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Healthcare Informatics: A Catalyst for Value-Driven Care Transitions

GHS IN NUMBERS

AGENDA
• Introduce nursing informatics at Gundersen Health

• Outline phased approach to a pain assessment project

• Describe the execution of an acute admission redesign

• Summarize a care plan upgrade and practice reset

• Review usability assessments and lean principles used

• Discuss potential for related strategies in other organizations

THE CALL

• Future of Nursing: Leading Change, Advancing Health

• User-centered design - opportunity to intervene

• The Federal Health IT Strategic Plan: 2015-2020

• AMIA EHR Task Force 2020
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IMPACTING FACTORS

(Carrington & Effken, 2011; Cornell, Riordan, & Herrin-Griffith, 2010b; Cornell, Gervis, Yates, & Vardaman, 2013; Hripcsak, 
Vawdrey, Fred, & Bostwick, 2011; Keenan, Yakel, Lopez, Tschannen, & Ford, 2013; Kohle-Ersher, Chatterjee, Osmanbeyoglu, 

Hochheiser, & Bartos, 2012; Kutney-Lee & Kelly, 2011; Li & Korniewicz, 2013; Petkovsek-Gregorin & Skela-Savic, 2015; 
Sidebottom et al., 2012; Sockolow et al., 2014; Staggers, Clark, Blaz, & Kapsandoy, 2011; Yeung et al., 2012)

LAUNCHING C4

RESPONSIVENESS – PAIN

PAIN STANDARDS

Organizational 
Policies & 
Standard 
Operating 
Procedures
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PAIN AT GUNDERSEN

…MAKE IT USEFUL
• Utility = it provides the features you need

• Usability = features are easy & pleasant to use 

Useful = usability + utility
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PROJECT PHASES
Phase 1: Flowsheet rows  (Q4, 2016)

Phase 2: MAR pain documentation, picklist cleanup  (Q4, 2016)

Phase 3: PAF row, & monitor impact of phone reminders  (Q1, 2017)

Phase 4: Alignment of inpatient & outpatient pain rows, pain scale 
expansion, PEG scale (Q2, 2017)

Phase 5: Other pain documentation (Angina, PT/OT pain 
documentation (Q3, 2017)

Phase 6: Rework pain phone reminder (if needed) (Q4, 2017)

Before After
* = must complete per policy

Phase 1

Simplification:  Removed 8 rows and hid 6

Phase 1
Before

After

ESTIMATED TIME SAVINGS
• In the fall of 2017 we administered about 3200 as needed

pain medications per week
• Nurses estimate the simplifications decreased documentation 

time by:
− Initial assessment:  10 to 20 seconds
− Reassessment:  5 to 15 seconds 

• 693 to 1617 hours per year of nurse’s time
• Resulting in cost savings of $43,290 to $72,765 per year
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PHASE 2

RESULTS AFTER PHASE2

Phase 1 Phase 2

PHASE 6

ADMISSION SIMPLIFICATION

ADMISSION SIMPLIFICATION

Demonstrate how usability assessments, LEAN and 
interdisciplinary/patient collaboration drove the renovation of 
subjective admission assessments and documentation for nursing

Project Objectives: 
Confirm necessary subjective assessments
Conduct usability assessments
Implement redesigned functionality
Evaluate effectiveness, efficiency, and satisfaction

“WHAT’S YOUR WHY?”
• “Just being more present can prevent issues on our unit. Short, 

frequent contacts are important and reduced time spent with 
one patient on an admission, allows for more contacts with 
other patients.” 

• “I will have more time to build relationships with my patients 
and their families, more time to educate patients about why 
they are here, or answer questions about uncertainties they 
have about their diagnosis or medications.”
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Pre‐Change
Admission Navigator

Form 
version

Flowsheet 
version

SIMPLIFICATION

The term simplification was a key descriptor of the project’s intent. 

• Clinicians should be thinking about what they are doing, which 

is providing patient care. 

• Leading with simplification seemed to facilitate emotional 

connections, positive energy, and commitment among many 

staff and departments.

Theoretic Underpinnings 
A Combination for Success 

Data, 
Information, 
Knowledge, 
Wisdom

Diffusion of 
Innovation

User‐Centered 
Design

System 
Developmental 

Life Cycle

P
R
O
T
O
C
O
L

Evidence-based quality 
improvement

• Data, Information, Knowledge, 
Wisdom

• User-centered design

• System Developmental Life 
Cycle

• Diffusion of Innovation

METHODOLOGY
Data sources

• Admission documentation 
data

• Observations

• Value stream mapping

• Focus groups (staff/pts)

• Health Information Technology 
Usability Evaluation Scale

20 items, Cronbach alpha = 0.85-0.92

Phase 1
9/2016-3/2017

• Adult focused inpatient units
• Inpatient Rehabilitation 
• Critical Access Hospitals
• Community Connect
• Subjective versus objective
• Organizational alignment

Population Medicine – Social and 
Behavioral Determinants of Health & 
Longitudinal Plan of Care
Inpatient – Outpatient documentation

SCOPE BY PHASE
Phase 2

3/2017-10/2018

• Phase 1 optimizations
• Pediatric focused inpatient units
• Pediatric age in EPIC from <14 to <18
• Procedural departments
• Continued organizational alignment

Ongoing from Phase 1 and Care Plan 
Update/Upgrade
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Documentation Burden

PERSPECTIVE

Electronic Health 
Record Burden

USER (AND PATIENT) 
CENTERED DESIGN

• Mapping organizational policies and regulatory 
expectations 

• Observations, workflow mapping

• Focus group design sessions and usability 
questionnaires

• Completed documentation review

• Transformation of many sections

• Patient engagement, early and throughout

DOCUMENTATION ANALYSIS

PATIENT CENTERED DESIGN

• Patient focus groups

• Literacy level script consultation to ensure comprehension

• Dress rehearsal

STAFF SATISFACTION (YEN & BAKKEN, 2012)
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IT ISN’T JUST ABOUT REMOVING ROWS!
• Eliminated redundancy & non-value added rows

respiratory, diabetes, skin, mobility/daily living, discharge destination, care team, spiritual care, chronic pain, homicide, tuberculosis

• While elimination of nonessential rows was a goal, the main goal was to implement a valuable set of admission screens in a usable design 
Added sleep, voiding concerns, equipment needs

• Determined appropriate timing of scripted screens

• Medical level of care driven

WHAT WAS MISSING?
• New activities placed in patient-centered and nursing workflow 

aligned sequence  

• Designed About Me reports & updated SBAR Handoff 

• Required Documentation decision support updates

• Developed ‘Unable’ functionality

• Created or updated various interdisciplinary decision support tools

CLARITY
Pre Post
Street 
drug/Medication/
Inhalant Use

Do you use prescription drugs not prescribed for 
you or street or recreational drugs (such as 
narcotics, marijuana, meth, or heroin)?

Provides primary 
care for

Are there people or animals that need care while 
you are in the hospital?  If so, we may be able to 
help.

History of Chronic 
Pain

Has pain in any part of your body lasted for more 
than 6 months (chronic)?

Financial 
Concerns 

Are you worried about money or support that you 
may need when you go home (such as being 
unable to afford food or transportation 
concerns)?  If so, we may be able to help. 

OUTCOMES

OUTCOMES

OUTCOMES
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OUTCOMES

ADULT - SATISFACTION

ADULT - COMPLETED DOCUMENTATION

ADULT - HIGHEST % COMPLETED

Aug 2018 – Feb 2019

Highest % Ranged: 
91% -96% 
completed 

documentation

ADULT - LOWEST % COMPLETED

Aug 2018 – Feb 
2019

Lowest % 
Ranged: 77% -
87% completed 
documentation
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‘UNABLE’ - ADULT PATIENTS

Aug 2018 – Feb 2019

PEDIATRIC - COMPLETED 
DOCUMENTATION

PEDIATRIC - HIGHEST % COMPLETED

Aug 2018 – Feb-2019

Highest % Ranged: 
91% -99% 
completed 

documentation

PEDIATRIC - LOWEST % COMPLETED

Aug 2018 – Feb-
2019

Lowest % 
Ranged: 

65% -80% 
completed 

documentation

PEDIATRIC - SATISFACTION

ALWAYS 
LEARNING

Empower ownership, creativity, and professional nursing development

Listen to the ‘why nots’ 

Leverage partnerships - interdisciplinary and information systems teams 

Test workflow and design throughout all stages

Create detailed measurement plans

Choose usability questionnaire carefully

Be open to change and timeline adjustments



7/16/2019

11

CARE PLANNING UPDATE

CPU VIDEO

• https://youtu.be/xxxzCJAH_1s

ELSEVIER CARE 
PLANNING

• v2014	to	v2018	upgrade
Care	Plan	Content	and	Functionality

Patient	Education

Flowsheets*

Discipline	Summary	to	enhance	interdisciplinary	
communication	(replaces	nurse	care	plan	note)	

New	and	updated	LDAs*

LDA	Avatar*

• Specialty	collections	implementation
Inpatient	Rehab

Inpatient	Behavioral	Health

*impacts outpatient & procedural 
areas

PROJECT 
GOALS

• Aid	in	delivery	of	evidence‐based	
care

• Support	a	care	planning	process	
that	is	efficient	and	meaningful

• Add	value	to	the	patient	experience
• Maintain	regulatory	compliance

CUSTOMIZATION 
GUIDING PRINCIPLES

CUSTOMIZATIONS GUIDING 
PRINCIPLES IN ACTION
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BRINGING IT ALL TOGETHER

CARE COORDINATION APPROVAL!

POLICY ALIGNMENT:
TO GUIDE "INPATIENT" 
SETTINGS WITH NURSING 
ASSESSMENT & 
REASSESSMENT 
ACTIVITIES PER TRACKED 
REGULATORY/POLICY 
REQUIREMENTS OR 
OTHER GHS DECISIONS TO 
PROMOTE NURSING 
BEST PRACTICES/
EVIDENCE BASED 
CARE.

APRIL SHOWERS BRING MAY FLOWERS

QUESTIONS?
Shannon Hulett, DNP, RN, CNL slhulett@gundersenhealth.org

my Why:
Electronic health record projects are not simply for cutting rows, saving clicks, and 

shaving time.  User-centered design facilitates the achievement of ‘data to wisdom’ and 

this work engages nurses as leaders, creates efficiencies and knowledge driven care, while 

delivering a simplified record.  

Ultimately, nursing informatics projects have the potential to move nurses closer to 

practicing to their fullest scope and facilitate nursing’s involvement in the big data effort.
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