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As data analytics technology becomes increasingly 

sophisticated, healthcare informatics—the use of 

data to improve care delivery and patient health—

is essential to meeting the goals of hospitals and 

health systems today. Big data on patient responses 

to specific clinical interventions can become the 

basis for development of evidence-based care  

practices. Sharing of patient data across the 

care continuum can improve care coordination. 

Telehealth to connect patients and providers can 

bolster care access. But leaders must direct  

the use—and limit the misuse—of data and  

analytics packages for informatics to have  

meaningful impact without breaking the bank. 
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HEALTHLEADERS: What are the prereq-
uisites and considerations that need to be in 
place before deploying an effective informat-
ics strategy? 

MARY KANE, RN: I would say the most 
important component is to under-
stand your organization’s current state 
and to understand where the gaps are. 
The other thing I would say, having 
developed informatics teams from the 
ground up, is to find nursing individu-
als and other clinicians who love infor-
matics work and help them along that 
path by mentoring them. The people 
strategy is probably the most impor-
tant, and once you’ve developed that, 
they should really be leading decisions 
around technology. I’m not an advocate 
of technology leading those strategies—
I’m an advocate of people leading them.

MARY BETH MITCHELL, RN: The orga-
nizational culture is key, and we say 
all the time, “Culture 
trumps strategy.” For 
us, having a highly 
innovative culture 
helped make it easier 
to implement some 
type of informat-
ics strategy—being 
willing to take risk 
and change. Our 
organization is very 
collaborative. As we  
developed an infor-
matics strategy, we 
wanted to make sure 
we pulled in other 
stakeholders and got input from the end 
users. It wasn’t a top-down effort but 
rather a bottom-up effort. You need to 
engage your key stakeholders, seek their 
input, and run things by them. 

KEVIN MYERS: To me, there are two 
important things to think about on the 
strategic journey. It all starts with the 
EMR because from a technology stand-
point, that’s where you can really get a 
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big-picture view of what’s going on in 
your health system. Of course, that’s 
assuming everyone is on the same plat-
form, which we know is not always the 
case. But the biggest point is having the 
right people in place and the right strat-
egy because otherwise, as I’ve heard Dr. 
Gary Kaplan, who’s the chairman and 
CEO of Virginia Mason Medical Center, 
say, “You don’t want to automate bad 
process; otherwise, you’re going to move 
garbage at the speed of light.” 

PAMELA DUNLEY, RN: I agree with what 
everyone said, except I see it a little dif-
ferently.  I see the informatics strategy 
as a tool to support the organizational 
strategies that are trying to move your 
organization to a new state. You have to 
make a decision and be able to articulate 
what that strategy is and why the infor-
matics strategy would support the orga-
nizational strategy. Then I think it’s a  
partnership with operations—always. It’s 

not informatics 
saying, “This is 
how it’s going 
to be.”  It ’s 
about develop-
ing the plan 
together, mak-
ing sure the key 
stakeholders 
are involved 
in the devel-
opment, and 
deciding how 
it’s going to be 
implemented 
and then sus-

tained. Plus, the stakeholders need to 
understand the rationale of the strategy 
and buy into its purpose.

HEALTHLEADERS: What are you seeing  
as the goals or the desired outcomes of the 
strategies at your various facilities?

KANE: I always look at it the same way, 
regardless of the technology, the devices, 
or the tools. We want to improve patient 

safety and the patient experience. We 
want to improve clinical efficiencies 
wherever we can for our providers, 
nursing, and all of the ancillary clinical 
services and nonclinical services, right 
down to housekeeping. Then we want to 
improve our financial outcomes.

MITCHELL: One of our strategic initia-
tives is making data useful. We’ve been 
collecting all this data. We’ve got these 

data warehouses and data marts, but 
we’re still not getting the information out 
to the people who need it to make deci-
sions. So one of our objectives is to figure 
out how we get value from the data: How 
do we make that data useful so we can 
turn it into action and really drive our 
business? Normalization of data.

MYERS: So you bring up an interesting 
point. These enterprise warehouse data 
systems, you’ve got the EMR, and does 
that allow or help you aggregate and 
pull that data together when you’ve got 
these disparate systems? Is it working?

KANE: We’ve struggled, frankly, with 
the disparate data sources. We did have 
a grand vision at one point that we 
would have a singular repository where 
all data would flow. We found that nor-
malizing that data was very difficult, so 
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We use data for everything, and we’re 
very metrics-driven, but it’s not all com-
ing out of a central repository. We have 
some central repository data, and we do 
have a warehouse. Our organization is 
a newly formed merger between three 
hospitals. Because of the merger, we’re on 
different electron-
ic medical record 
and financial sys-
tems for now. It 
took a while to get 
the data into the 
warehouse and 
to validate that it 
matched. When 
we get on the same 
system, it will be 
easier to know that 
we are looking at 
data that is consistent across the system. 
But of course, everything has to be writ-
ten exactly the same, which is at least a 
guiding principle as you move forward. 
There is good information that comes to 
us daily and helps us drive how we think 
and how we plan our operations. We use 
data from the minute a patient walks into 
the building. How long does it take for a 
patient to be seen? How long does it take 
to get to an appointment? How can we 
plan our staffing needs? Who’s going to 
be discharged? When are they going to 
be discharged? The data helps us drive 
efficiencies and drive operations as well 
as outcomes.

Then you may get to the point of 
everybody arguing the data and the 
validity of the data. We have to help  
people move away from discussing 
validity of data and talk about the way 
data is being used to measure qual-
ity of organizations and physicians 
for both public transparency and pay-
ment. Right now, we have begun to 
give physicians individual scorecards 
with quality data. The risk is that it 
puts the physician in a place to say, 
“Well, maybe I won’t accept all of these  
high-acuity patients from the emergency  
department or as a referral because the 
outcomes may affect my scorecard.” As 
an industry, we do not want physicians 
refusing to care for specific patients 

we’ve pulled back on the reins a little 
bit. In some cases, we’re now doing 
data analytics from source systems as 
opposed to making the attempt to get 
it into a single repository. 

I think the biggest issue is the  
normalization of data. If you look at 
smart pump technology, as an example, 
I have 100 different hospitals, and we 
have 100 different ways to say D5W. It 
is all the same thing, but if it looks even 
slightly different, all of the data will 
display differently. It’s very difficult to 
compare that data as apples to apples 
and look at safety issues when it’s  
not normalized.

MITCHELL: We’ve done that work as 
well. We have data from the smart 
pumps that goes through a knowledge 
portal that we get reports from, and 
then we have the reports in our EHR. 
We can’t bring that data together to 
give us what we need to tell how we’re 
doing. I find it really interesting that 
neither one of our vendors can give us 
the information we are asking for in 
regard to how well we’re doing with 
that. They each have their own little 
piece of it. So that’s still a challenge.

HEALTHLEADERS: From the operations 
standpoint, are you able to use the data that 
you’re getting?

DUNLEY: Well, there’s different kinds of 
data that comes to you in different ways. 
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because of data. We don’t want to put 
them in a place where they’re uncomfort-
able to accept patients. I think data can 
be used for great efficiencies and great 
outcomes, and I think it can become 
problematic and burdensome. You have 
to be careful, and you have to have some 

clear guiding prin-
ciples of how you  
use data.

MITCHELL:  And 
the reporting of 
data is not consis-
tent. For example, 
a CPOE report 
that we may report 
to  an agency 
doesn’t translate 
to the same results 

as a telephone verbal order report. So 
you’re not even measuring the same 
thing in the same way necessarily. I think 
that confuses our leaders and staff as we 
try to put that information out.

HEALTHLEADERS: Back to people arguing 
about the data. Has that been an issue? For 
example, if you want physicians to use stan-
dard order sets when caring for patients with  
myocardial infarctions, are they saying, “Well, 
those standards aren’t based on good data so I 
want to do it this way instead.”? Or when you 
tell them, “The data says this,” do they come 
back with, “Well, this isn’t  good data”?

DUNLEY: I think a lot of people don’t 
want to believe the data because maybe 
they think they’re better than what the 
data shows or it’s a personal affront. 
So you have to get through that before 
you can get to people accepting their 
data and saying, “Okay, let’s move 
forward. What can we do to improve 
it? Because this is for your benefit and 
your patients’ benefit.” It’s not that 
they want to argue. It’s just that they 
don’t believe in their heart that they 
have those kind of outcomes.

KANE: I agree with that. When you look 
at clinicians—let’s just take the general 
clinicians, and many of us at the table 
are clinicians—we absolutely believe 

Mary Kane, RN
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required by nursing and other ancillary 
clinical services can’t and should not be 
overlooked when you’re looking at 
optimizing any piece of technology. 
So it’s important to have that nursing 
leadership, in my view.

It’s important to have that dyad 
partnership—a partnership between 
nursing and provider. Nearly every 
health system now has an EHR 
installed for the most part. It is no 
longer an issue of the project of getting 
the EHR. It is now an ongoing care and 
feeding, the optimizing of the EHR and 
all the associated interfaces to ensure 
the greatest level of usability and flex-
ibility for clinicians and nonclinicians 
and, again, to improve patient safety, 
to promote population health, all of 
that. It is not project based. It doesn’t 
have a beginning 
or an end. It will 
be ongoing.

M I T C H E L L : 

Healthcare is very 
complex regard-
ing systems, and 
I think we’re still 
kind of at a basic 
level. When you 
look at how you 
reserve an air-
plane ticket, how you get on a plane, 
how you get your luggage, that’s what 
people want. That’s what our consum-
ers want. That’s what our caregivers 
want. They want the equivalent of 
Google in healthcare. 

MYERS: Or Amazon.

MITCHELL: They want American Air-
lines, they want Amazon, and I think 
we’re starting to realize that. We’re 
starting to try and figure out, and our 
vendor partners are trying to figure out, 
how to deliver that. But right now it’s 
very clunky. I have nurses in our hospi-
tals who are incensed that they have to 
push around a workstation on wheels. 
You know, how crazy is that? You don’t 
see anybody at a bank pushing around 
a WOW. So we’ve still got a ways to 

go. But the good news is, now that we 
have implemented these systems at a 
basic level, I think we’re going to see 

a rapid growth in 
the advancement 
of  technology 
to make it more 
streamlined, to 
make it easier, and 
to make it safer. 
We still have safe-
ty issues with our 
technology itself. 
Not in the care the 
nurses and clini-
cians are deliver-

ing, but somewhat within our systems 
themselves. I think we’re going to see a 
rapid change with that.

MYERS: One of the best things that’s 
happened to the healthcare industry 
is now you’ve got traditionally non-
healthcare players jumping in. Google, 
Apple, IBM, Lowe’s, AT&T—they all 
want a piece. For example, AT&T is 
looking at it from the standpoint of, 
“We do all these things in the home. 
Why can’t we do home monitoring 
to improve patient care?” Ultimately, 
that’s going to be a great thing. GE 
entered a partnership with Intel to 
develop a home monitoring system, 
and we’ve done a pilot program in Mis-
sissippi for diabetics in a very rural 
area. They struggle with getting con-
nectivity, and Mississippi ranks in the 
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the care we deliver is safe, good care for 
our patients. So when you get objec-
tive criteria that might suggest there 
is huge room for improvement, as you 
said, it’s a personal affront. I believe 
that physicians, nurses, others —they 
believe anecdotally that they’re deliv-
ering excellent care. When you pro-
vide data, it can be a great resource to 
make the case for the need to improve. 
As professionals, everyone is working 
toward an understanding of how to 
make care better and how to use the 
data generated by these systems for 
good. It’s a process.

MYERS: Can it be argued that it’s not 
objective? That’s part of it, too.

KANE: You absolutely could. 

DUNLEY: It doesn’t always take into 
account the acuity. It doesn’t always 
take into account comorbidities 
because it’s really hard sometimes to 
even measure all of that.

KANE: But having said that, you do find 
baselines and consistent messages that 
come across from the data. 

HEALTHLEADERS: Where are we right 
now in terms of healthcare informatics—you 
know, as a country within healthcare? How 
do you see it evolving in the short term and 
long term?

KANE: I think we’re still in the early 
phases of health informatics, and as 
a profession it’s developing. There’s 
certainly a need to have an understand-
ing that health informatics should also 
have nursing leadership. It’s not just a 
chief medical informatics officer. Just 
an interesting statistic: At Catholic 
Health Initiatives we have 100,000-
plus employees, and of all of the end 
users, 82% are not physicians. So 18% 
of those using the EHR are physicians. 
Yet at an organizational level, typically 
it’s a CMIO that is leading that effort, 
which I think is very interesting. Physi-
cians bring in the revenue, absolute-
ly, but the back-end workflow that’s 

Mary Beth Mitchell, RN
Chief nursing informatics officer
Texas Health Resources
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bottom in almost every health category 
you can think of. Per capita, it has the 
fewest physicians per citizen in the 
entire country—all the odds are stacked 
against that state. Yet some of the 
results and outcomes we’re seeing from 
proactively engaging these patients 
by giving them a 
monitor, giving 
them connectiv-
ity, monitoring 
their glucose 
levels, putting a 
team of physi-
cians and spe-
cialists that con-
nect with them 
on a regular 
basis—they’ve 
gone from hav-
ing all of these 
health issues 
and hospitaliza-
tions and read-
missions to hav-
ing no ER visits or hospitalizations in 
the first six months of the program. 
Additionally, these patients have expe-
rienced a 2% reduction in A1C levels 
during this time. 

MITCHELL: It’s that engagement.

MYERS: It’s the outreach. It’s popula-
tion health and identifying the high-
risk patients. Now we have a way to  

get to them, and they have a way to 
connect with us. We’re holding them 
accountable, and they’re holding us 
accountable. I think that’s exciting.

DUNLEY: I think it’s all exciting. The 
problem is, it costs a lot of money. 
Think about how much technology 
keeps changing, and we’ve got to try to 
keep up with the current technology 
and get it out across the healthcare  
system to everybody. We still have 
physicians’ offices that are indepen-
dent and don’t have the technology. 
And anytime you do a project, your IT 
costs are huge because there’s always 
that question of how you need to be 
connected across systems and pro-
viders, in addition to maintenance  
and upgrades.

We’re trying to decrease the cost of 
healthcare, and we’re getting paid less 
for everything we do, but the IT com-
ponent just keeps adding more cost, on 
top of the latest equipment. So I worry 

about how we can 
sustain that kind 
of rapid change in 
technology with the 
costs and payments 
that we currently 
have.

MITCHELL: IT has 
traditionally been 
a reactive or ret-
rospective kind of 
environment. We 
need to become 
predictive and pre-
scriptive. When we 
can do early identi-
fication of patients 

at risk, I think that’s where we’re going 
to start seeing cost savings. Hopefully 
at some point in the future, we won’t 
be retrospectively reviewing charts of 
patients with sepsis—we’ll be present-
ing the information that a patient is 
at risk for sepsis within the first hour 
or two of admission. Then we can 
intervene and treat, and then we’re 
going to save on the healthcare cost 
of that patient. That’s where we need 
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to be going, using our systems to pre-
dict and to identify patients at risk. 
Who are the patients at risk of coming 
back in 30 days? How do we intervene 
before they go home from that first 
hospital visit?

KANE: To Pam’s point, when you look 
at cost and you try to marry that with 
the ever-changing technology, budget 
cycles almost have to look different.

MITCHELL: Yes, they do.

KANE: Because when you come up 
with a budget cycle and do budget 
planning, you don’t even know what 
could be coming out in six months 
from a technology standpoint. Bud-
gets are tight, as you indicated. And 
there’s also, in some sectors, a mental-
ity, “You’ve implemented the EHR. 
What do you mean you still need X 
number of dollars to optimize?” It’s 
because the technology is changing 
all the time. But how do you marry 
that with budget cycles that are very 
traditional? 

MITCHELL: And the training cost. I’m 
sure you’re faced with, “What do you 
mean I have to put every nurse through 
another eight hours of training on  
this technology?”

MYERS: I think here is where innova-
tion comes in. This is where we’ve got 
to start thinking outside the box, and 
that you as a health system can’t carry 
the entire burden. I think traditionally 
that’s what’s happened as it relates 
to a person’s healthcare. But now 
you say, okay, there are a number of 
stakeholders that are involved. I mean, 
look at this project in Mississippi. The 
broadband provider is involved, the 
state of Mississippi is involved, the 
governor, University of Mississippi 
Medical Center, GE, Intel. They all 
have put a little skin in the game. It 
can’t just be the health system that 
carries the entire burden of improving 
outcomes. H
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