
 

 

                                            THE ELECTRONIC CONUNDRUM 

               (Or Why I Bet You Wish You Didn’t Have To Use Electronic Medical Records) 
Annette Chavez, Independent family medicine physician, Dayton, OH 

 
 

A few years ago I wrote an article in Dayton Medicine about how I was still using paper records 

in my office.  Believe it or not, I am writing on my trusty paper charts and practicing with the 
same efficiency of past years, and am still getting paid by the insurance companies.  I have run 

into colleagues who are shocked that I am “on paper”, then I detect a hint of envy that they 
cannot do the same.   

 
I want to explain why I am back in the 20th century.  I am not a Luddite.  In fact I have typed 

this article on a computer and would never go back to handwriting my articles.  I can navigate 

the Internet well and often use medical websites to stay current. My office uses a computerized 
software billing program and electronically files claims.  I also use electronic prescribing because 

it is efficient for my nurses, saves time, and I found a free Allscripts program on the Internet. 
 

I think that the purpose of any EMR program is to be very low cost, efficient, intuitive, and able 

to help doctors deliver care better than they do it with paper charts.  Those of you who have an 
EMR know problematic those goals really are. 

 
Why should I pay tens of thousands of dollars per year in perpetuity for software that makes my 

life more difficult and impedes my ability to deliver medical care?  The currently available 
electronic medical software programs are not particularly easy to use.  But there they are, in 

thousands of beleaguered physician practices.  I know of doctors who have to spend an extra 2 

hours a day on their documentation or sit at home on weekends, updating patient information on 
their laptops.  There are those who shell out up to $20.00 per hour to have a scribe follow them 

from room to room.  Then there are the legions who use voice recognition software and don’t 
have enough time to carefully edit their notes. Believe me, I understand the time constraints. But 

I often receive ridiculously worded ER reports and consult letters with statements like “The 

patient was a missionary in apricot.”  (The doctor really said “Africa”).  Or “The patient is able to 
cannulate.”  (The doctor dictated “ambulate”).  And how about this one?  “The patient olivary has 

a follow up appointment with Dr. Travis.”  Translation: “ The patient already has a follow up 
appointment with Dr. Chavez.”  Is olivary even a word?  Anther favorite is “the patient ate RBC’s 

for lunch.”  I have no idea what the patient had for lunch.  Arby’s, perhaps? 

 
How about those templated notes?  I know they allow the doctor to point and click rather than 

type free verse.  However, my eyes start to glaze over when I get a note that reads like this: 
“Dear Dr. Annette Marie Chavez MD, 

I saw your patient Jane Doe on 10/12/13. The patient presented with a chief complaint of pain. 
The character of the pain was described as burning. The location of the pain was the lower back 

and left leg. The severity of the pain was described as 7 out of 10.” 

Etc. etc. for several pages. 
 

How I prefer the notes from colleagues that instead read like this: 
“Dear Annette,  

I recently saw your patient Jane Doe on 10/12/13 who was following up for her sciatica.  She has 

still had significant pain despite physical therapy, NSAIDs, and muscle relaxants…”  
This is a chatty and informative (and short!) note.  I can read this letter in a minute or two and 

learn what the specialist did for the patient.  The first type of note sends me on a paper chase to 
determine what actually transpired during that visit.  And nothing confuses me more than the 

note being in the wrong order because some IT programmer decided to put the diagnosis and 
plan at the beginning of the note rather than at the end, where it belongs.  Documentation 



 

 

should reflect a solid progression from history and physical to lab and xray to lastly – the 

diagnosis and plan.  At least that’s how I was taught in medical school. 
 

Another electronic shortcut is the infamous cut and paste.  I had a nice young med student who 
did an FP rotation with me and accompanied me to Hospice.  There I am required to use an EMR 

that slows me to a glacial pace when I document my notes.  As the student and I reviewed 

patient cases, I found her first note to say “collaborated with RN” and “discussed end of life 
issues and plan of care with the patient’s daughter.”   I asked the student if there was family in 

the room and had she talked to the patient’s nurse.  No on both counts.  The notes were 
obviously copied and pasted.  I had to educate her how her note must actually document the 

care she gave the patient.   Another awful example of copying and pasting is seen on notes I 
have received from certain hospitalists. One is the note that begins with an exhaustive list of all 

the medications.  On complicated patients this list runs on for a page and a half, densely 

populated with the generic and brand drug names, the time and dates they were ordered, the 
doctor who ordered them, etc.  It is nearly unreadable and totally useless as far as I am 

concerned.  And when did doctors learn to start a progress note with a medication list?  What 
happened to the history and physical?  Then there are pages of duplicate lab results, xrays, and 

an exhaustive list of diagnoses including ancient history such as measles and mumps which is 

totally irrelevant.  This type of note becomes a useless morass of information.   
 

I’d also like to take issue with some of the hospital reports I receive.  Often I get a ream of 
information that is meant for the patient.  I really could do without the “What to do if you think 

you are having a heart attack” sheet followed by an illustration of a heart with the warning “First, 
call 911”.  I often have to get my staff to call the hospital to ask them to send us the actual ED 

report or discharge summary.     

 
Physicians are becoming more disenchanted with their EMRs.  There are doctors and hospitals  

that have had to change their systems due to the software company going out of business or 
being acquired by another company.  There will surely be further consolidation of EMR 

companies and if your software is rendered obsolete, you will have transport all your records to a 

new system and then learn how to use it.   
 

Many US physicians who are using EMR were induced to do so by government subsidies for 
adopting EMR, plus the looming financial disincentives from Medicare.  I know of a doctor who 

jumped through all of the hoops to receive the incentive and then found that she did not qualify 

for the $44,000 payout because she did not have enough Medicare patients.  My office manager 
husband notes that the Medicare disincentive counts only for those on straight Medicare and not 

the advantage plans and that the cost to me per year would be about $1000.  Hardly reason 
enough to turn my office on its head chasing that Medicare bonus.  IT costs have risen in medical 

offices 28% over 5 years with increased yearly costs per doctor of over $19,000. (1)  Now we all 
know that no physician’s reimbursement has increased 28% over that same time frame. 

 

What about the doctors who cannot fulfill all of the requirements to attain Meaningful Use?  They 
could miss a couple benchmarks by a few points and not qualify at all for the incentive.  I found 

that I can do PQRS and electronic prescribing for relatively little effort and gain a few incentive 
points from Medicare.  Conversely, the effort required to install an EMR and train staff is 

exponentially more time consuming and disruptive.  I know doctors who have used EMR’s for 5 

years and are still not as productive as when they had paper charts.  Nowhere have I heard that 
EMR’s make doctors lives easier, enhance patient care, and get the doctor home sooner at the 

end of the day.  And completing screen after screen of information simply to hit Meaningful Use 
benchmarks certainly doesn’t help.  A recent article in Medical Economics commented that in 

most industries, technology adoption results in improved production, while in medicine, EMR use 
has led to a decline in productivity. (2)   And another article in the same issue noted that EMR 



 

 

use was adversely affecting resident education due to time required for residents to document in 

the EMR. (3)  That’s a scary idea.  Let’s make residents less prepared for the actual task of 
patient care!  That also calls into question the idea that the younger tech-savvy generation will 

be more efficient with EMR’s than us gray-hairs raised with pens and typewriters.  I have had 
several recent 3rd and 4th year medical students comment on how well they liked the organization 

and ease of use of my paper charts.  One student also lamented that in hospital rotations, 

students are not allowed to write notes “that count” or enter orders into the record.  Medical 
education is being stalled until the intern year when the new doctor will have had little practice 

with such tasks.     
 

There is another frightening issue regarding electronic records.  I have seen several articles 
detailing opportunities for lawsuits based on electronic documentation.  One mentioned that “Not 

only are EMRs becoming part of medical negligence lawsuits, they are creating additional 

liability.” (4)   There is also the added risk of breaches of protected health information,  We 
physicians, as always, are liable for everything even when it is not our fault.  Then there are the 

meaningful use audits.  I read a disturbing article in Family Practice Management about a doctor 
who had to provide exceptionally detailed documentation to fight a Meaningful Use audit..  

Failure to pass the audit would have resulted in forfeiture of the bonus money.(5)  It was a 

description of an onerous imposition on a physician whom I’m sure had better things to do, like 
take care of patients.  It would have been enough to make me chuck my EMR into the dumpster 

if I had been foolhardy enough to have one. 
  

Current AMA President Ardis Dee Hoven MD wrote in a recent blog that “the most professional 
satisfaction for physicians comes from being able to provide high-quality care to their patients, 

while obstacles to giving their patients top-notch care are what make physicians most dissatisfied 

in their vocation. …(P)hysicians who feel overworked, overscrutinized or overburdened with 
unfulfilling tasks can suffer continually from a growing sense that they are neglecting the 

professional priorities that really matter – their patients.” (6)  Nothing like that elephant 
(computer) in the room to distract you from actually providing care and a listening ear to your 

patients. 

 
I think OSMA President Neal Nesbitt MD said it best in Ohio Medicine that EHR’s are 

“cumbersome, expensive and do not cross-communicate….physician productivity has suffered 
and the risk of mistakes has not.  We as physicians have always embraced the new technology 

when it improves the lives and health of our patients.  Physicians never have to be dragged 

kicking and screaming to technology that benefits our patient.  We are always there leading the 
way.  When a so-called technological innovation has to be forced on physicians, then it probably 

is not ready for prime time.” (7)  The unfortunate reality is that I know of a number of doctors 
who have chosen retirement because they couldn’t tolerate the inefficiencies of computerized 

medical records.  This is a loss for them and their patients. 
 

My dream is to retire without ever having converted to an electronic health record.  I am one of a 

stubborn minority who see no reason to change to EMR and many reasons as stated above to 
avoid it.  If an economical EMR system is developed that allows me to practice medicine in an 

intuitive, seamless way, I’ll sign up.  I’ve heard it said that we now are using EMR version 2.0 
when what we really need is version 8.0 or 12.0.  Why are we settling for less?  Computers can 

do anything.  Let them make our lives easier rather than more frustrating and a hindrance to 

patient care. 
 

I know that once a medical practice adopts electronic records, it will not go back to paper.  But 
we as physicians have the prerogative to demand more from our EMR developers.  We need 

more functionality, intuitive flow, interoperablility, and invisibility in the exam room.  Maybe then 
there will no longer be a need for me to write these articles! 
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