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ABSTRACT

Objective: To give providers a better understanding of how to use the electronic health record (EHR), improve

efficiency, and reduce burnout.

Materials and Methods: All ambulatory providers were offered at least 1 one-on-one session with an

“optimizer” focusing on filling gaps in EHR knowledge and lack of customization. Success was measured using

pre- and post-surveys that consisted of validated tools and homegrown questions. Only participants who

returned both surveys were included in our calculations.

Results: Out of 1155 eligible providers, 1010 participated in optimization sessions. Pre-survey return rate was

90% (1034/1155) and post-survey was 54% (541/1010). 451 participants completed both surveys. After complet-

ing their optimization sessions, respondents reported a 26% improvement in mean knowledge of EHR function-

ality (P< .01), a 19% increase in the mean efficiency in the EHR (P< .01), and a 17% decrease in mean after-

hours EHR usage (P< .01). Of the 401 providers asked to rate their burnout, 32% reported feelings of burnout in

the pre-survey compared to 23% in the post-survey (P< .01). Providers were also likely to recommend col-

leagues participate in the program, with a Net Promoter Score of 41.

Discussion: It is possible to improve provider efficiency and feelings of burnout with a personalized optimiza-

tion program. We ascribe these improvements to the one-on-one nature of our program which provides both

training as well as addressing the feeling of isolation many providers feel after implementation.

Conclusion: It is possible to reduce burnout in ambulatory providers with personalized retraining designed to

improve efficiency and knowledge of the EHR.
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INTRODUCTION

Provider burnout has seen a huge rise over the past decade which is

directly related to the increased adoption of the electronic health

record (EHR) over the same period.1 This link between EHR use

and burnout has been well documented in both the medical litera-

ture and the lay press.2,3 In these publications, the blame has cen-

tered on some consistent tropes: a lack of user-centered design,

increased clerical work at the expense of face-to-face clinical work,

and an overwhelming documentation burden that serves billing pur-

poses more than clinical care delivery.4–8
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We hypothesize that the implementation and post-implementation

processes, themselves, inadvertently create an environment conducive

to EHR-related burnout. During an EHR go-live, providers under-

stand that they are being asked to learn a new, complex system and

they open themselves up to learning the new tools and workflows.

The ever-present trainers, both in the classroom and at-the-elbow, fa-

cilitate this and allow people to learn. However, after go-live, when

clinic schedules ramp back up to normal and the extra training resour-

ces are gone, providers close themselves up again and return to the

imprinted workflows they had been using. Even when shown a new

tool or tip or trick to improve their efficiency, the activation energy it

takes to open themselves up again is too great, and they often keep us-

ing their inefficient workflows.

Additionally, whether after a phased rollout or a big bang imple-

mentation, the post-implementation period usually focuses on fixing

what is broken and not on improving the efficiency of the existing

build. Enterprising users may put in tickets for “enhancements”—

new build to improve workflow—but that work is usually given a

low priority, as the information services department focuses on

more essential operations. As time goes on and the enhancement

ticket queue grows, providers implicitly assume that their requests

are not important, and so they learn to suffer in silence.

Recently, another important cause of EHR-related burnout has

gained visibility—quality of training. A lack of adequate training has

been shown to be a significant driver in poor EHR satisfaction which,

in itself, has been shown to be a driver of burnout.2,9 If improved train-

ing can increase a user’s perceived usability of the EHR, that will have

a direct impact on their emotional exhaustion and depersonalization.5

Additionally, when users are taught to customize and personalize their

EHRs, some of the factors that lead to EHR-related stress, like diffi-

culty navigating the system and entering data, can be ameliorated.4

Along these lines, the resource-intensive training that occurs dur-

ing implementation is not designed to persist indefinitely. Thus, as

new build or upgrades occur, training becomes impersonal, often dis-

tributed via slide presentations sent by e-mail or an organization’s

learning management system. However, busy providers often don’t

have time to fully consume these materials, never mind adopt them

into their workflows. As such, most users either never see the training

materials or never fully understand them, often causing them to strug-

gle with the changes or to create inefficient work-arounds. It is unsur-

prising that this workforce of undertrained, inefficient users who feel

isolated from any possible help has increased feelings of burnout.

OBJECTIVE

To address providers’ feelings of isolation and their lack of training,

we created an improvement program designed to give personalized

attention and targeted retraining. Our primary aim was to give pro-

viders a better understanding of how to use the EHR and to improve

their efficiency with a secondary aim to reduce burnout.

MATERIALS AND METHODS

Participants
Children’s Hospital of Philadelphia (CHOP) has over 1653 ambula-

tory providers in primary care, medical and surgical specialties, and

behavioral health. Providers see patients in 14 outpatient specialty

care sites and 31 primary care offices. For the purposes of this pro-

gram, we defined a provider as a user who saw patients off of their

own schedule; this included attending physicians, physician fellows,

advanced practice providers (eg, nurse practitioners, physician assis-

tants), psychologists, and other roles, such as social workers. The

program was restricted to ambulatory providers. The primary fac-

tors in this decision arose from the need to limit scope in the early

phase of the project and recognition that the expertise of the resour-

ces we had at the time were outpatient-focused. This project was un-

dertaken as a Quality Improvement Initiative and, as such, does not

constitute human subjects research.

Team structure
Initially, our team consisted of 1 physician clinical informatician

and 5 “optimizers”—3 CHOP employees and 2 consultants all of

whom were EHR analysts with training experience. After early suc-

cess, the team added a manger and 2 additional consultants for a to-

tal of 7 training analysts.

Program design
In an early iteration of our optimization efforts, we performed clinic

observations designed to identify sources of inefficiency. A consis-

tent finding during those observations included a large variation of

providers’ knowledge of EHR functionality as well as the number of

user-based customizations. Even the “best” EHR users had signifi-

cant gaps in their knowledge and had not taken full advantage of

customization opportunities. To address those findings, we designed

an at-the-elbow training program to bring all providers to the same

baseline of EHR knowledge.

We developed a list of EHR tools grouped by functionality to

create a training agenda. We then created a checklist for our opti-

mizers to use during their sessions with providers which served as

the baseline level of EHR knowledge. The checklist was frequently

reviewed and updated to include up-to-date functionality, such as

upgrades and e-health tools.

Sessions were 1 hour in length and performed outside of patient

care in the provider’s office. While we attempted to do most of our

sessions at our main campus, our optimizers traveled to outside offi-

ces if that was the provider’s primary location. All sessions were

conducted in the EHR production environment in a manner allow-

ing the provider to be the primary “doer” with the optimizer

explaining features and benefits and allowing the provider to imme-

diately begin using the customizations and tools. We recommended

2 one-on-one sessions for each provider scheduled at least 2 weeks

apart to allow the provider time to process and use the new skills.

Additional sessions could be scheduled with subsequent sessions

usually focusing on further customization of the EHR to the pro-

vider’s particular needs. There was no limit to the number of ses-

sions a provider could have.

We approached providers by academic division for specialty care

and by practice for primary care. This gave us a number of advan-

tages including using the division’s/practice’s administrative infra-

structure to help schedule the sessions more efficiently, improve

survey completion, and incorporate any division-specific needs into

our teaching (eg, a surgical division needed their providers to be

taught a specific way to create their pre-op notes). Our process con-

sisted of 6 steps: 1. Kick off meeting with division/practice, 2. Pre-

survey distribution, 3. Observations of representative providers dur-

ing clinic hours, 4. Optimization sessions, 5. Post-survey distribu-

tion, and 6. Closing meeting to share metrics.
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Measurement
Program participants completed near-identical pre- and post-surveys

addressing their experience with the program. The surveys were

made up of 5 subsurveys described below. The pre-survey consisted

of 36 questions and the post-survey consisted of 42. The post-survey

was made up of the same questions as the pre-survey with the addi-

tion of the program evaluation subsurvey and the removal of the de-

mographic questions. Every provider received the pre-survey, but

the post-survey was only sent to providers who completed at least 1

session with an optimizer. Pre-surveys were sent after the kickoff

meeting with a clinic/division and the post-survey was sent 4 weeks

after the final session. Only data from providers who answered both

the pre- and post-surveys were used in our analysis. Their paired sur-

vey responses were analyzed using the Wilcoxon signed rank test for

Likert responses and Chi square test for dichotomous responses.

Homegrown subsurvey

We developed a 21-question survey to assess demographic informa-

tion as well as providers’ self-reported knowledge and usage of EHR

tools, efficiency, and time spent after-hours. The questions were

mostly multiple choice but also included open-ended questions. The

optimizers used the answers in this pre-survey to help personalize

their approach to the provider.

Physician Work Life Study single item burnout subsurvey

Because of the length of the survey, and to align with our organiza-

tion’s greater wellness improvement effort, we chose the Physician

Work Life Study Single Item Burnout Survey as our burnout mea-

sure. This survey has been previously shown to correlate well to the

Maslach Burnout Inventory.10 This survey asks respondents to iden-

tify their symptoms of burnout on a 5-point scale. The choices are:

1. “I enjoy my work. I have no symptoms of burnout”; 2. “I am un-

der stress, and don’t always have as much energy as I did, but I

don’t feel burned out”; 3. “I am definitely burning out and have one

or more symptoms of burnout, eg, emotional exhaustion”; 4. “The

symptoms of burnout I am experiencing won’t go away. I think

about work frustrations a lot”; and 5. “I feel completely burned out.

I am at the point where I may need to seek help.”

Stanford WellMD EHR questions subsurvey

The Stanford WellMD survey contains 7 EHR-related questions.11

Four of these questions ask about positive aspects of the EHR

(“EHR tools help me communicate with patients effectively,” “I am

able to quickly locate information I need,” “EHR tools help me en-

ter orders efficiently,” “EHR tools help me coordinate care

efficiently”), and 3 ask about negative aspects (“EHR work makes it

hard for me to pay undivided attention to my patients during face-

to-face visits,” “I have to spend too much time completing EHR

tasks other team members could do,” “The amount of work I have

to do in the EHR per patient is excessive”). Each of these questions

ask the respondent to rate the statement on a 5-point Likert scale.

Technology acceptance model (TAM) subsurvey

The TAM has often been used to evaluate the perceived usefulness

and perceived ease of use of health information technology.12 We

used a modified, 7-question version which added questions about

the EHR’s impact on patient quality and safety. All questions were

answered on a 7-point Likert scale.

Program evaluation/net promoter score subsurvey

In our post-survey, we included questions evaluating the program it-

self. The 7 question subsurvey consisted of both multiple choice and

free response questions. It also included a version of the Net Pro-

moter Score (NPS)—a customer satisfaction tool13—which has been

used previously in evaluating other provider efficiency programs.14

The respondent is asked “How likely are you to recommend the op-

timization program to a friend or colleague?” For our purposes, we

modified the NPS from its usual 10-point scale to a 7-point version

(scale from “very unlikely” to “very likely”). Participants giving

responses of 1–4 (“very unlikely” to “neither likely or unlikely”) are

considered to be detractors and those giving a top score of 7 (“very

likely”) are promoters. The NPS is calculated as the percentage of

promoters minus the percentage of detractors and ranges from

�100 to þ100. Any score over 0 is considered good and over 50 is

excellent.15 Comparison of NPS scores between sub-groups was sta-

tistically analyzed by 2-sample t-tests.

RESULTS

In the program, 1155 providers were eligible: 1010 had at least 1

session, 448 providers had more than 1 session, and 145 providers

declined. Pre-survey return rate was 90% (1034/1155) and post-

survey was 54% (541/1010). Among participants, 451 providers

completed both surveys, 234 of whom had 1 optimization session

and 217 had more than 1. Characteristics of this provider group are

described in Table 1. Although 451 providers completed both pre-

and post-surveys, the survey itself evolved over time with subsequent

addition of the burnout question and the Stanford WellMD ques-

tions. As a result, only 401 completed the burnout question and 370

completed the Stanford questions.

The results of a subset of the homegrown subsurvey questions is

shown in Table 2. After completing the program, providers reported

both a 26% increase in awareness of current EHR functionality and

a 19% increase in efficiency using the EHR (mean 3.1 to 3.9, and

3.1 to 3.7 respectively; both P< .01). The percentage of providers

reporting spending time in the EHR after-hours also decreased from

78% to 65% (P< .01).

Table 1. Characteristics of program participants who completed

both pre- and post-surveys

Characteristic Number of providers

Provider Specialty

Medical Subspecialty 248

Primary Care 120

Surgical 83

Provider Role

Attending Physician 274

Fellow Physician 43

Nurse Practitioner 77

Physician Assistant 21

Psychologist 15

Counselor and Social Worker 12

Clinical Technician 9

Years of experience with the EHR

>10 years 166

5-10 years 178

3-5 years 53

1-3 years 42

< 1 year 12
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The TAM subsurvey results are summarized in Table 3. After

completing the program, the providers reported statistically signifi-

cant higher scoring of their usage of the EHR in 6 of the 7 dimen-

sions, but not on the impact on patient safety which was unchanged.

Similarly, the Stanford WellMD EHR questions subsurvey showed

statistically significant increases in ratings of the positive aspects of

the EHR and statistically significant decreases in ratings of the nega-

tive aspects (Table 4). There were no statistically significant differ-

ences in the TAM or Stanford WellMD EHR subsurveys questions

when comparing subgroups of providers who participated in 1 vs

more than 1 session.

Among the 401 participants who completed the Physician Work

Life Study Single Item Burnout Survey question, 32% reported feel-

ings of burnout in the pre-survey compared to 23% in the post-

survey. Twenty-five percent of participants had a lower level of

burnout in the post-survey compared to 11% who had a higher

level, while 64% had no change in burnout rating. The mean re-

sponse shows a decrease from 2.3 to 2.1, and the Wilcoxon signed

rank test showed a significant decrease in burnout (P< .01).

The likelihood of participants recommending the program to

colleagues was very high. Based on a 7-point Likert scale, 51.2% of

the 451 participants were promoters of the program, while only

10.2% were detractors. This yielded an NPS of 41. Among pro-

viders who participated in 1 session, they had an NPS of 28 (pro-

moters 41.5%, detractors 13.2%), while providers who participated

in more than 1 session had an NPS of 46 (promoters 62.4%, detrac-

tors 16.5%). A 2-sample t-test comparing these NPS responses

showed this was a significant difference (P< .01).

DISCUSSION

EHRs are extraordinarily complex pieces of software which are dif-

ficult to learn. We discovered that one-on-one training outside of

the clinic setting was very effective at achieving our intended result:

improve providers’ knowledge of EHR functionality and help them

customize their workspaces. Our providers reported that they felt

more efficient using the EHR and used the EHR less after hours.

This is supported by their indication that they could find informa-

tion, write orders more easily, and perform tasks more quickly, sug-

gesting that they were able to not only learn about the tools but

adopt them into their workflow.

One of the most important decisions we made was to conduct in-

dividual, one-on-one sessions at-the-elbow instead of in small or

large group classes. In an early iteration of our program, we did our

teaching in a classroom in front of computers with a teacher and 2–

3 trainers in support. The first class in a division of 6 providers was

a success; however, the next class with a division of 22 providers

was less productive. As is often the case in a classroom setting, our

trainers found it difficult to engage the entire class. Moreover, indi-

viduals often feel inhibited to ask questions in a group setting and

we could not personalize the content further, which may have con-

tributed to the providers’ feelings of isolation. After that experience,

we concluded that even though one-on-one training was resource-

intensive, it was the most likely method that would result in a uni-

form level of attention and personalized education for each pro-

vider.

We also believe that an additional factor to our success was per-

forming our optimization sessions outside of clinical care. Often,

asking a provider to learn something new while trying to see patients

in a busy clinic is not conducive to productive learning. By removing

the stress of staying on time as well as existing EHR-related stress

producers like clerical work and documentation, providers could fo-

cus on learning and were more likely to adopt new skills into their

normal workflow.

Although we refer to our approach as “resource-intensive,”

those resources were entirely human with little to no other expenses.

During their sessions, our optimizers used either the providers’ com-

puters or their organization-issued one which all of our information

services employees receive upon hiring. It is important to note that

the use of consultants is much more expensive than internal employ-

ees and our use of them was precipitated by an accelerated timeline

and an attempt to avoid the lag time in ramping up new employees.

Our program design was influenced by others whose successes

have previously been documented, although we were not able to

adopt all of their practices. We liked the idea of Robinson and Ker-

sey’s program at Kaiser Permanente16 which consisted of 3-day

training seminars. Unfortunately, that was not feasible as we felt

that was too much time out of clinical duties for our organization to

allow. UC Health’s “sprints” 14 had one-on-one training as part of

their program, but they also performed build for clinics which

would have required more resources than we were allotted. Our pro-

gram was most similar to Stanford’s Home4Dinner program17;

however, we did not take the time to observe every provider and cre-

ate an individualized learning plan as our primary goal was to get all

providers to the same baseline of knowledge and customization and,

thus, did not focus on individualization. As we move on to the next

phase of our program, we are hopeful that we can take a more indi-

vidualized approach for those who need more help.

We found that providers not only felt more efficient, but also felt

better about the EHR in general. They indicated that the EHR was

easier to use, fit their workflow better, and were more satisfied with

the EHR. In addition, providers felt that they could spend more

face-to-face time with their patients and communicate with them

more efficiently. This perceived improvement in a number of drivers

of EHR-related burnout likely contributed to the improved burnout

scores in our program participants. Though we did not attempt to

address user satisfaction with the EHR directly, we found that it in-

creased as well. Given our focus on improving providers’ under-

standing of how to use the EHR better, it was not unexpected that

providers would have a more favorable impression of the EHR over-

all. Of note, the one question in the TAM subsurvey that did not

show a significant difference was the one that asked about safety.

Table 2. Select homegrown survey questions

Question Pre-survey Post-survey P value

How aware are you of current

EHR functionality?

Mean: 3.1 Mean: 3.9 < .01a

SD: 6 0.8 SD: 6 0.7

How efficient are you in your use

of EHR?

Mean: 3.1 Mean: 3.7 < .01a

SD: 6 0.9 SD: 6 0.7

Do you spend time in the EHR af-

ter-hours (defined as more than

45 minutes after you are done

seeing your last scheduled pa-

tient)? (Yes/No)

Yes: 78% No: 65% < .01b

SD ¼ Standard Deviation.

EHR functionality and efficiency questions on 5-point Likert scale (1¼Not

very, 2¼ Somewhat, 3¼Average, 4¼Very good, 5¼Excellent. For the Lik-

ert scale questions, differences between 2 paired samples were clinically signif-

icant at P< .05 by the Wilcoxon signed rank test.
aPost-survey results were significantly shifted greater than 0.
bChi square result was clinically significant at P< .05.
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This may be due to the fact that our optimization efforts were not

focused on improving safety or that the safety question already had

the highest pre-survey scoring for any of the TAM questions.

What we did not expect was the finding that providers felt that

their team-based use of the EHR was improved. Providers felt that

they had to do fewer tasks in the EHR that other team members

could do and that care coordination was easier. Although our pro-

gram did not work with any roles other than providers and we did

not address any team-based workflow issues, several customization

tips may have contributed to this finding. Among these are improved

use of the EHR’s mobile apps and a better understanding of in-

basket functionality including best practices in using team pools. We

also believe the improved knowledge and sense of efficiency created

a feeling of empowerment and confidence in providers’ use of the

EHR which reduced frustration and feelings of helplessness. Addi-

tionally, a number of providers have reached out repeatedly to their

optimizers for help or advice suggesting that having a direct contact

in the information services department may decrease the feeling of

isolation, perhaps to such a degree that providers felt better about

their overall practice of medicine and not just the EHR.

In our evaluation of the program itself, we found that providers

found it beneficial and were likely to recommend participation in

the program based on the overall NPS of 41. Also, the more sessions

providers had, the more likely they were to recommend the pro-

gram. This correlation between engagement and satisfaction empha-

sizes the need for us to continue to foster relationships with our

users as we move forward.

Following the success of our program, we are planning on

expanding our personalized training in our institution. We have al-

ready expanded the one-on-one training beyond ambulatory pro-

viders, offering a modified version of the program to ambulatory

nurses and medical assistants. Next, we plan to include inpatient

providers and nurses as well as other nonprovider roles, such as

therapists and care managers. Longer term, we are looking for op-

portunities to continue to re-engage with providers on a personal

level. We have developed a process for a user to request an optimiza-

Table 3. Technology acceptance model question results

Question Pre-survey mean 6 standard deviation Post-survey mean 6 standard deviation P value

I find the EHR easy to use. 4.9 5.3 < .01a

6 1.3 6 1.2

My usage of the EHR improves my productivity. 4.4 5.0 < .01a

6 1.3 6 1.3

I can accomplish tasks quickly in the EHR. 4.6 5.2 < .01a

6 1.3 6 1.1

My usage of the EHR fits into my workflow. 4.6 5.1 < .01a

6 1.3 6 1.2

My usage of the EHR has a positive impact on patient safety. 5.1 5.1 .73

6 1.2 6 1.2

My usage of the EHR improves the quality of patient care. 4.8 5.0 .03a

6 1.3 6 1.2

Overall, I am satisfied with my usage of the EHR. 4.6 5.2 < .01a

6 1.4 6 1.2

7-point Likert scale (1¼ Strongly Disagree, 2¼Disagree, 3¼ Somewhat Disagree, 4¼Neither Agree or Disagree, 5¼ Somewhat Agree, 6¼Agree, 7¼ Strongly

Agree). Differences between 2 paired samples were clinically significant at P< .05 by the Wilcoxon signed rank test.
aPost-survey results were significantly shifted greater than 0.

Table 4. Stanford WellMD EHR question results

Question Pre-survey mean 6 standard deviation Post-survey Mean 6 standard deviation P value

EHR tools help me communicate with patients effi-

ciently.

3.3 3.5 < .01a

6 0.9 6 1.0

I am able to quickly locate information I need. 3.7 3.9 < .01a

6 0.7 6 0.7

EHR tools help me enter orders efficiently. 3.4 3.8 < .01a

6 0.9 6 0.8

EHR tools help me coordinate care efficiently. 3.4 3.7 < .01a

6 0.8 6 0.8

The EHR makes it hard for me to pay undivided atten-

tion to my patients during face-to-face visits.

3.2 2.8 < .01b

6 1.1 6 1.1

I have to spend too much time completing EHR tasks

other team members could do.

3.0 2.8 < .01b

6 1.1 6 1.0

The amount of work I have to do in the EHR per pa-

tient is excessive.

3.3 2.8 < .01b

6 1.0 6 0.9

5-point Likert scale (1¼Never, 2¼Rarely, 3¼ Sometimes, 4¼Often, 5¼Always). Differences between 2 paired samples were clinically significant at P< .05

by the Wilcoxon signed rank test.
aPost-survey results were significantly shifted greater than 0.
bPost-survey results were significantly shifted less than 0.
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tion “consult” in a number of categories (eg, documentation, order-

ing, in basket, customization) or a general optimization session.

Also, we continue to work with hospital leadership to identify staff

who are struggling and may benefit from an intensive optimization

program over several one-on-one sessions.

The success of the personalized approach to training has fostered

the next iteration of our program which focuses on team-based

improvements. These “optimization sprints”—inspired by UC

Health14—are concentrated on 1 ambulatory division/clinic at a

time and include customized training and new build that is intended

to benefit the entire care team. Our team spends approximately 3

months during the engagement in the stages of discovery, build, and

training. As of this writing, we have completed optimization sprints

for 6 divisions in the current year and plan to complete another 7

next year. The early success of this new program has generated in-

terest in creating additional teams with the ultimate goal of offering

annual optimization sprints to all divisions.

One of the biggest limitations was our inability to measure time

objectively in any of our metrics. Ideally, we would use quantitative

measurements of time to evaluate the reports of improved efficiency.

While vendor-neutral measurement standards are being established,

we had a number of challenges using EHR time as a longitudinal met-

ric.18 This was due to a number of factors including our vendor chang-

ing their algorithms in calculating time per event in the EHR and their

unrealistic definitions of “after-hours.”19 We continue to work with

our vendor to try to incorporate the use of time in our evaluations.

Another limitation is that there were a number of providers who

completed the pre-survey but did not participate in the program, as

well as a number of providers who did not complete the post-survey

after participation. We analyzed the pre-survey data to compare

providers who had 0, 1, and more than 1 session, but there were no

statistically significant differences in response to the homegrown

questions in Table 2. We also looked at burnout and EHR satisfac-

tion, and there were no significant differences between these groups

survey responses (data not shown). Our future work should investi-

gate why providers do not participate and to identify potential bar-

riers to participation and post-survey completion.

Other considerations that might limit the generalizability of our

study are that our project was conducted at only 1 institution, only

in the ambulatory setting, and lacked a control group. Additionally,

it should be noted that not all of our participants were given the

burnout subsurvey, which could affect our results.

CONCLUSION

In this project, we demonstrated that it is possible to reduce burnout

in ambulatory providers with personalized retraining designed to

improve efficiency and knowledge of the EHR. In addition, we

found that providers’ overall satisfaction with the EHR improved as

did their feelings of frustration with lack of clinic teamwork. We be-

lieve that our program not only improved the amount and quality of

training providers received, but also addressed the feeling of isola-

tion that they felt after implementation. We encourage other organi-

zations to embrace this type of resource-intensive program to battle

the isolation and depersonalization caused by EHR implementation

and usage as part of their strategy to combat burnout.
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