server, finds John Doe, sees that he has records at
two hospitals, and clicks on the desired hospital.

The participant is then transported to the
desired hospital’s server. To make that happen, the
Care Data Exchange’s server needs to obtain
demographic data feeds. In other words, it needs
to run through a routine that looks for John Doe at
all institutions and creates an index of his records.

Commission to Examine
Interoperability Issues

Interoperable networks, where different
health care organizations can share health care
data on patients, are functioning in only a few
places around the country so far. In other loca-
tions like Santa Barbara, Calif., the concept has
become mired in a number of issues, both
technical and legal.

To find out what is working and what
isn’t, and what it will take to get more of these
networks up and running, an 11-member com-
mission created by Congress will hold a series of
hearings this year. The Commission on Systemic
Interoperability held its first meeting Jan. 10 in
Washington, D.C.

The commission members, appointed by
congressional leaders and President Bush,
include several hospital CEOs, an insurance
company president, the medical director of an
employer coalition, and the chairman and CEO
of Verizon Communications. We note that there
is only one hospital CIO on the panel, C. Martin
Harris, MD, of the Cleveland Clinic, and no
vendor representatives.

The panel’s first three-hour meeting
largely consisted of getting up to speed on what
is happening in the industry. Commission
chairman Scott Wallace, the president and CEO
of the National Alliance for Health Information
Technology, told us afterwards that at its next
meeting the panel will likely decide what issues
it should be focusing on. Also to be decided is
how often the commission will meet and where.

Wallace did not want to talk about what
directions the commission may head in, and
what its recommendations to Congress could
entail. A report is due on Capitol Hill by Oct.
31. He did say they’ll look at the technical
issues surrounding interoperability, and exam-
ine where there are gaps in standards. The
commission may look at some examples of
interoperable networks from non-health care
sectors, he added.

One of the commission’s charges, he
said, is to determine whether funding is a high
priority issue and where it should come from.
We’re sure they’ll be getting plenty of input on
that one.
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Better Training, Less Confusing
Software Needed to Improve CPOE

Any notion that computerized physician
order entry is the be-all solution to reducing
medication errors is quickly dispelled by reading
the latest report from the United States Pharma-
copeia (USP), the Rockville, Md., organization
that sets standards for medicines and promotes
medication safety.

Every year USP cranks out an analysis of
data collected by MEDMARX, the medication
error reporting system that USP operates. In 2003,
more than a quarter million medication error
reports were voluntarily filed by hospitals and
other health care facilities nationwide. The most
recent analysis focused on CPOE, and found that:

� The average number of reported errors
due to wrong dose and wrong dosage form (such
as ordering tablets instead of an injection) was
slightly higher for hospitals with CPOE.

� Dosing errors accounted for 48.5 percent
of CPOE errors.

� Poor knowledge of the CPOE system
was one of the driving factors behind errors.

� Despite all the money facilities are
investing in these systems, the number of errors
per 100,000 doses dispensed at institutions with
CPOE was almost the same as facilities without it.

The good news is that more than 99
percent of the CPOE errors did not reach patients
or harm them, which indicates that mistakes are
being caught by pharmacists and nurses. But
USP’s resident expert says steps need to be taken
to prevent errors from being entered in the first
place.

“We need to design that error out of the
system, or the potential for that error,” says Diane
Cousins, R.Ph., vice president of USP’s Center
for the Advancement of Patient Safety.

Initial training for doctors and other
clinicians on using a CPOE system isn’t enough,

The problem: Because of differences in
name spellings and other identifiers, patients
sometimes have more than one record at an
institution. “We don’t catch all of those when we
try to run the routine. As a result, we may not get
all the records for the patient, or we may get
several records for a patient and not know which
to look at,” says Kwyi.

Negotiations hold up project

Another problem, says Greene, is that two
hospitals in the northern part of the county won’t
move forward with testing until they have a user
agreement. But the Santa Barbara County Care
Data Exchange’s attorneys will not pose a user
agreement until the network has signed a service
agreement with Quovadx.

That service agreement has been under
negotiation “for some time,” says Greene, but was
finally provided to the Exchange’s attorneys in
early January, and was expected to be settled
during a conference call on January 13.

Greene says the network will go live first
in the southern part of the county, then in the
northern part of the county. But when that will
happen is unclear. Kwyi expects a go-live within
three months. Greene is more optimistic, saying
the initial rollout is currently planned for mid-
February — although he hedges on that predic-
tion. “But last month we said mid-January,” he
laughs.

— Correspondent Julie Schaeffer

CCA to Merge With StorCOMM
Creative Computer Applications, Inc.,

(CCA) has signed a letter of intent to merge with
StorCOMM, Inc., of Jacksonville, Fla.
StorCOMM is a private company that provides
PACS and clinical image management systems.
CCA, Calabasas, Calif., which provides clinical
information systems, will be the surviving entity.
The merged company will offer products with
integrated radiology information system and
PACS technology.
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she warns. Training must continue long after the
system becomes operational. As physicians and
other clinicians begin to use the system, there are
often instances where they can’t figure out how to
do something, Cousins explains. This seems to
happen especially when completing complex
orders. Other typical mistakes are selecting the
wrong patient, confusing patients with similar
names, and calculation errors.

Additional training needs to occur on a
regular basis, she says, so that if a mistake does
occur, it can be prevented from happening again.

Some of the confusion may stem from
doctors working in different settings with differ-
ent CPOE systems, she says. “It’s important to
continually do these retraining classes that will
give them an opportunity to discuss some of these
confusing circumstances.”

Clear information on screen

The appearance of information on the
screen is a critical factor in errors, Cousins says.
Some errors are made because it is unclear what
dosage form is being selected. Others are made
due to confusing abbreviations being used.

Some hospitals have used patches to
modify vendor software in an attempt to make it
easier and less confusing to use, she says. But this
is not the best strategy, because there have been
cases of the patches failing to work on upgrades,
resulting in dangerous situations. Cousins would
rather that hospitals get vendors involved in
redesigning the systems so that they are safer and
less confusing from the outset.

USP’s data does show that the number of
medication errors reaching patients is decreasing.
While there are more potential errors being
entered in computer systems, the fact that many
are being caught does indicate that hospitals are
being vigilant about intercepting them, Cousins
says. But she says more work is needed on the
front end to reduce errors from being committed
in the first place, as hospitals cannot rely on the
safety net to catch all the mistakes.

How to Keep Distractions From
Being a Major Source of Errors

Even when someone knows how to
enter an order, mistakes can still be made
because the person is distracted when enter-
ing the information. In fact, distractions are a
leading cause of computer entry error.

Even if a CPOE system has a built-in
safety check, or asks the prescriber to review
the information that has been entered, dis-
tractions can still foul things up.

Some examples of distractions in-
clude pagers going off, people asking ques-
tions, or a lot of activity happening around
the clinician when he or she is doing order
entry. To prevent distractions:

� Place computer workstations in
quiet areas where people won’t be disturbed.

� Encourage physicians to enter only
urgent orders out on the floor. They may be
able to wait to enter less critical orders until
they are less busy and in a quieter location,
such as an office or lounge.

� Systems should be well integrated,
so that the information clinicians need to
complete an order is all on the screen, rather
than forcing them to leave the workstation to
look something up.

� Consider implementing a system
that allows clinicians to use PDAs or other
wireless devices for ordering, so if there is a
lot of noise or other distractions in the area,
the clinician can walk away and continue to
work.

We want to hear from you!
Got a hot tip?

Heard an interesting rumor?
We’ll check it out.

Email steve@insidehealth.com
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According to the company’s 2003 annual
report, it had approximately 900 employees at the
end of 2003. Ninety-six of those were classified
as general and administration, while another 87
were in sales and marketing.

The company has been losing money, with
losses of $9.7 million in the second quarter of
2004, and $16 million in the third quarter. For the
nine months ending Sept. 30, the company had
lost $30 million.

Too much staff for current sales levels

The move comes less than two weeks after
English took over the chief operating officer’s
duties. It was announced Nov. 1 that company
President and Chief Operating Officer Michael
Wilstead would resign effective Dec. 31, and that
the CEO and COO positions would be consoli-
dated.

One analyst, who did not want to be
named in this article, noted that English was
brought in to turn around the company, which has
a long history of financial troubles (Inside
Healthcare Computing, March 10, 2003) English
found that QuadraMed had more staff than its
current sales could support, the analyst said, and
he may have decided it was better to slim the
company down now than hope sales would grow
to match its infrastructure.

Several executives and mid-level manag-
ers reportedly were given the axe, including Vice
President for Marketing Lori Tagami. When we
called her extension a couple of days after the
layoffs were announced, it was out of service.

Attempt to buff up for potential suitors?

English has his eye on improving
QuadraMed’s standing on Wall Street, the analyst
commented. The company has been trading on the
American Stock Exchange since August, having
been delisted by Nasdaq in early 2003 because it
missed deadlines for updating financials. Hardly
any stock analysts follow QuadraMed, he said, so
English’s restructuring may be a play to get
analysts to cover the company, thereby enabling it
to move to a larger exchange.

QuadraMed... continued from page 1: There could be another ulterior motive,
said Gene Mannheimer, senior research analyst at
Roth Capital Partners in Newport Beach, Calif.
The layoffs could be an attempt to buff the com-
pany up to make it a more attractive acquisition
target, he speculated.

The company was on track to turn a profit
in the fourth quarter of this year, said
Mannheimer, who began covering QuadraMed
about a month ago. The reduction in payroll costs
“should bring them to profitability sooner,” he
said.

But the sustainability of that profit is in
question, he continued, because of cutbacks in
product development, sales and marketing. En-
glish may be counting on a bigger company to
buy QuadraMed and supply that horsepower, he
said.

Potential acquirers could include General
Electric, which has bought some electronic
medical record companies, but is missing a core
hospital information system presence. “They
would have one if they bought QuadraMed,” he
said. Another possible buyer for QuadraMed, he
theorized, is Misys, which has a large health care
division built through acquisition. But many other
suitors may be interested in QuadraMed, he
added.

Restructuring seen as positive

In the meantime, Mannheimer views the
restructuring as a positive, and said customers
should not be scared off by it. The company was
spending more money on sales and marketing
than what is typical for a firm of its size, he said,
so the restructuring will improve efficiency and
“cut some layers of fat in the company.”

With all of its past problems, customers
may have been concerned that QuadraMed
wouldn’t be around in the future, he said. A
refinancing done last summer, plus the recent
expense cuts, “make the company more attractive
from a financial perspective, and that should
alleviate customer concerns over the future of the
company.”
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Tenn. Hospital Uses RFID to Track
Trauma Patients

A number of technologies are used to
track patient flow in emergency departments, but
a pilot test at the Shelby County Regional Medi-
cal Center in Memphis, Tenn., shows that radio
frequency identification (RFID) has promise.

RFID devices about the size of a pack of
gum were attached to trauma patients and used to
track their whereabouts as they moved through
the care process. Sensors positioned around the
department captured patients’ movements and
how long they were in specific areas.

The data captured in the test helped
managers learn where bottlenecks are and what
times of day are busiest, so they can allocate
resources more effectively.

 “In this first phase of the project, we were
able to get real-time data to plot where the pa-
tients were,” said Pam Castleman, RN, trauma
center director. “We all think in our heads that we
know where the backlogs are, but this is a way to
know exactly where the patient spent the time and
how much time they were there.”

Advantages over bar codes

The pilot project, funded by a $250,000
grant from the Robert Wood Johnson Foundation,
was carried out by researchers at the University of
Memphis’s FedEx Center for Supply Chain
Management.

RFID provides several advantages over
using bar coding to track patients, said Brian D.
Janz, PhD, associate director of the center. “RFID
is a passive process, requiring no intervention
other than affixing the RFID tag to the patient.
Alternatively, bar coding is active. It takes human
effort, and thus there is the possibility of it not
being done. This is really important in busy places
like trauma centers.”

Castleman liked the fact that using RFID
“took the human out” of the tracking process.
“We all do our job when somebody’s watching,”

she said. “This way it’s transparent. We wanted an
unbiased look at where patients were waiting the
longest — in the radiology room, in the hallway
of the OR, wherever.”

Lessons learned

Implementation of the project was handled
by Idensys, Inc. (formerly American Project
Services), a Memphis-based RFID system inte-
grator. Alien Technology Corp. of Morgan Hill,
Calif., supplied the RFID devices

Twenty-five readers, with a range of 30
meters, were positioned around the trauma center.
During the three months of the pilot, approxi-
mately 5,000 patients were tracked.

Janz said several things were learned from
the project:

� RFID technology coexists nicely with
other technologies found in the trauma center,
causing no interference.

� Care has to be exercised when locating
RFID readers to make sure the right amount of
coverage is obtained — not too much or patients
look like they’re in two places at once, and not
too little, or patients “disappear” from the RFID
system.

� RFID is not 100 percent accurate right
now, but it will continue to get better with time.

� Cooperation between technologists and
medical teams is essential.

� At the present time, the cost of RFID
makes it feasible to track really important things
like patients and high-cost equipment, but it may
not be financially feasible for commodity items.

Most importantly, Janz said, “RFID will
become very attractive when we marry the track-
ing ability of [the technology] with the decision
support that software systems can provide. That’s
the future research we’d like to do.”
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Automating the process

The next phase of the project has yet to be
funded. The research team wants to consider
broadening the application to other areas of the
medical center, or to trauma centers in other parts
of the country.

“What we hope to do with future research
and future funding is automate the process so that
this kind of information can be provided to the
medical team in real time,” Janz said. For ex-
ample, if RFID indicates there is a long wait for
X-ray, patients could be diverted to another area.

Castleman is excited about the prospect of
deploying RFID on a full-scale level.
“It’s a great tool to plan resources and time of day
you need your most resources and where you
need them,” she said. “Think how it could help if
you are building a new trauma center.”

Federal Agencies Investigate VA
Medical Center’s Computer System

A $249 million failed computer system
piloted at the Bay Pines VA Medical Center in
Bay Pines, Fla., is now the subject of criminal and
civil investigations by two federal agencies.

Two subpoenas have been issued to
BearingPoint, the company that the federal gov-
ernment contracted with to develop the CoreFLS
system. According to disclosures BearingPoint
made to the Securities and Exchange Commis-
sion, the Department of Veterans Affairs Office of
Inspector General and the U.S. Attorney’s Office
in Tampa are both seeking documents from the
company related to CoreFLS.

BearingPoint said it does not believe it is
the target of the probes, and the company says it
is cooperating with the investigation.
BearingPoint said that so far, neither the VA or
the U.S. Attorney’s Office has made contractual
claims or allegations of wrongdoing against it.
“We believe that we complied with all of our
obligations on the CoreFLS contract,” the com-
pany said.

A report by the VA Office of Inspector
General found that the VA had non-competitively
awarded BearingPoint 22 “task orders” with a
total value of $116.5 million. The report says the
VA’s actions were “tantamount to issuing
BearingPoint a blank check.”

BearingPoint was allowed to perform
work and purchase software without prior ap-
proval, the report said, and travel costs of $4.2
million were not adequately monitored or re-
viewed.

CoreFLS was implemented without
adequate training, the report said, and with no
parallel system to serve as a backup. There were
also problems converting data from other VA
systems and interfacing with them (Inside
Healthcare Computing, April 19, 2004).

In a statement, BearingPoint defended its
performance on the CoreFLS project, saying that
all its work on the contract was accepted by the
VA, and that CoreFLS met 88 percent of the VA’s
requirements, exceeding the target of 80 percent.

NDCHealth and Neoforma Up For Sale?
Two companies that provide technology

and services to the health care industry are pon-
dering their “strategic alternatives,” which may
include putting themselves up for sale.

NDCHealth of Atlanta said it will hire an
investment banking firm to analyze what its
options are for “maximizing stockholder value.”
A press release said those may include divestiture,
recapitalization, alliances with strategic partners,
and a sale to or merger with another company.

Earlier this month, NDCHealth delayed
the release of second quarter financial results,
saying it needed to restate earnings from 2002
through the first quarter of fiscal 2005, which
ended August 24, 2004. NDCHealth, which
provides physician practice management soft-
ware, had previously disclosed that some ex-
change practices for software held by resellers
“were inconsistent with company policies.”
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  The company last August announced it
was selling its European operations. For fiscal
2004, the company had net income of $9.6 mil-
lion, down from $30.6 million in fiscal 2003.

Neoforma, Inc., of San Jose, Calif., said it
has retained Merrill Lynch & Co. to assist it in
evaluating options, including possible sale or
merger of the company. Neoforma provides
supply chain management solutions for the health
care industry. The company said any deal will
require the approval of its two majority owners,
VHA, Inc., and University HealthSystem Consor-
tium.

Lawson Posts $3 Million Loss
Lawson Software, Inc., of St. Paul, Minn.,

said it lost $3 million in its second fiscal quarter,
which ended Nov. 30. That compares to a net loss
of $1.3 million for the same quarter of fiscal
2004.

License fee revenues were $13.2 million
in the second quarter, down from $17.3 million in
the second quarter of fiscal 2004. Revenues from
services were up, hitting $69.8 million in the
second quarter. That compares to $67 million in
the same quarter of fiscal 2004.

McKesson Shells Out $960 Million to
Settle Shareholder Lawsuit

A class-action lawsuit against McKesson
Corporation, stemming from a 1999 financial
restatement, will be settled for $960 million in
cash, the company said.

The shareholder class-action suit was
initiated after accounting improprieties were
discovered at HBOC, which McKesson acquired
in Jan. 1999. After the disclosure, McKesson’s
board began an independent investigation which
led to the financial restatement.

Orange County’s System May be
Running in April

Nearly three years late, a $17 million
computer system designed by Cerner Corp. for
Orange County, Calif., is finally expected to be
running by April.

The Cerner ProFit patient account system
submits bills for Medi-Cal patients to the state for
reimbursement. It was supposed to go live in Feb.
2002, but it has been plagued with problems
(Inside Healthcare Computing, Sept. 6, 2004).
According to the L.A. Times, a mock bill has
been sent through the system and accepted by the
state. Full testing is set to run through March.

MedQuist Drops Controversial Billing
Practice, But Faces Another Suit

MedQuist, Inc., of Mount Laurel, N.J., has
said it will change its billing practices for its
MedRite transcription service and use a line
counting method that is a “commercially reason-
able interpretation” of the AAMT line standard.

A lawsuit has been filed against MedQuist
by hospitals that claim the company systemati-
cally overcharged them for years. According to
the lawsuit, MedQuist inflated its bills by count-
ing characters in transcribed reports more than
once, and by charging for silent embedded charac-
ters (Inside Healthcare Computing, Oct. 18)

Meanwhile, MedQuist has been sued by
transcriptionists that it hired, who allege that the
company underpaid them for their work. The suit
claims that MedQuist paid transcriptionists for
one line count and billed customers for a higher
line count.

MedQuist has also announced that Execu-
tive Vice President and Chief Operating Officer
John Quaintance has resigned.


