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Here are the additional questions that our presenters were able to answer. 

 

Q: [Anthony Delitto, delitto@pitt.edu] 
Dr. Friedman, a key component does appear to be a "willing culture." Health systems generate a great 

deal of revenue operating inefficiently, outside of a learning system model. Conversely, they would 

arguably generate less revenue in a fully implemented learning health system. How do you align 

finances in a learning health system?  

A: [Charles Friedman] There are many ways to look at this.  The world in this regard is changing. I like to 

point to many industries that have made safety a pre-competitive issue and routinely share safety 

technology while agreeing to compete vigorously on other dimensions of their business activity. 

Pittsburgh's own Paul O'Neill was a great proponent of this.  Another change is the movement to pay for 

performance, which could be seen as rewarding the kinds of things that LHSs strive to achieve. In 

general, I think the world as a whole, and even the U.S. in particular, is undergoing a transition to a state 

where healthier people will become good business. 

 

 

Q: [Deborah Backus, deborah.backus@shepherd.org]  
Interesting talk re: CC. Is or how is the process with vision board different from process improvement 

processes? 

A: [Josh Johnson] Our vision board is a platform to enable participation at all levels of our rehab 

department in quality improvement processes. The board is a centralized spot for all improvement ideas 

to find a home and be vetted for their organizational alignment and potential impact. That process is not 

completely dissimilar from the process of submitting a research grant proposal for review.  

 

 

Q: [Tamra Keeney, TKeeney1@mgh.harvard.edu]  
Thank you for a fantastic presentation. Do you have any pragmatic solutions for how to close the gap 

between the D2K and K2P segments to create a true learning health system?  

A: [Stephen Hunter] We have found that having an outcome measurement system in place helps us to 

determine when Knowledge translates to Practice and the percent of penetration.  In addition, providing 

feedback to providers on their outcomes and compliance with evidence based practice helps promote 

change in practice.  

A: [Josh Johnson] Not that we are yet doing either one of these particularly well, but we have recognized 

that two important solutions appear to help facilitate K2P: (i) an appropriate infrastructure and (ii) 

actionable feedback to stakeholders. As Dr. Friedman so eloquently described in his presentation, having 

poor communication between one team doing the D2K work and a separate team doing the K2P work 

leads to that gap and poor implementation. Improving communication between those teams, or better 
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yet, ensuring that at least one high-level stakeholder is part of both teams, can help. In terms of 

feedback to stakeholders, we try to provide data visualization via clinical dashboards that helps 

therapists think critically about their practice patterns and the effect of those patterns on outcomes. 

While places like Intermountain already do this so well, we are in the very early stages. 

 

 

Q: [Claire Kalpakjian, clairez@umich.edu] 
How do you balance decentralization of learning communities and the building and sharing of a common 

infrastructure? 

A: [Hallie Zeleznik] It is important to work to keep both aligned together. In the reflections, I talked 

about the learning community as the clinicians/clinical input from each of our hospitals, but I also keep a 

leadership team involved and I cross-over between both. This has allowed us to include our learning 

community’s preferences and feedback as we developed the infrastructure to support the different 

changes we work to make. From the leadership side then we are able to work to ensure these 

suggestions are moved forward. An example would be the changes we made to our EMR based on 

clinician feedback/development. 

 

 

Q: [Daniel Young, daniel.young@unlv.edu]  
What are some examples of ideas or strategies to encourage the initial investment of time and 

resources required to establish a learning health system? e.g., community hospitals in a city/region that 

do not have academic affiliation and often lack people with job descriptions that would easily facilitate 

their involvement in LHS work. 

A: [Hallie Zeleznik] I would suggest starting with something small where the impact may be high. Think 

about clearing the low -hanging fruit of your hospital or department’s need and then create a proposal 

that outlines the need/impact, the investment you are asking for and the timeline for completion.  A 

small success will gain credibility and over time the program has the potential for growth.  

 

 

Q: [Deborah Backus, deborah.backus@shepherd.org]  
That was such a fabulous presentation. Do you have suggestions for how to get started with establishing 

a LHS in one facility where there are 3 related components: research big data analysis, QI and IT. All have 

a vested, but perhaps not unified, interest. QI is using the LEAN approach, IT is managing Epic, and 

research is interested in the LHS infrastructure. Thank you!  

A: Hallie Zeleznik] It sounds as though a good start would be to hold a focus group with representation 

from each department to identify those common goals or “wicked problems” and how each can support 

one another to address together. From there, ideally there are actionable items that across the 

departments and justify the collaboration moving forwards.  
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Q: [Deborah Backus, deborah.backus@shepherd.org]  
If you have all 3 components, what would be the logical next step to take the infrastructure beyond 

these components? 

A: [Josh Johnson] Like you, at Cleveland Clinic we have researchers, QI teams, and a robust enterprise 

analytics group. At least for us in rehabilitation, the infrastructure to join forces for a more cohesive LHS 

remains a work-in-progress. Thus far, we have found that defined roles (i.e. a rehabilitation QI team 

leader) and partnerships (i.e. a data analyst devoted to rehab-focused projects) has been helpful. We 

are not all formally on the same team within a single infrastructure (at least not yet), but we have some 

clarity about priority projects and the tasks assigned to each of us. 

 

 

Q: [Samannaaz Khoja, ssk21@pitt.edu]  
Thank you for the insightful talk - I was wondering if you could elaborate (or provide an example) on 

how do we balance the shared health infrastructure such that it provides certain standards for 

performance on a high systemic level but yet can be flexible and tailored on more local/specific clinical 

situations. 

A: [Hallie Zeleznik] An example at UPMC Centers for Rehab Services would be the way we had our 

learning community of PT clinicians look at published outcome measure protocols and create edits to 

those protocols to ensure we were able to use them at all of our local facilities. An example would be 

the chair height for a specific performance-based measure that had a narrow recommendation of 

18-20” and another measure recommending 18-20” seat to floor height. When clinicians from various 

hospitals and clinics looked at what they had available, some facilities only had 17” heights available and 

some only had 19” or 20”. With the guiding principle that we wanted to work to maintain the integrity of 

the measures and ensure that we would be able to use them in all facilities in a similar way, we 

expanded our local protocol for both measures to include chairs of 17-20”.  

 

 

Q: [Clay Watson, clay@wsrehab.com] 

I love the idea of High Intensity Home Rehab. What disciplines and frequencies are working for the best 

outcomes? How is this reimbursed under the current home care benefit? 

A: [Josh Johnson] We’re still in the design stages of the intervention for patients with stroke so I can’t 

speak yet to the optimal frequencies of each service relative to patient outcomes. Our intent is to 

customize the frequency of services based on patients’ functional deficits and medical status. So we 

expect PT and OT to be involved with every patient every day initially during the course of care. SLP may 

be consulted prn. A nurse and nurse practitioner will provide direct care (in-home or virtually) prn. From 

a reimbursement perspective, this is being covered as any traditional home care episode would be, but 

we are front-loading the services into the first 2-3 weeks of the episode. As with the frequency of 

services, our plan is to use standardized outcome measures to help determine appropriateness for 

discharge, hopefully as early in the episode as possible. 
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Q: [Danica Dummer, danica.dummer@hsc.utah.edu] 
For those of us that work in healthcare systems, how do we incentivize these organizations to 

participate in learning health systems within a fee-for-service payment model? Especially if the goal is to 

improve patient outcomes which may include decreasing hospitalizations or interactions with the health 

system. 

A: [Stephen Hunter] This can be a challenge.  If you establish a LHS then your initial projects might focus 

on populations where your hospital is at risk, eg your own health plan, Medicare, Medicaid or bundled 

areas like joint replacement.  

A: [Josh Johnson] There is a bit of a clash in the US health care system as fee-for-service continues, but 

value-based reimbursement models try to creep in. Like you say, depending on the overarching goals of 

your LHS and the goals of individual LHS projects, that clash can be problematic. For most of the “wicked 

problems” we are tackling, value-based care is really the goal for the health system (e.g. managing 

populations of patients in our ACO) so our value-focused LHS research goals tend to align well.  

 

 

Q: [Ed Hurvitz, ehurvitz@umich.edu]  
Are the clinicians interested in the LHS as a pathway to academic productivity? Is there a pathway for 

clinicians to partner with investigators who can help with analysis and writing? 

A: [Stephen Hunter] At Intermountain we contracted with a University for one day a week of a 

researcher to work with us. Over several years the need grew to a full-time position and then we hired 

an individual with a PhD at Intermountain to work with the academic institutions both locally and 

nationally.  This has allowed us to now participate in several funded studies. The return on investment is 

no longer questioned.  

A: [Josh Johnson] In our developing rehabilitation-focused LHS at Cleveland Clinic, we very much 

encourage clinicians to consider research questions that arise as a result of their daily clinical work. We 

use the vision board process that I described as the platform for clinicians to voice those questions. One 

of my roles is to help evaluate the scientific merit of those questions and work with the submitter to 

conduct analyses and disseminate findings via conferences or publication. Our fruits from this labor are 

still small since this is still new for us, but we are excited about its direction. However, we also approach 

it with caution since many practicing physical and occupational therapists do not currently have a clear 

professional pathway to “academic productivity” given limitations in training and protected research 

time. As the primary investigator assisting with those clinician-driven projects, I also have to be cautious 

about the time I can spend doing so. 

 

 

Q: [Matt Briggs, Matt.Briggs@osumc.edu]  
Related question, how important is having a position such as a "director of research" or similar, in 

particular for rehab, within the health system and any thoughts on getting administrative support for 

such and/or to show the value added? 
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A: [Stephen Hunter] This can fall under other existing positions such as a director of quality or safety.  At 

intermountain we started with a person who had only one day a week carved out for research and it 

grew to a full-time position over several years.  


