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Planning for the
Unpredictable:

How a Major Health System Stabilized
Clinical Data Abstraction Under Pressure

By: Patricia Ward BSN, RN
Clinical Data Abstraction Director, e4health
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Executive Summary

A large, multi-specialty health system in the Southeast engaged e4health to execute Clinical Data
Abstraction (CDA) and related lab order entry support in advance of an Epic go-live. Mid-stream, real-
world volumes exceeded early estimates, technical dependencies underperformed, and staffing
disruptions created a perfect storm. In four weeks, e4health re-scoped, rebuilt the team, and
reworked workflows - moving from three days behind to two weeks ahead of the appointment
schedule and processing 15,000+ patient records by project completion. The experience crystallized
a pragmatic playbook for in CDA.

Customer Overview

- Large, regional, multi-specialty provider organization
- Epicimplementation (ambulatory focus)

- Need: Pre-go-live PAMI history abstraction and sustained lab order entry

Situation

The client was approaching an Epic go-live with a standard two-week ramp from system access to
cutover. An initial productivity assumption (up to 6 charts/hour with reconciliation) was aligned to a
! approach. In practice, several variables shifted at once:

. exceeded plan by ~1,500 appointments/week.
- /7 (attrition and quality shortfalls) reduced throughput.
- 0 (CCD refresh lag, patient matching issues) forced more

ending with full manual abstraction by the end of the project.

- (e.g., missing primary diagnoses for lab orders) increased keystrokes
and decisioning per chart.

0 | a widening gap versus target (from the goal of being a week ahead to ~3 days behind) at
the exact moment reliability mattered most.
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Challenges
Faced

1.1 | Unique patient
counts and repeat visits were not fully
accounted for in early scoping, inflating real
workload. Quantifying unique patient counts
proved challenging for the client with lab order
entry workloads.

2. A C I
Intermittent CCD update lag and demographic
discrepancies limited record linking,
eliminating the expected speed advantage of
reconcile-and-validate.

3. ( D | Legacy
extracts lacked primary diagnoses; mapping
diagnoses to orders required up to 10-15
diagnosis entries per order and could not be
reliably cross-walked. Lab orders required a lab
order name/number crosswalk to migrate the
orders from Nextgen into Epic.




Rapid Response

Facing compounding challenges in volume, staffing, and technology, the edhealth team took decisive
action. The first priority was to re-baseline and time-box productivity expectations, resetting output
goals to approximately three charts per hour to reflect the manual abstraction reality, while
maintaining focus on clinical readiness. Next, the team rapidly rebuilt and expanded capacity,
standing up a blended group of roughly 42 FTEs - up from the original 25 - supported by structured
overtime and clear burn-down tracking to stabilize daily throughput.

To keep progress continuous, e4health established joint escalation and collaboration channels with
the client, holding weekend and after-hours working sessions with operational and IT leaders to
triage Care Everywhere and patient-identity challenges. At the same time, the workflow was
streamlined to simplify the path forward, moving decisively to manual abstraction when
reconciliation was unreliable, supported by job aids, quick-reference guides, and QA checkpoints to
maintain accuracy.

Finally, the team instrumented the work - collecting time data, tracking exceptions, and analyzing

cycle times to drive incremental improvements. This data-driven approach not only stabilized the
project but also informed lasting operational enhancements.

Outcomes

-/ : From ~3 days behind to 9 of appointments before go-live
stabilization.

- 0 :v87J77D8<J 77 records/appointments processed across the engagement.

. : Over a six-week window, only saw ~50% of patients not fully

abstracted; contingency processes minimized downstream provider impact.

- 0 A : Daily status + joint troubleshooting preserved alignment and pace during
the most variable phases.
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Lessons
Learned.:

A Playbook for
Planning the
Unpredictable

S J I

Always review live workflow or samples pre-
contract. Treat unique-patient math and
repeat-visit patterns as first-order drivers.

) | Set

provisional SLAs only after: 7
cycle times. Convert assumptions
into contractual realities with data.

L+ C :7D; 7f | Pre-

authorize and pre-provision access for surge
staff. If you don’t need them, great. If you
do, they’re ready on day one.

| Adopt a
P cC C Qmodel and continuously
seed each project with 15-20% new team
members to grow capability without chaotic
ramp-ups.

When CCD/identity friction appears, switch
to manual abstraction playbooks with clear
standards, QA gates, and exception
handling.

i C | weekend

war-rooms, shared exception logs, and rapid
escalation paths keep both sides moving
when variables shift.

| Maintain vetted
overflow/partner capacity for project-based
spikes; pre-align on quality bars,
communication cadences, and access steps.
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Clinical Data Abstraction |
Best Practices Checklist

By: Patricia Ward, BSN, RN, ~
Clinical Data Abstraction Director, e4health

v/ Refined management and delivery model with clearer
escalation paths and stronger leadership coverage
during surge periods.

v/ Established the e4health CDA Academy with
standardized onboarding, train-the-trainer curriculum,
and micro-education from audit insights.

Vv Createda surge-ready roster of pre-screened abstractors
with streamlined access provisioning.

‘/ Adopted a 30-40% surge capacity buffer and advance
access provisioning as standard for new projects.

v/ Implemented mandatory 7-14-day time studies before

finalizing productivity SLAs. >
v Builta rolling talent pipeline adding 15-20% new team
members per project for scalability and stability. >

\/ Pre-vetted overflow partners with defined quality
scorecards and surge SLAs for flexible response capability.

Vv Institutionalized “Plan B” playbooks for manual
abstraction with QA checkpoints.

v/ Formalized weekend and after-hours governance

for critical cutover periods. a
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CDA programs rarely go exactly to plan. The difference between turbulence and tailwinds is
preparation: J C J C for
when reality diverges from assumptions. That’s how you deliver clinical readiness - even when the
unpredictable shows up.
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Let’s talk. Contact us at sales@e4.health.

(e4health




