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RESEARCH INSIGHTS | PUBLICATION BRIEFING 

Executive briefing: digital expansion is not digital relief 
Health systems, hospitals and medical practices have spent more than two decades proving that clinical records, orders, 
claims, scheduling, messages, portals, analytics and documentation can be digitized. The more consequential question 
is now whether digitization has removed work from the clinical environment or simply moved the work into new screens, 
queues, portals, review steps and escalation paths. 

Black Book Research defines the next phase of health IT evaluation as the work-removal test: the discipline of measuring 
what disappeared after an EHR, EPR, EMR, AI tool, digital front door, interoperability program, prior authorization 
workflow or workflow-governance initiative went live. 

The new market question 

What clinical, administrative, payer, documentation, message, referral, AI-review or reporting work should have 
disappeared by now but has not? 

 

The research program consolidates three respondent-driven streams: the four-market Clinical Loop Closure Index, the 
multidisciplinary Clinician Reality Gap survey and a timed Work-Removal Pulse. Together, they show that clinicians and 
operational users are not rejecting healthcare technology. They are asking for evidence that technology subtracts work 
rather than adding another digital layer to it. 

The strongest finding across the combined program is that health IT value is shifting from feature availability to burden 
removal. Respondents are no longer satisfied by go-live status, adoption dashboards, AI activation, portal volume or 
interface counts. They want to know whether duplicate fields, payer status checks, inbox bounces, AI review loops, 
referral chasing, discharge side lists and unresolved tickets actually disappeared. 

The timing of this report reflects a broader late-July market inflection point as healthcare executives, clinicians, 
informatics teams, vendors, consultants and investors discuss clinician experience, AI, EHR optimization, EPR 
expansion, digital health performance and operational ROI. The research is not a response to any single event, third-party 
index or vendor program. It is a separate operating question: what work did the technology remove? 

Black Book’s research advantage is the ability to survey actual users of systems in hospitals, health systems and medical 
practices through transparent, KPI-specific instruments that do not depend on vendor sponsorship, vendor-directed 
recruitment, supplier editorial control or complimentary attendance mechanisms. The result is a buyer- and user-side 
view of what happens after the system is live and the work still has to get done. 

Five immediate conclusions 

• The most credible proof of health IT value is no longer a product demo, a dashboard or an activation metric; it is 
before-and-after evidence that work was removed. 

• AI is advancing faster than proof of net labor reduction; output generation does not equal work elimination when 
review, correction, escalation and ownership burden remain. 

• Feedback without fix-through has become a governance liability; clinicians increasingly distinguish being heard from 
seeing the workflow change. 

• Payer friction is frequently experienced as clinical workflow burden, especially in U.S. settings where authorization 
and status checking sit inside or adjacent to clinical work. 

• Digital health progress is now global, but the open-loop pattern persists across different financing models and vendor 
environments: digital entry still does not guarantee clinical completion. 
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2,098 
four-market loop-closure 

respondents 

1,919 
clinician reality gap 

respondents 

1,248 
work-removal pulse 

respondents 

86% 
want proof of work 

removed 

 

75% 

weekly manual follow-up 
after digital workflow 

44/100 

global clinical loop closure 
index 

19% 

AI users reporting meaningful 
net work reduction 

80% 

say a tool must make a prior 
task disappear 

 

Central thesis 

Healthcare is not lacking digital activity. It is lacking proof that digital activity removes work, closes loops, and eliminates the 
shadow workflow clinicians still chase after the click. 
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Survey architecture and respondent base 
The report uses three complementary survey streams. The first measures whether clinical loops close after a digital event 
occurs. The second measures hidden work and burden removal inside day-to-day clinical workflows. The third isolates 
the most controversial market questions about proof of value, work removed, AI burden, vendor demonstration reality and 
governance fix-through. 

Research stream Respondents Primary lens Core output 

Clinical Loop Closure Index 2,098 clinicians 
Whether orders, referrals, results, authorizations, messages, 
medications, AI tasks and discharges close without manual 

follow-up 
Global score 44/100; U.S. 41, 
Canada 45, U.K. 46, Australia 47 

Clinician Reality Gap 1,919 clinicians Hidden work, AI cleanup, payer friction, digital front-door 
burden, low-value tools and continuity risk Clinician Reality Index 45/100 

Work-Removal Pulse 
1,248 actual users 

and workflow 
stakeholders 

What health IT, AI, EHR/EPR/EMR, vendor demos and 
governance programs must prove after go-live 

Work-removal KPIs and 
controversial market-shift 

findings 

 

Four-market clinical loop closure respondent allocation 

Market Respondents Share Primary friction pattern 

United States 1,072 51.1% Payer authorization, EHR/RCM fragmentation, inbox growth, payer portals, AI review 
burden 

Canada 473 22.5% Provincial interoperability, referral/waitlist visibility, medication reconciliation, 
cross-setting data usability 

United Kingdom 495 23.6% EPR expansion, discharge coordination, RTT/waiting-list tracking, shared-care and 
pathway visibility 

Australia 58 2.8% State/territory EMR variation, My Health Record and outside-record usability, 
eReferral, discharge/community handoffs 

Total 2,098 100.0% Four-market clinician workflow comparison 
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Clinician group allocation across the four-market survey 

Clinician group United 
States Canada United 

Kingdom Australia Total Share 

Nurses, charge nurses, nurse managers, care 
coordination nurses 269 151 138 17 575 27% 

Physicians 219 99 92 11 421 20% 

Nurse practitioners / advanced practice 
clinicians 160 56 50 6 272 13% 

Licensed pharmacy clinicians 79 34 35 4 152 7% 

Licensed laboratory clinicians 71 40 40 4 155 7% 

Licensed diagnostic imaging clinicians 70 36 24 4 134 6% 

Rehabilitation therapists and allied health 
clinicians 41 27 32 4 104 5% 

Registered dietitians / nutrition clinicians 50 1 29 2 82 4% 

Care management, social work, transition 
clinicians 65 4 24 3 96 5% 

Clinical informatics, quality, safety clinicians 48 25 31 3 107 5% 

Total 1,072 473 495 58 2,098 100.0% 

 

The sample is intentionally multidisciplinary. A loop-closure and work-removal study cannot be interpreted from 
physicians and nurses alone because many open-loop failures occur across pharmacy, laboratory, imaging, 
rehabilitation, nutrition, care management, social work, informatics, quality and clinical operations roles. 
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The Work-Removal Pulse: what the market now wants 
proven 
The timed Work-Removal Pulse tested the strongest and most controversial health IT value question: not whether 
systems are live, but whether the work actually disappeared. Respondents included actual clinician users, informatics 
leaders, practice workflow stakeholders, hospital operations users, revenue cycle/access leaders and technology 
governance participants. 

Signal from the Pulse 

The report’s most disruptive theme is subtraction. Respondents increasingly define better health IT as the ability to delete 
tasks, eliminate duplicate steps, close loops, reduce manual checking, prevent inbox bounces and convert feedback into 
visible workflow change. 

 

 
Figure 1. Work-Removal Pulse showstopper findings across actual users and workflow stakeholders, N=1,248. 

Work-Removal Pulse finding % Estimated n 

Most credible proof is before/after evidence that work was removed 86% 1,073 

EHR/EPR/EMR, AI and digital-access investments should be judged by work removed 84% 1,048 

Technology renewals should require evidence of utilization, labor reduction and workflow impact 83% 1,036 

AI should be judged by net work removed after review/correction time is counted 82% 1,023 

Unresolved high-burden workflows should have a named executive owner 81% 1,011 

A tool should not be called successful unless a prior task or duplicate step disappears 80% 998 

Current success measures overstate progress because they count systems live, not tasks eliminated 76% 948 

Connected data is still not the same as usable data at the moment of care 74% 924 

Digital front-door tools were expanded before staffing/routing/triage redesign were ready 69% 861 

Vendor demonstrations often show capability without proving production burden reduction 68% 849 

Clinician feedback is collected more often than converted into visible workflow fixes 67% 836 

Payer burden is frequently misread as EHR burden because it lands inside clinical workflow 66% 824 
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The most controversial interpretation 

The Pulse suggests that health IT buyers and actual users are moving toward a new performance standard. The question 
is not whether a technology is novel, integrated or widely adopted. The question is whether it makes a prior task, duplicate 
step, status check, manual queue, re-entry point, redundant field, review burden or workaround disappear. 

This is why a feature can be technically successful but operationally weak. A tool can be live and still fail the work-removal 
test if it creates another queue, message, alert, report, screen, review obligation or escalation pathway without 
eliminating the prior work. 

Black Book work-removal KPIs 

KPI What it measures Why it is controversial 

Work Removed per Clinician Day Minutes of avoidable digital work eliminated after implementation Moves the market from satisfaction to labor reduction 

Fix-Through Rate Workflow issues reported that produce visible implemented fixes Separates being heard from being fixed 

AI Net Labor Impact Time saved minus review, correction, escalation and governance burden Challenges AI output-only value claims 

Digital Front-Door Backload Patient-access work shifted into clinical inboxes or queues Measures hidden workload created by access 
programs 

Payer-at-Bedside Friction Payer work appearing inside clinical workflow Shows why EHR frustration may be payer-rooted 

Clinical Loop Closure Reliability Tasks visibly owned, trackable, escalated and completed Replaces event entry with completion proof 

Vendor Demo-to-Bedside Gap Difference between product capability and production work removal Tests demos against operating reality 

Technology Value Leakage Paid tools adding screens, queues or messages without reducing labor Connects frontline burden to budget waste 

Interoperability Usefulness Whether data is usable at the decision moment, not merely exchanged Challenges interface-count metrics 

Nursing Workflow Fit Whether documentation and AI fit shift-based nursing work Rejects physician-note tools as universal burden 
solutions 
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Digital entry is not clinical completion 
Across the full 2,098-clinician four-market survey, the evidence shows progress without complete repair. Clinicians did 
not describe a world lacking digital systems. They described digital systems that often document or route a task but still 
leave completion dependent on manual verification, ownership clarification, side lists, phone calls, payer portals, 
screenshots, escalation relationships and staff memory. 

 

Figure 2. Global loop-closure burden across the 2,098-clinician four-market survey. 

Global finding % Estimated n 

At least one clinical loop requires weekly manual follow-up outside expected workflow 75% 1,574 

Daily workaround required to complete clinical work 78% 1,636 

30+ minutes per day or shift lost to avoidable digital follow-up 62.7% 1,315 

Status not visible from start to closure 64.3% 1,349 

Ownership of unresolved digital tasks is unclear 66.1% 1,387 

Digital tools add queue/message/alert/screen without eliminating prior work 58.6% 1,229 

AI output requires review/correction/escalation before trust 51.8% 1,087 

Workflow feedback rarely produces a visible fix 69.4% 1,456 

 

Interpretation 

The global issue is not a lack of digital activity. It is the persistence of unresolved work after the digital activity occurs. 
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Clinical Loop Closure Index 

The Clinical Loop Closure Index is a 0–100 burden-removal score. Higher scores indicate workflows are visibly owned, 
trackable, escalated and completed without hidden manual follow-up. Lower scores indicate that work is being recorded 
or routed digitally but remains dependent on manual tracking and informal escalation. 

 

Figure 3. Clinical Loop Closure Index by market; higher means stronger closure reliability. 

Index component Weight What it measures 

Manual tracking dependence 30% Need for side lists, follow-up calls, payer portals, spreadsheets, screenshots or manual 
checks 

Ownership clarity 20% Whether unresolved tasks have a named accountable role or team 

Status visibility 20% Whether clinicians can see a task from initiation to closure without extra checking 

Delay or safety impact 20% Clinician-reported delays, risk signals or care disruption from open loops 

Escalation reliability 10% Whether overdue or unresolved loops escalate predictably before patient impact 
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Four countries, one open-loop pattern 

The Clinician Reality Gap: hidden labor behind digital 
maturity 
The Clinician Reality Gap survey moves from loop closure into the day-to-day burden layer. It asks whether digital tools 
reduce effort, shift effort to another clinician or staff group, or leave clinicians to bridge gaps among technology, payer 
policy, staffing, regulation, training and local workflow design. 

The central finding is that many organizations can appear digitally mature while still relying on hidden manual labor to 
make the digital system function. The result is a 45/100 Black Book Clinician Reality Index, a burden-removal score rather 
than a satisfaction score. 

Top finding, N=1,919 % Estimated n 

Daily workaround required to finish clinical work 81% 1,549 

EHR/workflow feedback rarely produces a visible fix 72% 1,386 

30+ minutes per day/shift lost to avoidable digital work 65% 1,251 

Portal/inbox demand is growing faster than support 64% 1,226 

Weekly payer friction interrupts care delivery 60% 1,151 

At least one paid digital tool adds work without clear value 56% 1,073 

AI shifts or adds review/correction work 51% 971 

Outside records are available but not usable during care 49% 946 

No end-to-end downtime drill in the past year 63% 1,217 

Low confidence in medication safety during EHR downtime 38% 720 
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Figure 4. Top manual and semi-manual tasks still surviving inside digital workflows. 

Workaround burden by clinician type 

Clinician type n Daily workaround 30+ min avoidable 
work Feedback rarely fixed Index score 

Nurses 1,154 82% 68% 74% 43 

Physicians 335 79% 62% 71% 47 

Nurse practitioners 104 76% 58% 68% 49 

Licensed laboratory clinicians 88 74% 57% 66% 50 

Licensed pharmacy clinicians 70 77% 59% 69% 48 

Licensed diagnostic imaging clinicians 53 73% 56% 64% 52 

Licensed rehabilitation therapists 6 71% 53% 62% 53 

Registered dietitians 15 75% 54% 67% 51 

Miscellaneous clinicians 94 78% 60% 70% 47 
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Controversial KPI deep dives 
The following sections translate the strongest survey findings into specific executive questions. The purpose is not to 
identify one villain. The purpose is to isolate where the work survives: product design, local build, payer rules, regulatory 
documentation, staffing models, interoperability gaps, AI review burden, training gaps or governance processes that fail 
to produce visible fixes. 

1. Work removed is becoming the new clinician-experience metric 

Question / KPI Result Interpretation 

Should health IT improvement be judged by work removed, not only usability, adoption or 
satisfaction? 84% The market wants a burden-removal standard. 

Do current success measures overstate progress because they count systems live, not 
tasks eliminated? 76% Go-live can mask hidden labor. 

Should every major EHR/EPR/EMR, AI or workflow initiative report minutes returned to 
clinicians? 79% Minutes returned is becoming a board-level ROI 

metric. 

Can a system be highly adopted and still fail to reduce burden? 88% Adoption is not the same as relief. 

 

Research signal 

Clinicians and workflow stakeholders are not asking for less technology. They are asking healthcare leaders to prove that a 
task, duplicate step or manual check disappeared after the technology went live. 

 

2. Feedback is not the same as fix-through 

The fix-through gap is the distance between a clinician identifying a workflow problem and the organization visibly 
changing the workflow. The Clinician Reality Gap survey found 72% reporting that EHR/workflow feedback rarely produces 
a visible fix, while the Work-Removal Pulse found only a minority can identify a visible fix within 90 days of reporting a high-
burden issue. 

Fix-through KPI Result Why it matters 

Clinicians can submit workflow problems, but visible fixes rarely follow 72% Feedback channels without authority create 
credibility loss. 

Workflow tickets are often closed administratively while the underlying workflow remains 
unchanged 64% Ticket closure can obscure unresolved burden. 

Organizations collect clinician input more often than they fund or staff fixes 68% Governance becomes performative without 
implementation capacity. 

Can point to a visible workflow fix within 90 days of reporting a high-burden issue 18% Fix-through is the missing governance metric. 

Want executive owners assigned to unresolved high-burden workflows 81% Ownership must move beyond committees. 
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3. AI is producing output faster than it is removing work 

The AI question has matured. It is no longer enough to ask whether AI is enabled. Black Book’s net-labor test asks whether 
AI reduces total work after review time, correction time, handoff time, governance time and risk management are 
counted. 

 
Figure 5. AI Net Labor Impact among current clinician AI users, n=1,069. 

AI KPI Result Interpretation 

Respondents exposed to at least one AI-enabled workflow 55.7% AI is no longer experimental noise; it is entering 
production workflows. 

Current AI users reporting meaningful net work reduction 19% Output generation has not yet become reliable labor 
reduction. 

Current AI users saying AI saves time in one task but adds review/correction elsewhere 46% AI creates a new human review economy. 

AI users saying AI shifts work or adds risk/work 26% Work may move across roles rather than disappear. 

Clinicians saying AI should be judged by net work removed after review/correction is 
counted 82% The new AI proof standard is net labor impact. 

 

4. Nursing documentation is the hidden AI mismatch 

Nursing burden is not physician burden with a different badge. Nursing documentation is shift-based, multi-patient, 
interruption-heavy, quality-measure intensive and tightly connected to medication administration, handoff, discharge 
readiness, care coordination, patient education and regulatory evidence. 

Nursing-specific result, n=1,154 % Estimated n 

EHR documentation sequence does not match nursing work 72% 831 

Duplicate flowsheet or care-plan documentation occurs weekly 68% 785 

Physician-style ambient note tools miss the primary nursing burden 59% 681 

Bedside nurses were not sufficiently involved in documentation AI decisions 62% 715 

Shift handoff still requires side notes, paper, or unofficial lists 55% 635 

Nurses rank duplicate documentation removal above ambient note generation 76% 877 

Nurses say AI should target handoff, med-pass, discharge readiness and redundant regulatory fields first 73% 842 
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Provocative interpretation 

The fastest way to disappoint nurses with AI is to give them a physician documentation product and call it nursing 
innovation. 

 

5. Payer friction is being misdiagnosed as EHR friction 

Payer requirements, prior authorization, coverage checks and medical-necessity documentation often appear inside the 
same workflow where clinicians document care. As a result, payer friction can be misread as EHR friction even when the 
root cause is benefit design, coverage policy, revenue cycle process or staffing model. 

Payer-at-bedside result % Estimated n 

Weekly care disruption from payer requirements 60% 1,151 

Prior authorization delays orders, imaging, procedures or prescriptions 57% 1,094 

Payer status checks occur outside the EHR workflow 49% 940 

Medical-necessity documentation changes note content or length 47% 902 

Discharge, placement, medication or DME approval delays patient flow 45% 864 

Payer burden is frequently misread as EHR burden because it lands inside the clinical workflow 66% 1,267 

Payer-workflow redesign requires shared ownership across clinical ops, RCM and managed care 81% 1,554 

 

6. The digital front door created a side door into clinician workload 

Digital access initiatives can improve patient visibility while also creating unplanned work if staffing, triage, routing, 
compensation and automation support do not scale at the same time. 

Digital front-door result % Estimated n 

Patient-message volume has grown faster than staffing 64% 1,228 

Clinicians are asked to resolve questions that should be routed elsewhere 58% 1,113 

Portal messages create after-hours work at least weekly 52% 998 

Digital intake creates reconciliation work rather than eliminating it 53% 1,017 

Message ownership rules are unclear by role or specialty 46% 883 

Digital access tools were expanded before staffing, routing and triage redesign were ready 69% 1,326 

Patient-access metrics should include clinician workload created per digital interaction 77% 1,478 
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7. Clinicians see low-value health IT before finance sees shelfware 

Clinicians rarely know contract price, but they can identify whether a tool reduces labor or merely organizes it. This is the 
frontline signal of technology value leakage: paid tools that add screens, queues, messages, dashboards or review work 
without clearly removing work. 

Questioned tool category % flagging 
low value Estimated n 

Digital intake forms requiring re-entry 61% 1,171 

Dashboards that do not change frontline workflow 57% 1,094 

Patient messaging/front-door tools without staffing 55% 1,055 

Prior authorization automation with limited payer coverage 52% 998 

AI documentation outputs requiring heavy review 50% 960 

Buyers should require proof of work removed before renewal 83% 1,036 

Clinicians say a tool should not be called successful unless a prior task disappears 80% 998 

 

8. Vendor demonstrations do not equal bedside proof 

The report does not rank vendors or attack vendor participation in health IT improvement. It asks a buyer-side value 
question: does the demonstrated capability remove work in production after local build, training, staffing, governance, 
integration and review requirements are counted? 

Demo-to-bedside KPI Result Interpretation 

Vendor demos often show capability but not production burden reduction 68% Capability must be tested against frontline work 
removal. 

Technology is often presented to executives before frontline users validate workflow fit 63% Executive interest can outrun user validation. 

Most persuasive proof is before/after work removal, not screenshots or demos 86% The market is asking for evidence, not feature 
theater. 

Vendor case studies understate implementation, review, staffing or governance burden 61% Published outcomes can hide operational cost. 

Organizations should require user-validated proof before enterprise scaling 84% Scale should follow evidence of work removed. 
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Root cause: clinicians blame an ecosystem, not one 
villain 
The survey design deliberately separated product design from local configuration, payer requirements, regulatory 
documentation, staffing, interoperability, training and governance. Respondents selected up to three root causes of 
inefficient digital work. 

Selected root cause % Estimated n 

Payer rules, prior authorization, coverage checks 64% 1,228 

Local build/configuration and workflow design 61% 1,171 

Regulatory, quality or billing documentation 58% 1,113 

Patient portal and inbox demand 54% 1,036 

Vendor product design or usability 49% 940 

Staffing model or role design 46% 883 

Interoperability and data reconciliation 44% 844 

Training, personalization or optimization gap 37% 710 

AI review, correction or governance burden 31% 595 

Support tickets closed without workflow change 29% 557 

 

Buyer-side implication 

No single vendor, department or policy lever explains the burden. Work removal requires shared accountability among 
clinical operations, informatics, IT, revenue cycle, managed care, access, training, procurement and executive leadership. 
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Vendor-agnostic action framework 

Problem exposed Required action Metric Black Book recommends 

Duplicate documentation Establish one-data-element, one-authoritative-entry governance Duplicate fields retired 

Feedback without fix-through Publish fix-through rate by workflow category and owner Visible fix within 90 days 

AI cleanup burden Measure net labor impact after review, correction and escalation AI Net Labor Impact Score 

Payer-at-bedside friction Integrate payer status visibility into clinical/RCM workflows Manual payer touches eliminated 

Digital front-door backload Fund triage/routing/staffing before expanding access Clinician work created per digital 
interaction 

Open clinical loops Assign named owner, status visibility, due date and escalation path Loop closure reliability 

Low-value tools Require utilization, labor reduction and renewal justification Technology Value Leakage Score 

Interoperability not usable Measure time to usable outside record, not connection count Decision-ready data rate 

Nursing workflow mismatch Redesign around shift, handoff, med-pass and discharge workflows Nursing Workflow Fit Score 

Demo-to-bedside gap Require production evidence from actual users before scaling Before/after work removed 

 

Executive and board implications 

• CIOs and CMIOs should stop presenting go-live status as the end of digital transformation and start reporting what 
work was removed after go-live. 

• CNIOs should separate nursing documentation modernization from physician note automation and require nursing-
specific workflow fit metrics. 

• CFOs should connect low-value tool exposure to renewal discipline, utilization audits and labor-reduction evidence. 
• RCM and managed-care leaders should treat payer friction as a clinical workflow issue, not only an administrative or 

back-office problem. 
• AI governance committees should require every AI output to carry owner, escalation path, closure metric and net 

labor evidence. 
• Boards should ask whether clinical risk is being created by open loops that appear digitally recorded but remain 

operationally unfinished. 
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Methodology and confidence language 
The research program includes two core clinician survey streams and a timed Work-Removal Pulse. Percentages are 
rounded. Multiple-response items can exceed 100%. Subgroup findings should be interpreted according to respondent 
cell size, especially for smaller licensed clinician groups or market-specific slices. 

Study component Respondent base Estimated maximum sampling error under 
simple random assumption Notes 

Clinical Loop Closure 
Index 

2,098 clinicians across U.S., 
Canada, U.K. and Australia Approximately ±2.1 percentage points 

Regional margins are wider; U.S. n=1,072, 
Canada n=473, U.K. n=495, Australia n=58. 

Australia should be read directionally because 
of its smaller base. 

Clinician Reality Gap 1,919 multidisciplinary clinicians Approximately ±2.2 to ±2.3 percentage 
points 

Nurse-heavy sample strengthens nursing 
documentation and frontline workflow findings. 

Work-Removal Pulse 1,248 actual users and workflow 
stakeholders Approximately ±2.8 percentage points Timed pulse focused on controversial value, 

AI, fix-through and work-removal questions. 

 

Independence and survey integrity 

Black Book’s survey architecture is vendor-agnostic and KPI-specific. Respondents are asked about the work they 
personally perform, the systems and workflows they use, and whether digital tools remove work, shift work, create work 
or leave work unresolved. 

The research is independent of EHR vendor influence, consulting firm sponsorship, health system affiliation, payer 
sponsorship, implementation partner sponsorship, technology supplier editorial control, vendor-supplied customer lists, 
vendor-directed respondent recruitment, complimentary event attendance incentives, vendor-client attendance 
sponsorships and supplier review or approval of findings. 

No vendor, consulting firm, payer, implementation partner, investor, health system sponsor or technology supplier 
controlled the survey instrument, sampling, tabulation, scoring, analysis, graphics, report language, conclusions or 
timing. Results are presented in aggregate and do not identify individual respondent organizations. 

Research interpretation limits 

Survey research remains subject to response, selection, recall and nonresponse bias. Results should be interpreted as 
respondent-reported workflow experience, not as technical system audits. Market and role comparisons are strongest 
where respondent bases are larger and should be treated directionally where cells are small. Black Book’s emphasis is 
not on punitive vendor ranking in this report, but on work-removal evidence that buyers, users, vendors and governance 
leaders can apply across environments. 
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Appendix A: Work-removal survey instrument excerpts 
The following question bank summarizes the types of items used to convert the work-removal concept into measurable 
KPIs. 

Survey module Representative questions 

Work removed Which digital initiatives removed a measurable task, duplicate step, manual check or workaround? How many minutes per 
day or shift were returned? 

Loop closure After an order, referral, result, authorization, message, AI task or discharge event occurs, is the status visible from initiation to 
closure? 

Fix-through When you submit a workflow problem, is it acknowledged, prioritized, funded, fixed and communicated back to users? 

AI net labor Does AI reduce total work after review, correction, validation, escalation, accountability and governance time are counted? 

Payer friction Which payer requirements interrupt clinical workflow weekly? Which payer tasks occur outside the EHR/EPR/EMR workflow? 

Digital front door Has portal, app, inbox or digital-access volume grown faster than staffing, routing, triage, compensation or automation 
support? 

Low-value tools Which paid tools add screens, queues, messages, dashboards or review work without clearly removing labor? 

Vendor proof Which vendor-demonstrated capabilities have production evidence of before/after work removal from actual users? 
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Appendix B: About Black Book Research 
Black Book Research conducts independent market research, user-experience studies, buyer intelligence and 
performance evaluation across healthcare technology, clinical operations, financial workflows and administrative 
services. Black Book research emphasizes respondent-driven evidence from stakeholders who use, buy, implement, 
govern and support healthcare technology in real operating environments. 

Black Book’s healthcare research programs focus on actual user experience, operational outcomes, performance 
indicators, workflow burden, buyer value, implementation realities and vendor-agnostic market intelligence. The firm’s 
approach emphasizes transparency, clear KPI construction, multidisciplinary respondent bases and independence from 
vendor or sponsor control. 

Source context 

This report incorporates the established Black Book Clinician Reality Gap and Digital Entry Is Not Clinical Completion 
research streams, including the 1,919-clinician burden-removal survey and the 2,098-clinician four-market Clinical Loop 
Closure Index. It also incorporates the timed Work-Removal Pulse package developed to test the most controversial and 
market-facing questions around work removed, AI review burden, fix-through, vendor proof and health IT value leakage. 


