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Latest Siemens Layoff: About 100 People

Siemens has confirmed in response to our query that it
laid off 100 people Sept. 30.

 Someone we know said he thought the layoff involved
500 people.  Others said they understood the recent layoff to
have been around 100 people, as SMS announced. One em-
ployee who was among the group added,  “They always keep
it under the threshold of (SEC) reportability.”

Another source said the entire department that was
devoted to tracking business operations was outsourced to
Siebel. This is the third major layoff  since Siemens acquired
Shared Medical Systems in May, 2000 (Inside Healthcare, 05/
01/00).

Contacted by Inside Healthcare Computing, one senior
person who was laid off said that some  (see ‘Siemens,’ p. 3)

The Views Of Departing Employees:
Overseas Development Not Serving Siemens Well

We reached three of the newly laid-off Siemens employ-
ees, seeking their points of view on the layoffs, the company,
and its products.  Here are their reflections and observations,
unconfirmed.  Siemens was told about their main points but
chose not to respond.

Soarian development progress

All three agreed that overseas development of Soarian
has not served U.S. customers well.

One former high-level employee, Ron Hallacker,
guessed that 60% of Soarian development is overseas.  An-
other said that “most” of the work on Soarian Cardiology is
being done outside the U.S.  The Siemens plant in India is
Siemens-owned -- SISL, for Siemens Information Systems Ltd.

Another ex-employee described effects of overseas
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Patient ID Problems, Devices

Florida Hospital, Altamonte
Springs, is contending with a
mystery and controversy over
the discovery on Oct. 6 of a
patient found dead wearing
another patient’s arm bracelet.

In Delray Beach, 200 miles
south of there as the flamingo
flies, a company has a new
patient ID device which would
likely have headed off that
controversy, but which may well
have been born dead on its own
merits: implanting chips in
patients, like you can already do
with your family dog.

The chip, called VeriChip, is
reported to be about the size of a
grain of rice, but looks about
twice that in a picture we saw on
the Web, and we imagine the
injection imparts a bit of a sting.

 Scott R. Silverman, the chair-
man of Applied Digital, the
vendor, also acknowledged, with
droll understatement, that there’s
a bit of a “creepy factor” in
having hospitals implant com-
puter chips in people.  Well, it
probably beats tattooing a
barcode on everybody’s fore-
head, but if necessity is the
mother of invention, this gizmo
looks like an orphan to us.
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development this way:

“Most of the coding” for Soarian cardi-
ology was done overseas.  Releases would
come over from India with instructions saying
you could plug it in with no testing.  Trusting
that was a bad idea that once “took [one
hospital] down hard.” Another had a point at
which it had 7,000 transactions backed up
across an interface; it got a $1 million credit.
Siemens gave a third “deep discounts” to
“keep them in the fold.”

No hospital has fully installed Soarian
financials or Soarian clinicals, he said.  Until
one does, it is still all “smoke and mirrors.”
As a result, Siemens is having difficulty “find-
ing stuff for people to sell.”

By contrast, the older Invision system,
in his view, is “very solid.”  (Inside Healthcare
Computing has reported on two hospitals that
won awards for excellence in clinical systems
in the past couple of years using Invision while
Siemens promoted Soarian.)

Mr. Hallacker: even in traditional “wa-
terfall” development (breaking a project down
into finite phases and doing them in order,
sometimes having different teams do different
phases), hand-offs are difficult.  Add issues of
geography and culture, and developers who
are not familiar with the U.S. healthcare
reimbursement system, and it becomes even
worse.  You also raise the question of “who is
going to support it” if the development team is
“half way around the world.”

 Two of the three also said moving to
client-server was a very tough transition for
Siemens.  It has been “a disaster” for every
vendor that tried it, one said, and “SMS was
no exception.”  One key problem: “Where was
our object-oriented programming staff?”

The project was also slowed by the
regime change itself and by management
turnover.  In the transition, some folks  “Took
their hands off the keyboard for a while,” said

Mr. Hallacker.

In addition, one said, the leadership
for Soarian development changed “way too
often.”  Technology development requires a
small, consistent team.  Instead, manage-
ment changed “every year or so.”

One source said software promised
to Soarian cardiology customers “three
Septembers ago still is not there at all.”  (He
gave names of hospitals that had failed with
the product.  We’ll check them out and let
you know.)  He said the go-live date has
again been moved back--from what was
supposed to be last month to March, 2005.

One also said the company has de-
cided that Soarian clinicals will be interfaced
to, not integrated with, with Soarian
financials.

Acquisition of SMS a disappointment?

All three also agreed that Siemens is
disappointed with what it got when it ac-
quired Shared Medical Systems.

One claimed that the prior manage-
ment deceived Siemens into believing it had
a huge revenue backlog that never material-
ized.  The two others said they suspected
that Siemens just did not do a very good job
on due diligence.

The ‘synergies’ issue arises again...

It had happened before with HBOC:
McKesson bought in expecting significant
“synergies” between sales of medical-supply
hard goods and information systems.  It
never happened.

Similarly, said Mr. Hallacker, a big
reason Siemens acquired SMS was because
it saw an opportunity to mix medical equip-
ment and information technology. He thinks
Siemens didn’t “look under the covers” be-
fore making that assumption, and he doesn’t
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think the acquisition has met those expecta-
tions.

He thinks Siemens just “does not
understand selling in the U.S. marketplace.”
When you are dealing in a competitive envi-
ronment in which the top vendors offer func-
tionality within 95% of each other, you need to
do a lot of “relationship selling.” Your product
may be late but the customer will stick with
you because they believe you will look out
after their best interest.  Siemens is not
particularly familiar with that in the IT space,
he said.  It keeps trying to offering excellence
in engineering, and treating the customer like
“somebody who is shopping at a building
supply store,” doesn’t care about the sales
pitch, and just wants “a widget that works.”

Siemens losing patience with SMS?

  One of those laid off said that all
severance is being paid out prior to the end of
2004, which hints to one that the company is
trying to clean up the division’s books by the
end of the year.  There are many possible
reasons for such a move, but the one he said
he suspects is that the company is being
positioned for sale.

Siemens...continued from page 1

of the layoffs would have occurred no matter
who was in charge because U.S. demand for
hospital IT systems has softened.

He said he thinks Siemens has moved
slowly and carefully in making layoffs because
it acquired the firm around the time of 9/11
and wanted to avoid any backlash against it
as a German company.  This former em-
ployee believes that when Siemens took over,
it found a less financially solid company in
SMS than it had understood it would find from
financial statements.   “If you accept the
premise” that the books were cooked, then
“The Germans have actually been very nice
about this.”

One former employee, Ron Hallacker,

said that in his area, 52 of approximately 300
were laid off or transferred to other Siemens
units.  Some of the layoffs, he said, made
sense because they eliminated overlap or
moved tasks to other divisions that could
handle them--the help desk, for example.  On
the other hand, long-term planning was also
picked up by Siemens AG, which he thought
might not be a good idea.  Mr. Hallacker had
worked for SMS and Siemens for over 30
years and had most recently been head of
security for Siemens Medical Solutions in the
U.S.

Severance packages, another depart-
ing employee said, were fairly generous.
According to one, those who were laid off got
3 weeks’ pay for every year, up to a full
year’s worth of severance pay.   Some older
workers did even better, if they agreed to
waive their rights to sue.  For example, our
source, who put in nearly 30 years, got more
than 20 months’ severance.

Advance Billing Works–But It Is
Hindered By Lack of Software
Benefit to patients: your hospital
has time to help arrange payment

Marshall Medical Center, Placerville,
Calif., has started calculating patient bills
ahead of time and collecting the patient’s
share before he or she leaves the hospital.
Purpose is to reduce its $4 million annually in
unpaid receivables.

On its face, it may just seem like
another one of those cold-hard-cash things
the IT department should be helping to do.
But in a time when hospitals are being  tar-
geted by both regulators and the Wall Street
Journal for aggressive collection tactics, the
advance-payment approach can also help
patients.  In fact, patients have responded
well to the new policy, which went into effect
July 1, 2004, an official at Marshall told our
reporter.
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However, HIS vendors have dropped
the ball: the effort has been slowed by the
lack of good software to gather information
about patient insurance benefits and estimate
the charges, says Karen Dostart, business
services manager.

     “Our success rate has been really disap-
pointing to get started,” she says. More than
three months after the change to advance
billing, she estimates the project is 50 percent
off its mark.  The staff is just getting comfort-
able with the workarounds  needed.

     The IT implementation has “probably been
the most frustrating thing” about the switch to
figuring the bill in advance, Dostart says.
Vendors say they can provide insurance
eligibility information, she says, but “it doesn’t
give you enough detail.”  Information about a
patient’s deductible and benefits is often
missing from online reports, she says, requir-
ing time-consuming phone calls to insurers.

     Dostart says a search for the ideal soft-
ware has proved fruitless. “I haven’t found
anything yet that totally meets the need with-
out creating more work on the back end.”

Marshall Medical is only estimating bills
in advance for commercially-insured and self-
pay patients, as Medicaid and Medicare billing
is too complex to do on the front end, Do start
says.  Business office employees look up
charges for scheduled procedures on the
hospital’s chargemaster, apply insurer con-
tract rates, and prepare estimates using an
Excel spreadsheet.

Benefit to patients: clarity, financing help

Bills are computed several days before
a scheduled hospital visit.  If the amount due
from the patient is more than $25, the patient
is called beforehand to be told how much to
bring to the hospital. If a patient is unable to
pay, the service isn’t denied, Dostart said.
The business office makes arrangements
such as a payment plan or referral to the

hospital’s charity care program.  That beats
hounding the patient later through a collection
agency, leaving your organization with half the
receivable at best.

If a patient arrives without an appoint-
ment, work starts on figuring the bill as soon
as the patient registers, she says.  It usually
takes between 20 minutes and an hour to
come up with an estimated bill.

Marshall Medical uses McKesson’s
Paragon system for its patient accounting, but
Dostart says she has reservations about
using Paragon to determine benefit eligibility
over the Internet. The software sends queries
while patient registration is being completed,
she explains, but if the queries get backed up
because an information source is unavailable,
it could create a burden for registration staff.

Spotcheck helps, but doesn’t have all
patient data

As a workaround, the business office is
using Spotcheck, a portal offered by Insur-
ance Benefit Spot Check, Inc., Sacramento,
Calif., which includes eligibility information
from more than 150 insurers around the
country.  Spotcheck “has given us the most
variety. It has given us the most access,”
says Dostart.

But Spotcheck has its shortcomings.
Payers sometimes don’t give it enough infor-
mation.   A patient might be listed as having
insurance, but without details about the ben-
efits. That means time must be spent logging
onto the payer’s web site or making a phone
call, she says.  Because of the dearth of
information, advance bills can only be com-
pleted about 60 percent of the time.

“The industry needs to be more willing
to standardize and give the information that
providers need,” such as deductible levels,
home health benefits, and preexisting condi-
tion clauses, says Dostart. –Correspondent
Steve Larose
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Nurses Say Clinical System
Shouldn’t Be Locked Down

Should nurses be able to go into a
hospital medication system and directly
change the drug administration time of a
patient on the basis of information they have
that no one else does?

Yes, nurses are saying, and forcefully:
there is such a thing as too much security.
Nurses offer examples for being allowed to do
so, such as:

• accommodating patients who want to
receive their pills in the morning rather than in
the evening as they do at home; and

• improvising when patients are away
for procedures elsewhere in the hospital at the
times their medications were supposed to be
given.

Overlying these simple examples are
the complex issues of control and/or system
design that may be locking nurses out of the
system. The issue has become a hot topic in
hospitals where new systems are being imple-
mented and among nursing chat groups.

Whether a hospital allows nurses to do
this, according to Patty Guinn, RN, Director of
Nursing Informatics at Misys Healthcare
Systems, may depend on whether or not the
hospital has chosen a system that is well
thought out in terms of clinical operation--or it
may simply be due to a turf issue between
nursing and pharmacy.

“You may have purchased and imple-
mented a system that doesn’t allow the nurse
to perform that function, in which case he or
she has no choice but to contact the phar-
macy to make the change,” Guinn said, adding
that problems can arise if nurses have to go
through a third party to make a change and
then have to keep up with whether or not it
has been made.

Guinn said a well-designed system will

allow a nurse to change  scheduled adminis-
tration times with an audit trail that clearly
shows the change, which nurse made the
change, and what time the change occurred.

For a hospital looking to develop a new
system, Guinn said it should examine how the
people who will be affected actually function
to prevent wasted time and effort in their
post-automation environment.

Anne Pingenot, ARNP, a health care
psychology researcher who has studied
medication systems, advises hospitals to
consider ones that are clinically oriented
rather than primarily designed as auditing
tools.

“The ones who are happiest with their
systems have not just bought a package,”
said Pingenot, a PhD candidate at Kansas
State University. “They have bought a skel-
eton system of some kind and designed their
own adaptation to their own needs.”

As for why anyone would be opposed
to allowing nurses to make such changes,
Pingenot said the hospital pharmacists she
has spoken with say they are just interested
in saving time for nurses who are busy taking
care of patients.

“People are not malicious about this.
They just have different perspectives,” she
observed, noting that from a nursing perspec-
tive, being able to make such changes is part
of taking care of patients.

University Hospital in San Antonio is
implementing a system that intends to make it
easier for nurses to change drug administra-
tion times through an electronic process,
according to Susan Gerhardt, the hospital’s
administrative director for surgical critical
care. “You can do it now, but it is a little
cumbersome,” she added, noting that nurses
do this now through a fax.

Rosa Garcia, manger of clinical
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informatics and pharmacy services at the
hospital, advised other hospitals in the same
boat as hers to make sure that the interfaces
are as fluid as possible and that the function-
ality of the interfaces include time changes.

“If you’re talking about two different
systems that are not integrated, you do have
to worry about making sure that the nursing
administration times are passed over to the
pharmacy system,” she added.

For information system specialists in
charge of developing the system, Garcia
suggests that they get a pharmacist and a
nurse from the front lines involved on their
team from day one.

Patty Guinn:
patti.guinn[at]misyshealthcare.com; Anne
Pingenot: geist[at]flinthills.com; Susan
Gerhardt, sdgerhardt[at]earthlink.net. –Corre-
spondent Howard Wheat.

 Jeanne Looks To Cerner Associ-
ates for Political  Support

Just in case anybody at Cerner Corp.
had any lingering doubt about who to vote for,
some upper-level managers circulated an e-
mail, encouraging employees to support
political neophyte Jeanne Patterson, the wife
of CEO Neal Patterson, in her well-financed
run for Congress.

The e-mail was signed by vice presi-
dents Francie McNair-Stoner, and Eva
Karp, Chief Nursing Officer Charlotte
Weaver, and Patty Daily, director of patient
care reference sites.   Ms. Patterson is a
Republican nominee running for an open seat.
A key part of her campaign platform is sup-
port for healthcare information technology.

Claredi Corp. Seeks Uniformity of
Payer Transaction Requirements

Claredi Corp. has initiated a “Conver-

gence Project,” aimed at encouraging more
uniformity among payer data requirements for
claims submissions.  By posting payer “com-
panion documents” on its web sites (basically
lists of payer requirements for electronic
claims adjudication), Claredi hopes to encour-
age more uniformity among payers.  High
hopes for faster, cheaper transaction pro-
cessing with “uniform” HIPAA standards have
withered because of myriad variations among
payers.  Claredi sells HIPAA transaction
testing services. Information: http://
www.claredi.com/convergence/

JCAHO Hiking Fees

Like a dentist raising the price of root
canal work, JCAHO is increasing the price of
its surveys.  For most hospitals, which pay an
average of about $23,000 per survey, the
average cost increase is $2,700, according to
JCAHO estimates.  Additionally, hospitals of
more than 200 beds will have to pay an extra
$3,500 for a survey by a certified health care
engineer, who will evaluate hospital compli-
ance with physical plant requirements.
JCAHO notes that this is only the second
increase in the last decade.  By our calcula-
tion, the total estimated fee increase for
larger hospitals is nearly 27%.

Retail Pharmacies Sued For Using
Prescription Data for Marketing

Privacy advocates have sued super-
market chain Albertson’s and its pharmacy
units, including SavOn, Osco and Jewel-Osco
for alleged violation of consumer privacy
rights.  The suit accuses Albertson’s of en-
gaging in illegal marketing campaigns on
behalf of drug companies.

The complaint accuses Albertson’s of
using confidential patient information to make
mail and telemarket solicitations that appear
to come from a concerned local pharmacist,
but are generated under agreements with
drug companies that are pushing their prod-
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ucts.  For a look at the actual complaint, go to
http://www.privacyrights.org/ar/
pharmcomplaint.htm

Names, Faces, Congratulations...

Jeffrey J. Anderson, 48, was ap-
pointed national sales leader of Cap Gemini
Health.  He was previously Cap Gemini’s vice
president of public sales.

Steven E. Allen was named Chief
Operating Officer of Arrendale Associates
Transcription Division.  He will head the firm’s
Los Angeles office.  He was previously a vice
president with MedQuist.

Kevin Donnelly is the new  general
manager of SNOMED International.  He was
previously vice president of health care for
Alliance Consulting Group.

No One Punished In Naval Hospital
“Hole in the Wall Incident”

Someone tossed thousands of patient
medical records into a space behind a filing-
room wall rather than file them between 1989
and 2001 at the Cherry Point Naval Hospital,
Havelock, N.C.  The discovery followed a
lawsuit by a lung cancer patient whose cancer
the hospital’s doctors had missed repeatedly.
A so-called Navy “investigation” of the “Hole in
the Wall Incident,” as it’s called, didn’t turn up
any perpetrators and concluded that “Actual
patient care was not compromised,” accord-
ing to news reports, which first brought the
incident to light in October, 2004.

Extended Care Placement Service
Sounds Promising

ExtendedCare Information Network,
Chicago, Ill., has announced  a national Refer-
ral Assistance Program for “hard-to-place”
extended care patients.  ExtendedCare claims
the ability to comb through an 85,000-member
database of extended care providers and

identify appropriate local placements for
special needs patients.  In one case study,
the vendor claims to have rapidly found place-
ment for a 475-pound patient; in another, it
placed a paraplegic with special religious
restrictions on his environment.

The basic service is Internet-based
and does not appear to require much, if any,
IT investment beyond Internet access, judging
from our visit to the company’s web site.
However, the company does offer a software
package called ExtendedCare Professional,
which it claims can:

• automate the process of seeking a
placement and receiving responses;

• print important information for the
patient on the extended care site; and

• securely send the patient’s informa-
tion to the accepting referral site.
Information: http://www.extendedcare.com

Medical Device Software Glitch
Associated With Dangerous Errors

 Medtronic, Inc, Minneapolis, Minn.,
said  is recalling and replacing a version of
software used to program its infusion pumps.
The recall comes more than a year after the
vendor learned that clinicians were mistakenly
entering drug therapy intervals in the minutes
field rather than the hour field.  The software
application card in the recalled model did not
provide a label for hours/minutes/seconds.
“The new software has this labeling,” the
company said.

 Data entry errors have been related to
seven serious injuries and two deaths, the
vendor said.  3,218 affected cards were
distributed in the U.S.; so far “more than half”
had been replaced.  The specific product is
Version AAA 02 Model 8870 software cards
used in conjunction with 8840 N’Vision Clinical
Programmers.  The recall is limited to the
software, and does not include the pumps
themselves, which are used to deliver medica-
tion for pain, cancer, and certain other condi-
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tions.  The recall is limited to programming in
the SynchroMed and SynchroMed EL pumps,
which were distributed from December 2002
until May, 2004.  SynchroMed II pumps are
not affected.

A commentary:
Health Care Facilities Lack IT
Because They Lack The Money...
And  Know Their Priorities

“So why is it that Healthcare IT News
builds in data back-up and redundancy to its
work flows and [Abigail, an M.D.] Zuger’s
clinic doesn’t?” writes Jack Beaudoin, the
editor of that vendor-advertising-is-the-
source-of-revenue paper.

He was commenting on an opinion by
this New York MD, that the Feds’ push for
certain healthcare IT technologies is mis-
guided.

A fair answer to his question is: money
and priorities.  Most healthcare entities are
poor.  Moreover, the mainstream national
health care debates are over how to get
people in the door to get treated and how to
cut costs.  (Yes, I know about those argu-
ments that the next generation of health care
IT is going to cut costs.  The people saying
that aren’t reading the available data.)

So of course clinics should have redun-
dancy.  But there are bigger priorities.  And in
most places, there are more basic health care
IT priorities than esoteric stuff like CPOE.

As for breakdowns, Jack, you must not
be a hands-on IT guy, because you seem to
assume that the basic reason for breakdowns
is lack of redundancy.  I am the IT guy here,

have been for 14+ years, and my experience
is that lack of redundancy is only infrequently
a factor in breakdowns.  I can’t remember the
last time that, for example, a hard drive
crashed here.  It’s been quite a few years.

But software?  We see a freeze or
other need to restart one or more of our four
PCs here at least once every day.  Bigger
software troubles show up once a week or
so.  (Multiply all that by a factor of four or
more when we ran everything on Windows
98.).  These are problems like two piece of
software demanding to use the same DLL
name, memory leaks, corrupt files, and most
often, mystery conflicts.  The day I wrote this
piece, I had to first remove our ISP’s diag-
nostic tool from my PC because it interfered
with my word processor.  Redundancy?  Put
the same software on a backup computer,
and it behaves just as badly.  That’s what
redundancy is.

And the more sophisticated software
gets, the harder it is to fix, like that unreliable
pickup truck that you say forces you to rely
on a bicycle for backup and stuff your pock-
ets with extra tubes and tools.  So why
doesn’t Healthcare IT News pay you enough
so you can afford a new truck?  Or is that
one of those budget decisions, like those
which hospitals are forced to make all the
time among a new MRI, a PACS system,
more $65,000-a-year-straight-out-of-school
nurses, or redundant computer systems that
are going to freeze on users anyway?

So I think Dr. Zuger has it exactly right
about the Feds’ latest healthcare IT fad: keep
it simple and let care providers make their
own decisions about what they need. – Bill
Donovan, Publisher


