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Introduction 

There is a significant amount of buzz today in the healthcare industry, the media, and from government 
officials about the creation of an “electronic health record” (EHR) or “personal health record” (PHR) for 

each individual patient.  This would be a consolidation of a patient‟s demographics, medical history, 
medications, lab test results, radiological images, diagnoses, treatments, immunizations, etc. in electronic 

format that can be accessed by any authorized Service Provider (physician, specialist, clinic, hospital, 

emergency facility, etc.).  Today, there are „300 million islands‟ of information residing in various 
physicians‟ offices and hospital facilities, much of it still on paper and film.   

 
The benefit of to the patient is more effective and safer treatment.  By enabling any Service Provider 

access to all of the patient‟s information, the proper diagnosis and treatment can be performed whether 
seeing a different specialist for the first time, being treated during a hospital stay, or arriving unconscious 

at an emergency treatment facility.  Additional benefits would come in the form of healthcare cost 

reductions by eliminating duplicate testing procedures and treatments. 
  

While a debate continues about the EHR/PHR storage and retrieval methodology of a central repository, 
versus a massive systems integration effort, versus a web search type of publish-search-discover model, 

the underlying assumption is that Service Providers are now or will be creating all of this information 

electronically.  However, Service Providers must break through the “data input barrier” to create 
electronic records. 

 
 

The Data Input Barrier ï The Service Provider Challenge 
The migration from paper records to electronic format has already begun with the deployment of 

Electronic Medical Records (EMR) application systems in physicians‟ offices and clinics.  However, there 

are currently no standards for these systems, and their deployment can be very expensive and disruptive 
to the practice.  While EMRs offer the healthcare provider an optimal means for storing information about 

the services delivered to patients, the data input barrier still presents a significant hurdle to their 
deployment and adoption.  

 

Technology is improving the traditional methods of data input for clinicians. 
 

¶ Hand Writing - The traditional method of putting patient encounter notes to paper.  The computer 

keyboard has enabled electronic conversion of these notes but may require a phalanx of clerk-typists.  
So, many of these records remain in paper form.  PC tablet based hand writing recognition 

technology has been adopted in some applications but has proven to be better suited to completion 

of a “care template”. 

¶ Care Template – By providing a form on a PC tablet, the care template offers a quick and simple way 

to check boxes against pre-defined medical conditions and tests which is then immediately added to 

the EMR for that patient.  While easily creating electronic information for standard procedures, it is 
not very conducive to recording detailed encounter notes and patient information. 

¶ Dictation – The tried and true method that enables the capture of as much detailed information as 

needed; and the most efficient use of time for doctors and clinicians.  These audio files are later 
transcribed into electronic (and paper) documents that can be stored in an EMR.  Advances in 

speech-to-text software offer quicker conversion to electronic documents but many applications 

require that physician must edit the text on the fly.  This turns the doctor into a clerk-typist and 
actually increases the amount of time spent dictating. 

Dictation clearly continues to be the most efficient method for capturing detailed encounter notes.  When 
coupled with advance speech recognition technology that continuously learns a physician‟s dialect and 

speech patterns, a speech recognition enabled medical dictation system offers the most efficient solution 

for the clinician as well as the fastest creation of electronic documents and medical records for 
PHRs/EHRs.  
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Optimizing the Dictation Workflow System 

To leverage the advantages and efficiencies of a medical dictation system with speech recognition for 
creating medical records, the workflow must be optimized to communicate with the other applications in 

use within a practice or clinic.  While the EMR system stores and maintains electronic medical record 
information, captured patient demographics, appointment scheduling, and physician referrals are 

maintained in the Practice Management System (PMS).  Marrying patient and referring physician data 

with a dictated encounter file, and then moving the finalized encounter notes to the EMR can create a 
significant workload for office staff.  Communication between the PMS, dictation system, and EMR system 

is critical for optimizing the efficiency of the workflow while minimizing or eliminating human touch of the 
electronic record. 

 
 

 
 
 

 

 
 

 
Figure 1 

 
 

Figure 1 illustrates a dictation system with optimized workflow that is integrated with the practice 

management and electronic medical record systems. 
 

1. Based on daily appointments scheduled, patient demographic data, MRN number, and referring 
physician information is imported from the PMS to the dictation system.  From this, the dictation 

system creates a Job List for each physician. 

2. To dictate, the physician simply selects a patient from the Job List and records the encounter 

notes.  Dictation of patient and referrer information is eliminated.  The physician moves down the 

list and records jobs is rapid succession. 

3. The dictated audio files with the attached patient/referrer data are securely moved to the voice 

processing engine for conversion to electronic text. 

4. Electronic documents are available for quick review by an editor and finalized with templates for 

medical letters.  Voice processing engine is automatically updated with edits for continuous 

improvement of conversion accuracy. 

5. Utilizing the attached patient/referrer header information, electronic encounter notes are 

automatically stored in the proper medical record within the EMR system without human touch. 

 

There also are two additional, but very important, benefits to this type of system: 

1. Creates the correct documentation for billing at the appropriate level for services provided. 

2. Ensures the privacy and security of the patient medical data within the system.  
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Conclusion 

The adoption of Electronic Health Records and Personal Health Records will require that physicians and 
clinicians have the ability to create electronic documents quickly and accurately.  To breakthrough the 

data input barrier, a physician-empowered medical dictation system should employ high-accuracy voice 
recognition technology with an optimized workflow system that integrates with the practice management 

and electronic medical records systems.  This will increase the efficiency of the physician and timeliness 

of the electronic record creation, and minimize or eliminate much of the workload for office staff. 
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