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Many health care organizations are searching 
for ways to engage employees and protect 
against burnout, and involvement in mean-

ingful work has been reported to serve both func-

tions. According to Bailey and 
Madden, it is easy to damage em-
ployees’ sense of meaningfulness 
by presenting them with pointless 
tasks that lead them to wonder, 
“Why am I bothering to do this?”1 
An increase in administrative 
tasks has resulted in less time for 
the activity that clinicians find 
most important: interacting with 
patients. Some commentators have 
recently suggested that it may not 
be the electronic health record 
(EHR) per se that leads to burnout, 
but rather the approach to docu-
mentation that has been adopted 
in the United States.2

Although my health system, 
like most in the United States, 
cannot magically eliminate the 
documentation required for bill-
ing and regulatory compliance, 

my colleagues and I had reason 
to believe that there might be 
some documentation tasks that 
could be eliminated. Our EHR 
was adopted more than 10 years 
ago, and since then we have made 
a number of additions and chang-
es to meet various identified needs. 
We decided to see whether we 
could reduce some of the unin-
tended burden imposed by our 
EHR and launched a program 
called “Getting Rid of Stupid 
Stuff.” Starting in October 2017, 
we asked all employees to look at 
their daily documentation experi-
ence and nominate anything in 
the EHR that they thought was 
poorly designed, unnecessary, or 
just plain stupid. The first thought 
we shared as we kicked off this 
effort was, “Stupid is in the eye 

of the beholder. Everything that 
we might now call stupid was 
thought to be a good idea at some 
point.”

We thought we would probably 
receive nominations in three cate-
gories: documentation that was 
never meant to occur and would 
require little consideration to elim-
inate or fix; documentation that 
was needed but could be com-
pleted in a more efficient or effec-
tive way with newer tools or better 
understanding; and documentation 
that was required but for which 
clinicians did not understand the 
requirement or the tools available 
to them.

Since we kicked off the pro-
gram, we have received nomina-
tions in all three categories. Some 
reports of unintended documen-
tation requirements resulted in 
quick changes. In several cases, 
requirements were being applied 
to patients of different ages than 
originally planned. For example, 
we received a request from a nurse 
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who worked with adolescent pa-
tients asking that we remove a 
physical assessment row called 
“cord.” This entry had been in-
tended to reflect care of the um-
bilical cord remnant in newborns, 
and the planned suppression of 
the row after 30 days of age had 
never occurred. This row has now 
been appropriately suppressed.

In another example, for patients 
who require briefs for inconti-
nence, there are choices to indi-
cate whether the patient is incon-
tinent of urine or stool (or both). 
Completing the documentation re-
quires three clicks. A nurse who 
cares for newborns reported that 
she had to click three times 
whenever she changed a diaper. 
We promptly created single-click 
documentation for children who 
are appropriately in diapers. Nurs-
es had been burdened with these 
documentation requirements for 
years, but they had never been 
specifically invited to bring their 
issues to the attention of people 
who could make changes.

In the second category — docu-
mentation that could be complet-
ed more effectively — we identi-
fied a feature called the rounding 
row that had been added years 
ago when we were implementing 

hourly rounding by nurses and 
nurse aides. The intention was to 
allow us to monitor whether this 
rounding was actually occurring. 
We had observed that this require-
ment led to an exercise of rote 
clicking that didn’t always accu-
rately capture the care provided. 
We removed the row and in-
formed nurses that what we were 
interested in was their usual docu-
mentation of the care they provid-
ed to patients. We were surprised 
to find that making this single 
click consumed approximately 
1700 nursing hours per month at 
our four hospitals (given the aver-
age number of clicks per month 
and the fact that each nurse or 
nursing assistant spent 24 seconds 
per click).

A number of nurses supplied 
nominations regarding the fre-
quency of required complete “head-
to-toe” nursing assessments. 
Nurses are expected to do a com-
plete assessment upon assuming 
care of each patient, but on some 
units we were requiring docu-
mentation of such assessments 
several times during a 12-hour 
shift. We sought to identify stan-
dards in the literature and found 
that some of our practices were 
in keeping with those standards. 
In other units, we reduced the 
frequency of required evaluation 
and documentation.

We received a nomination from 
an emergency medicine physician 
regarding our practice of printing 
an after-visit summary and then 
scanning it back into the system. 
He hadn’t noticed that the patient 
was asked to sign the document 
and that the signed document 
was stored as part of the record. 
His question led us to query other 
health systems and our legal team 
about the value of the signature, 
and we were able to remove this 

requirement. The physician was 
delighted that he had been able 
to influence a practice that he 
believed was a waste of support-
staff time.

As anticipated, we received 
some nominations that made it 
clear that we needed to do a bet-
ter job of educating staff about 
various documentation tools. Sev-
eral requests came in from physi-
cians asking for sorting and fil-
tering capabilities that already 
existed. Although we have long 
had a physician-documentation 
optimization team to help our 
clinicians use the EHR efficiently, 
most physicians report that they 
don’t have time to meet with this 
team. We also heard from nurses 
asking us to remove items from 
the nursing admission database. 
We had previously pared down 
the database, and everything left 
is required by regulatory agencies 
or for billing. With the recent an-
nouncement that the Centers for 
Medicare and Medicaid Services 
is working to reduce required 
documentation,3 we may soon be 
able to remove additional items.

Although they were not for-
mally submitted as nominations, 
we have removed 10 of the 12 
most frequent alerts for physi-
cians because they were simply 
being ignored. We are also re-
viewing order sets and removing 
the ones that have not been used 
recently. Interestingly, we have re-
ceived more nominations from 
nurses than physicians (see table), 
even though physicians have been 
at the center of concerns regard-
ing burnout. One explanation may 
be that nursing documentation is 
often task-based (and applies to 
many users), whereas physician 
documentation is largely note-
based (and is often customized by 
each user). Reducing physicians’ 

Status Nurses Physicians

no. of requests (%)

Completed 68 (46.6) 19 (45.2)

Not possible 18 (12.3) 8 (19.0)

In progress 27 (18.5) 2 (4.8)

Assigned to work 
groups or not 
yet started

33 (22.6) 13 (31.0)

*	�Does not include 31 suggestions from other disci-
plines or related to issues other than improvements 
to electronic health records.

Status of “Getting Rid of Stupid Stuff  ” Requests 
from Nurses and Physicians.*
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documentation burden will prob-
ably require adoption of more 
standard, streamlined notes.

Our EHR vendor is aware of 
our work in general and is very 
supportive of it. It’s unlikely that 
the specific changes we have 
made would be relevant for other 
systems, however, since our EHR 
development predated any model 
system, and most of the issues 
we have found have come from 
well-intentioned efforts to im-
prove or from missing details in 
a highly complicated system.

The Stupid Stuff program has 
been embraced throughout our or-

ganization over the 
past year and has 
extended beyond re-

moving unnecessary documenta-
tion from the EHR. As an organi-

zation, we are searching for and 
finding work that should simply 
be retired. When the campaign 
was unveiled, it was largely met 
with surprise and sheepish laugh-
ter, then applause. We seem to 
have struck a nerve. It appears 
that there is stupid stuff all 
around us, and although many of 
the nominations we receive aren’t 
for big changes, the small wins 
that come from acknowledging 
and improving our daily work do 
matter. It is too early to have 
seen any measurable improvement 
in employee engagement from this 
effort, and continued work will 
be required to minimize docu-
mentation burden in a truly mean-
ingful way, but the program has 
at least indicated that we are try-
ing to reduce daily frustrations. 

Apparently it represents work that 
is important to our clinicians and 
other employees.

Disclosure forms provided by the author 
are available at NEJM.org.

From Hawaii Pacific Health, Honolulu. 
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In November 2017, the Food 
and Drug Administration (FDA) 

required labeling changes for 
the commercially marketed pro-
grammed cell death 1 (PD-1) in-
hibitor pembrolizumab and the 
thalidomide-analogue immuno-
modulatory agents. These changes 
included information regarding in-
creased mortality observed in two 
randomized trials of pembrolizu
mab with an immunomodulatory 
agent (lenalidomide or pomalido-
mide) and dexamethasone in pa-
tients with multiple myeloma. In 
August and September of 2017, 
the FDA had placed approximate-
ly 30 clinical trials investigating 
these combinations on hold and 
issued a safety alert.1

Since the 2014 approval of pem-

brolizumab, the first approved 
PD-1 inhibitor, development in this 
area has been rapid, with approxi-
mately 50 PD-1 or programmed 
death ligand 1 (PD-L1) inhibitor 
agents in development and more 
than 1500 clinical trials investi-
gating these agents in various can-
cers.2 Because of impressive re-
sponse rates and improvements in 
overall survival in selected cancers, 
combining these agents with other 
therapies has been an active area 
of research.

Since multiple myeloma plasma 
cells have elevated PD-L1 expres-
sion, it seemed logical to investi-
gate the use of PD-1 drugs in 
multiple myeloma. An early non-
randomized trial evaluated single-
agent nivolumab (a PD-1 inhibi-

tor) in patients with relapsed or 
refractory hematologic cancers. 
Although the observed objective 
response rates were 36% and 40% 
in patients with diffuse large B-cell 
lymphoma and follicular lympho
ma, respectively, only one patient 
(4%) with multiple myeloma had 
an objective response, which was 
obtained with concurrent radia-
tion.3 Despite limited single-agent 
activity, investigators pursued tri-
als in which PD-1 drugs were com-
bined with active agents common-
ly used in the disease.

KEYNOTE-183 and KEYNOTE- 
185 were phase 3, randomized, 
controlled trials; the former evalu-
ated pomalidomide and dexameth-
asone with or without pembroliz
umab in patients with relapsed or 
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