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ew models of care depend on adopting strategies for
transforming clinical practice to improve quality, reduce
costs, and meet the needs of patients and families. With
actionable insights into their processes, clinicians are
empowered to suggest and help implement effective
changes like standardizing clinical content to deliver highly reliable health
care. Monitoring and measuring how clinical processes are adopted and
their impact on outcomes are essential to high-impact care redesign.
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{ process improvement }
MODERATOR (Suzanna Hoppszallern,
American Hospital Association’s Health Forum):
Let’s start by sharing how clinical process
improvement and control plays out in your
organizations. Who leads the initiative and
who participates on the team?
LYNN WITHERSPOON (Ochsner Health
System): Ochsner operates about a dozen
hospitals and we partner with about a dozen
more, many of which share our electronic health
record (EHR). We have about 1,200 employed
physicians and about 800 advanced practice
clinicians and nurses. We’re a large, complex
organization. We formed the Ochsner Accountable Care Network consisting of more than
2,250 providers in Louisiana and Mississippi,
and we’re members of Ochsner Physician Partners, a community-based practice. There are at
least three pieces of governance that relate to
the health system as a result of our structure.

STEPHEN MORGAN, M.D. (Carilion Clinic):
There are a lot of similarities in what we’re
doing at Carilion. We’re an integrated health
clinic, headquartered in Roanoke, Va. We
have eight hospitals, two of which are critical
access hospitals. The complexity really makes
the governance challenging when it comes to
clinical process improvement. We also have a
next-generation Accountable Care Organization (ACO). We’re all on the same EHR, which
has helped a great deal because we haven’t
had to mill disparate systems together. That
was part of the vision when we created Carilion Clinic in 2006 — to have one platform.
As to governance, like other organizations,
we’ve focused on inpatient care and we’ve
had a solid governance structure in place in
relation to that, despite having eight hospitals
and eight different medical staffs. It wasn’t until we entered the ACO space that we started
looking deeper into process improvement on
the ambulatory care side. Before, there wasn’t
much alignment and we quickly learned that
it has to be integrated. We have to cover the
continuum of care.
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KIMBERLY STULTS, R.N. (The Bellevue
Hospital Corp.): One of the differences we
have is that we don’t employ all of our physicians. In fact, quite a few of them are not,
meaning we’re not all on the same EHR. It is a
challenge.
BRITA HANSEN, M.D. (LogicStream
Health): LogicStream Health is a clinical process-improvement software company based
in Minneapolis. Prior to joining LogicStream,
I was the chief health information officer for
Hennepin County Medical Center in Minneapolis. In that role, my team and I focused a
great deal on governance. When we started,
there was a lot of debate over whether the
EHR was an information technology tool or a
clinical tool. No one really thought about the
EHR as being clinical guidelines, right? It was a
convenient collector of orders. Switching that
cultural piece to really having clinical ownership was a big, yet important, hurdle that we
had to overcome.
We started small with what we called a
practice-standards committee to give the
medical staff oversight over the content, and it
moved on from there. We developed separate
committees for order sets, alerts and nursing documentation. Gradually, we had more
clinical ownership and, over the years, that
evolved to a point at which the clinical operations, nursing and physician leadership were
in charge of essentially all decision-making
around clinical IT resource allocations.

most of the work is EHR-related at this
point. The ambulatory space is not as
structured. We do have a governance
structure, but we have primary care
practices and multiple specialty practices.
Each has specific clinical needs and
performance improvement in one office may
not impact others. Our medical group does
have a quality committee that strives to look
at metrics that cross the practices. We are
also on a journey toward high reliability.
That’s helping us as our organization
becomes oriented around the concepts of
reducing variation and improving quality.

We have to get to the
point where the EHR is
more user-friendly for
clinicians and lets them
do what they want to
do, which is taking care
of patients.

JONATHAN KAUFMANN, D.O. (Bayhealth
Medical Center): We’re a two-hospital system
in central Delaware with about 40 ambulatory clinics. For clinical process improvement,
we have a pretty robust governance structure through our performance-improvement
department. We also have IT governance.
They’re not necessarily linked, but we make an
effort to make sure IT leaders are present in all
performance-improvement meetings because

Kimberly J. Stults
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{ workflow }

MODERATOR: In looking at standardization of
your clinical processes and your EHR workflow,
how are they working? How often do you look at
variations in care and measure your adherence to
standardized practices within the EHR workflow?
KAUFMANN: We’re starting to take a look
at this. When we talk about standardization,
weighing clinician input is a balancing act. We
receive feedback from clinicians who’ve been

When we look at IT and
process improvement, it
comes down to the fact
that operational leaders
need to be a part of it
and the analysts need to
get out of their cubicles
and go to the bedside
and into the clinics.

Jonathan Kaufmann, D.O.
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practicing for 30 years, and we must balance
that with the latest clinical guidelines. There
are certain service lines that are very much
oriented to this. Our orthopedics department,
for example, is doing a great job at driving
down variations in care for our joint replacement patients.
We are also looking at the Centers for
Medicare and Medicaid Services bundled
payment program, and likely will jump into
one surgical and one medical bundle in the
future. This will help us drive out variation in
other areas.
The other part of this is having complete
data sets. We’re starting to look at our paid
claims for our accountable care patients.
Delaware is also trying to set up an all-payer
claims database, so we can get data sets on
other patients populations and start looking at
the continuum of care. Without these claims,
it’s really hard to figure out who’s doing what
where the variations in care may exist outside
of our facilities.
WITHERSPOON: I agree. I’d like to shift this
discussion just a bit. The key to all this is being
able to measure stuff and to do that, you need
data. Over the last decade, as we’ve moved to
platforms that enable us to capture data using
note-taking tools, flow sheets and things of that
nature, our ability to describe the nuance of
what’s happening at the point of care has been
compromised pretty substantially. As we look at
that, as well as why clinical decision support
doesn’t work so well, maybe it’s because we
don’t have the right data elements captured.
The advent of electronic quality metrics
has the potential to help this because, all of a
sudden, we have value set definitions that help
us to understand which patients end up in the
denominator and which tick the numerator. We
had an information services group building out
all of the machinery and we had process
improvement at the point of care working on
completely different things, yet having no
knowledge whatsoever of what was in those
value sets. The next horizon — what will make
all of this work better — is a harmonization between what elements are in the metrics that reflect what’s happening at the point of care and
whether the workflow captures those elements.
We’ve just begun that process, and we’re
helping the process improvement group to
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understand what’s in those value sets. Interestingly, they’re very visible in our EHR. There’s a
nice table to see exactly what those elements
are. But I think the disconnect between what
the point-of-care folks want to work on and
what the payers are telling us we have to report
creates a tension that we need to deal with.
And then, if we think about the notion of
artificial intelligence and machine learning and
things of that nature, the biggest AI platform is
the EHR. We’ve gotten caught up in the idea of
big AI, if you will, so like big data, that’s where
we need to spend some time thinking about
how to make this work better. And data are
what makes AI work beyond the algorithms. We
need to spend time on documentation layering, what we capture, what we can understand,
etc. That’s the work that needs to be done.
STULTS: Analytics is huge. There’s a disconnect between actual clinical performance
improvement and what data are out there and
making it data-based. That’s a trend that needs
to grow, especially in smaller hospitals like ours
because we don’t quite have the analytical
tools in place. That’s a big driver for us this year.
The EHR really helps our caregivers; however,
they do get alert fatigue. That’s one of the
things that discourages clinicians from using it.
We have to get to the point where the EHR is
more user-friendly for clinicians and lets them
do what they want to do, which is taking care of
patients. They want to meet the metrics, they
want to achieve the standard of care, but the
EHR has technical clunkiness that prevents that.

MORGAN: I suspect we’re all, in some way, going through the process of achieving standardization. There are so many foundational components that we’re not doing well. We’re not
capturing data in the same way in every unit,
for example. We’ve tried to be flexible with our
EHRs, and EHRs can be a little too flexible.

Regulatory compliance
is an issue that needs to
be worked out.

Stephen Morgan, M.D.

{ core components }
MODERATOR: Can we delve into that? What do
you consider the foundational components?
MORGAN: The foundational components
really are around data governance, specifically
what data you’re putting in, the definition of
those data, how the data are being entered,
and making sure that they are entered consistently. The trick is trying to figure out what

you want to go into the foundational data set
that’s going to be codified. Essentially, you’re
going to capture it at the point of care when
somebody’s clicking a flow sheet, versus how
much flexibility you can give a clinician to do a
narrative and how we capture the data.
Getting back to AI, everybody’s talking
about it, but few are really doing it. They’re doing some machine learning, but it’s totally dependent on having a good data set. If you have
bad data, you spend more time trying to figure
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out that it’s not the algorithm that’s wrong, it’s
that we haven’t put the correct data in.
KAUFMANN: AI has a lot of potential, but
there’s so much basic blocking and tackling
to be done that doesn’t require that level of
computing.We need to be working on adding
artificial intelligence, but there’s so much work
that we could do with the tools we have now.
MORGAN: Absolutely.
KAUFMANN: The philosophy that I live by is:
Make the right thing to do the easy thing to do.
Think about Amazon and the future of health
care. Amazon removes friction, right? It’s so easy
to buy things. I clearly run my life on Amazon
at this point. We need to remove the friction in
health care and make it easier to take care of
patients. We need flexibility. We need to allow
the bedside nurses or physicians to do what they
think is right. We still have a long way to go.
HANSEN: We’re sitting on a lot of data
about our processes that we’re not leveraging. We don’t know how to use it properly.
Think about all the clinicians in our organizations and the decisions that people are
making every day about how they practice.
We don’t measure that robustly, but we tend
to add layer upon layer of content every day
and, in some instances, as we have pointed
out here today, we end up driving more
variation. To that point, it’s hard for clinicians
to obtain feedback on their practice and to
know how they are doing in a meaningful
context. Physicians can review mortality rates,
etc., but it’s unusual for them to see how they
practice every day.
I had a powerful experience recently working with a group of surgeons on a Bridges
to Excellence initiative. When we presented
data to the group, it was all over the place.
Everyone was shocked to see the data, but it
was the first time anyone had seen his or her
practice compared with those of their peers in
that way. We need to do more of that. There
wasn’t any finger-pointing or blame; instead,
there was constructive discussion on how to
eliminate variation.
MORGAN: It’s something we have to figure
out. It’s powerful to be able to show clinicians
that their practice varies from their peers. That

will change the culture. But it’s all part of the
continuum of being able to design and measure the right things.
STULTS: You have to do both. You have to
make sure the process is well-designed in the
first place, and that there aren’t five ways to
do it. There is no perfect system. We want
there to be one, but there’s not.
KAUFMANN: When we look at IT and process
improvement, it comes down to the fact that operational leaders need to be a part of it and the
analysts need to get out of their cubicles and go
to the bedside and into the clinics. It has to be a
collaborative process. There’s a lot of reticence
for some reason. But even when the analysts do
get out, there’s still a lot of debating about the
correct way to do things. I don’t believe that performance improvement is an IT role or responsibility, but it often falls on IT, so there needs to be
strong operational leadership and guidance to
make performance improvement work.

We’ve worked hard to
systematize process
improvement.

Lynn Witherspoon, M.D.
Sponsored by LogicStream Health
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MORGAN: That’s a good point. It’s really a
combination of both. IT and clinicians need to
work together on this. The other component
that needs to be in alignment is regulatory
compliance as we are designing workflow. We
run into more compliance issues. Regulations
state that everyone must do computerized
provider order entry which, back to the continuum, really impacts how you do things on the
front end. We need to make sure we capture
data in a meaningful way, instead of just as-

suming that the nurses will handle it.
Regulatory compliance is an issue that
needs to be worked out. It can be frustrating because we may find a better way to do
things, but aren’t able to execute because
the new method doesn’t meet regulatory
compliance. We are prohibited at times
from not being able to implement efficiencies because of regulations. And it’s becoming more frequent.

{ best practices }
MODERATOR: Are there best practices for
helping the clinical and IT teams, and others
like finance, to really work together and make
some of this operational?
MORGAN: The opportunity’s there, but
we’ll need to elevate this discussion to
the national level if we are to make any
meaningful changes. There are ways for us
to come together. There are limitations to
the software, but if we had a group of folks
focused on standardization of workflow, we
could find improvements. Right now, we’re
working in silos. We can’t design workflows
that make sense because of some of the
regulatory requirements.

One thing that
excites me is the
increased attention on
appropriate utilization
and where that
intersects with quality.

KAUFMANN: I agree. It’s hard, but I think
we can do it at the national level. One of the
challenges is that hospital systems have such
different levels of resources available. I’m not
just talking about capital resources, but also
differences in availability of personnel.
MORGAN: And that’s where I think we
could all come together, because we’re all
trying to do the same thing.

Brita Hansen, M.D.
Sponsored by LogicStream Health
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{ barriers }

MODERATOR: How do you break
down the barriers within your own
organizations?
WITHERSPOON: That’s an interesting point.
For 10 years, I uniquely wore both clinical and IT
hats. We didn’t have the appropriate focus until
the two roles — the senior clinical informatics
role and the senior IS operations role — split
into two. That dyad piece becomes so critically
important. And now we’re trying to bring these
roles back together. At the system level, the
CIO-CMIO dyad is key as to how this is going
to work. And if it’s not the CIO, perhaps it’s the
vice president or assistant vice president of
clinical systems who has to work hand in glove
with clinicians. At Ochsner, we have people in
these roles and we’re looking at our strategy.
We’re finding that the lists of priorities are quite
different and we have to find ways to bring
them together. That’s quite a challenging task
and ultimately requires a cultural change.
STULTS: That’s a key point. The IT analyst
needs to get out of the cubicle and talk to
clinicians on the floor. That’s probably one of
the most important roles right now, because
we need the IT tech piece and we need the
clinical support. Whatever we develop won’t
work properly if there is a lack of understanding
about workflow. We have two clinical analysts;
one is a respiratory therapist and the other is
a nurse. They make the rounds every morning
with the doctors. It creates an understanding of
what’s truly going on in the units and creates a
bond. We have to have that level of communication. It’s helpful for the programmer to stand
beside the nurse and understand why he or she
is not checking a certain box, and it’s helpful
for clinicians to hear directly from programmers
about the limitations of the software.
KAUFMANN: Efficiency and physician burnout
are part of this as well. When we start to look at
clinician efficiency, we’re looking for clinicians
who are using the software and we are using
them to teach their peers. It’s also important to
have the training staff participate in rounding,
along with the clinical analysts. It can lead to
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greater efficiencies — how to get from 12 clicks
to eight. We don’t have the benefit of being able
to shut down for a few days to work through the
kinks. We’re 24/7, 365 days a year. And it just takes
so long to make any meaningful change that you
either get it right or have to live with the way it was
implemented and move on to the next thing.
HANSEN: One of the challenges, alluded to
earlier, is the lack of informaticists. The informat-
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icist’s job is communication, training and data
analytics. They can be expensive, though, so
it’s not an option for every organization.

case that this is a good place to invest limited
resources. It’s difficult to tie ROI to a lot of
what we do.

WITHERSPOON: That brings up the topic of
return on investment. We frequently hear that
there is a need for more informaticists and
physician-informatics staff. When we initially
built our own platform, our analysts spent
weeks and weeks sitting in the corner watching doctors do what they do so they could
understand and translate that back. It takes a
great deal of time and we need more resources to address all of the fixes and advances
that are brought to us. We have to make the

MORGAN: Our chief financial officer has
supported the concept of having better
workflows, and he’s not just looking at it from
a billing perspective. He’s supportive of having
clinicians out there focused on understanding
and developing improved quality measures.
I actually report up through our CFO. Our
biggest challenge is training. We don’t have
enough trainers. We’re blessed that we’ve had
folks who understand both the clinical and
technical sides. We just need more of them.

{ success }
MODERATOR: In what other areas have you
experienced success in quality and outcomes?
STULTS: One area in which many organizations
started and had success is around bar coding and
medication administration and the technology
behind that. It’s been a successful patient-safety
initiative and has reduced medication errors.
WITHERSPOON: We’ve worked hard to
systematize process improvement. Our improvement initiatives are more mature on the
hospital side than on the ambulatory side, as
others have noted. Process improvement used
to be siloed in every hospital and they all had
their own approaches. Now, all of the hospitals in our system meet every week for an hour
to discuss our efforts. The group has agreed
on system goals around process improvement
and we’ve made good progress toward meeting those objectives. The challenge is that
payers are not always on the same page.
HANSEN: One thing that excites me is the
increased attention on appropriate utilization
and where that intersects with quality. Analytics are getting us to look closely at appropriate care and how the right care improves
outcomes for patients.

KAUFMANN: The evidence exists to support
appropriate utilization in much of what we do.
It’s not rocket science. The challenge is how to
implement evidence-based practice effectively
and gain the full support of clinicians.
STULTS: Communication is key, but also
tricky, because we don’t employ all our physicians and they have different EHRs. We have
leveraged the health information exchange
in our state to provide data and information
to them. One issue we are dealing with is
outstanding lab results that come in post-discharge. Our physicians don’t get the alerts
that the results are ready, because they are not
on the same system. Our database administrator has to write a report that generates a fax to
the physicians to alert them that they still have
outstanding test results. So far, it’s proven to
be an effective tool in communicating with our
non-employed physicians.
KAUFMANN: Not all of our physicians are
employed by our system either. I get five
minutes at medical staff meetings to deliver
important messages about what we are doing.
I often focus on the cool things we are doing
to pique their interests. I let them know what is
coming up that is relevant to them. And, finally, I let them know that they can reach out to
me with any problems they are having. It’s not
a lot of time, but these meetings are helpful.
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{ communication }

MODERATOR: Certainly communication is one
of the critical success factors for clinical process
improvement. What are others that you feel
hospitals and health systems should consider?
WITHERSPOON: We’ve been blessed with a robust nursing informatics group for many years. Physicians aside,
other clinician groups can play a real role here, nursing in
particular, because they spend more time with the patient.
They know what’s happening on the floor. That’s a real
strength.
MORGAN: Another obvious factor is having executive support. Whether it’s support in getting a full-time employee or
greater emphasis on clinical process improvement and the
role of data analytics, having executive support is essential.
It’s not just the CEO, it needs to be a board-level initiative.
STULTS: Another way executive leadership can show its
support is by ensuring that clinicians have all the equipment
they need to do their jobs. We have to have enough bar
code scanners, computers, etc., to do our work effectively.
Ensuring that we are well-equipped is a sign of executive
support — and it’s a powerful statement to the staff.

KEY FINDINGS
1

Clinician involvement in clinical process improvement is
paramount in the development of effective, efficient workflow
solutions to achieve high reliability and appropriate utilization
throughout health systems.

2

The EHR alone is not sufficient to deliver ROI on clinical
process improvement efforts from both an efficiency and cost
standpoint. New innovative solutions must be implemented on
top of the EHR platform that can make an impact upstream
where guidance and care is informed and determined (vs.
downstream at the point of patient care or post-care delivery)
for effective, efficient care standardization and cost reduction.

3

Clinical process improvement is essential to the delivery of
highly reliable, affordable health care.
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SPONSOR

LogicStream Health is trusted by a community of high-

performing health care providers across the U.S. The company’s
software-as-a-service (SaaS) platform stands alone in its ability to help
customers gain instant insights to improve vital clinical processes and
better control patient care. As a result, customers reduce cost and
improve outcomes. Health care customers are generating millions of
dollars in ROI from the LogicStream Health platform, for example, by
reducing high-cost medications, achieving significant reductions in
CAUTI, and reaching nearly 100 percent compliance with VTE protocols.
The LogicStream Health SaaS platform complements modern EHR
systems and is designed for rapid implementation and easy adoption
by end-user clinicians, informaticists, data analysts and executive teams
striving to better control and manage clinical processes in near-realtime. LogicStream Health, developed by clinicians for clinicians, today
is supporting hundreds of hospitals on a scalable and sustainable
technology platform to standardize process and deliver highly reliable
health care. For more information, visit LogicStreamHealth.com.
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