
When an electronic health record works well, it feels almost invisible. Orders land where they should, notes show
up with the right context, results are acknowledged quickly, and handoffs do not become scavenger hunts. When
it doesn’t, the EHR becomes a maze made of tabs, placeholders, and half-copied information, and communication
gaps appear where patient safety depends on continuity.

Most teams blame the software first. That’s rarely the whole story. The more common cause is process and habits:
how people document, how they message, what they assume others will read, and how the system behaves when
timing is off. Care team collaboration in an EHR is less about having every tool turned on and more about building
reliable “meaning” into workflows so the right clinician receives the right information at the right moment.

Why gaps happen inside the EHR
Communication gaps rarely start with malice. They start with friction. The EHR asks clinicians to record structured
data, click through documentation templates, reconcile medication lists, and sign off on tasks, often in bursts
between patients. Those bursts create time pressure, and time pressure changes behavior. People simplify. They
reuse old language. They defer updates to “later,” which is where later becomes ambiguous.

A few patterns show up again and again:

First, information is siloed by function. A problem list item might live in one place, a plan might be in another note
section, a critical result might appear in a results tab that not everyone checks with the same diligence. If your care
team expects that “someone will see it,” but different roles have different habits, the message dies somewhere
between tabs.

Second, the EHR turns communication into artifacts. A clinician writes “spoke with patient” but does not include
what changed. Another clinician reads the note but not the implicit action that followed. The record may look
complete to the original author and incomplete to everyone else.

Third, timing matters more than people think. Discharge summaries, consult notes, and lab panels arrive at
different speeds. Some results post instantly, others batch overnight. If the team’s handoff assumes synchronized
timing but the EHR actually delivers asynchronously, gaps appear at transitions.

Finally, roles are not interchangeable. A nurse, a hospitalist, a specialist, a pharmacist, and a case manager all work
in different rhythms and scan the record differently. Even if everyone has access, access is not the same as
attention.

The practical difference between “documenting” and “communicating”
Good EHR documentation is not the same thing as effective communication. The record has to survive beyond the
moment the author is thinking about it. That’s where teams run into trouble: they write for compliance, not for
continuity.

A common example is the instruction that seems clear in the moment: “Hold diuretics and recheck labs tomorrow.”
If that line ends up in a free-text plan without being linked to a specific medication order, the next clinician might
interpret it as advice rather than an actionable instruction. Worse, a pharmacist performing medication
reconciliation might not see the free-text directive at all, especially if it’s buried in a long note.

The fix is not “write more.” It’s “write in a way that changes actions.” That often means anchoring statements to
the medication list, the order set, the task workflow, or the specific follow-up time window the team expects. When



the EHR supports structured orders and tasks, teams should use them deliberately, because that is how the
system carries meaning across roles.

I’ve watched this play out during a weekend coverage period. A patient’s potassium was trending up, and one
clinician documented dietary counseling and “continue to monitor.” The inpatient dietitian saw the note, but the
covering resident who handled the next day’s orders did not. Without a clear linked follow-up action, the resident
repeated lab checks but did not adjust the plan. The patient improved with time, but the workflow created an
avoidable delay. If the original entry had included a specific lab trigger and an order-level action, the gap would
have been smaller.

Designing handoffs that the EHR can actually carry
Most EHRs offer multiple communication pathways: messages, sign-off tasks, shared notes, order entry fields, and
sometimes secure messaging tied to patient charts. Collaboration improves when teams treat these pathways as a
system, not as options.

The first principle is to separate what needs to be read from what needs to be done. Reading is passive. Doing is
active. If an update changes an order, a task, a timing requirement, or a monitoring parameter, it should enter the
“doing” pathway. If it only requires awareness, it may remain in documentation, but it should still be easy to find.

Second, teams should standardize the “where to look” rule. People scan. If your care team has a habit of looking at
a specific section, a specific flowsheet, or a specific task list, make that habit part of training and orient everyone to
it during onboarding and role transitions.

Third, build redundancy intentionally for high-risk transitions. Redundancy can sound wasteful until you see the
failure mode. High-risk changes, like anticoagulation decisions, antibiotic de-escalation, oxygen requirements, or
dialysis scheduling, deserve multiple carriers: a concise statement in the note plus a task or order-level item that
forces acknowledgment. You don’t need redundancy for everything, but when the risk https://vivasoftltd.com/b2b-
custom-software-development/ is real, relying on a single carrier is how small gaps become big ones.

Make actions visible: the “anchor and escalate” approach
A useful mental model for EHR communication is anchor and escalate.

Anchor means the message is tied to a concrete item the system recognizes: an order, a task, a flowsheet field, a
result follow-up entry, or a medication reconciliation action. Escalate means the team has a clear escalation path if
the action is not acknowledged. Some systems support escalation by role and timing. Even when they do not,
teams can approximate escalation through task ownership rules and time-based handoff expectations.

Here’s a concrete way this looks in daily care:

A patient is admitted for community-acquired pneumonia. Culture results may not return for a couple of days, but
the initial therapy needs a plan. The clinician documents “reassess antibiotics when cultures result.” Without
anchoring, that plan can become an optional thought. Anchoring turns it into an actionable follow-up: create a
task for the responsible clinician to review cultures and adjust therapy by a specific time, or enter a structured plan
that signals review criteria. Escalation ensures that if the task sits unacknowledged beyond a defined window, the
system routes the task again or prompts the covering clinician.

This approach reduces communication gaps not by changing what clinicians write, but by changing how the EHR
carries intent.

https://vivasoftltd.com/b2b-custom-software-development/
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What “good” looks like in day-to-day collaboration
Good collaboration shows up in small, repeatable behaviors. It is less about grand process maps and more about
how people handle the moments where ambiguity is most likely.

A nurse triages a new symptom and sees a lab value. The nurse needs to know what thresholds matter and who
acts when thresholds are crossed. That information belongs in an agreed plan, not in a note paragraph that only
one clinician reads.

A pharmacist reviews medication reconciliation and sees a change made by a provider in the morning note. The
pharmacist needs it structured enough to support safe reconciliation. If the change is only in free text, the
pharmacist may have to interpret it or miss it.

A resident signs out to a new team overnight. The handoff should not force the oncoming clinician to read every
note. It should point to the active problems, the pending results that matter, and what decisions are expected
next. When the EHR can surface these items as tasks or summary fields, handoffs get safer.

I once worked with a hospital unit where the overnight team started each shift by checking a specific task list view
rather than scanning notes. They found that when the day team used tasks consistently for pending results and
decision points, the overnight handoffs became shorter and fewer issues went unaddressed. The technology was
not the magic. The behavior change was.

A practical checklist for EHR entries that reduce gaps
Teams often ask for a simple way to improve. You can get a lot of mileage from focusing on how entries are
written and where they point.

Anchor instructions to an order, task, or clearly named follow-up item in the EHR

Include timing and triggers, such as “repeat in 6 hours” or “review when results post”

State the decision owner when responsibility is not obvious, especially across roles

Avoid ambiguous references like “see prior note” when the EHR view might not include it

Write one or two sentences that a covering clinician can act on without extra context

That checklist sounds basic, but it forces authors to think about how the information will travel, not just how it will
be read.

The “handoff surfaces” that teams should agree on
Every EHR has the concept of where information is easiest to find: problem list, medication list, active orders, result
review, summary views, and clinical notes. The problem is that teams often treat these surfaces as personal
preferences.

A collaboration-friendly strategy is to agree on handoff surfaces by role and clinical risk. For example, nurses
typically rely heavily on flowsheets, medication administration records, and active orders. Physicians may rely on
the problem list and assessment plan, but also on pending orders and results tasks. Pharmacists need a clear
medication list and a way to detect intentional changes.

When roles disagree about which surface is authoritative, communication gaps become structural. One clinician
says, “I put it in the note.” Another clinician says, “I only act on orders.” Neither is fully wrong. The EHR simply does
not unify their perspectives without intentional process.



Managing the tricky edge cases
Most communication breakdowns are not caused by missing information. They’re caused by information that is
present but misleading in a specific edge case.

When multiple plans exist

Patients change quickly. A plan might evolve across multiple notes. If the EHR does not make it clear which plan is
current, covering clinicians may act on the older intent. The solution is not to delete history. It’s to clearly mark
what changed and why, and to ensure the active order set reflects the most recent plan.

When results post after the responsible clinician leaves

A late lab result, a critical value, or a microbiology update can arrive after handoff. The responsible clinician might
not be the one who sees it first. Your system should have a way to ensure results are acknowledged and acted
upon, with ownership that persists across shift changes.

A key judgment call is defining what counts as “must act immediately” versus “review at next round.” You can
reduce gaps by aligning thresholds with your care pathways and documenting that alignment.

When documentation lags behind reality

Sometimes the action is taken but the record is updated late. For example, a clinician changes an order verbally
and later documents it. If another team member checks the EHR before documentation lands, they act on
outdated data. The fix is not always “document faster.” It’s to align systems and workflows so the act of ordering is
the carrier of intent. The EHR should reflect the current state promptly when possible, and tasks should be created
at the moment of the decision, not hours later.

When the patient’s context changes but the template doesn’t

Templates are helpful. They also preserve assumptions. A common example is when a template includes default
statements that do not apply to the current situation, like “patient remains NPO after midnight” when the plan
changes. Inconsistent template use can create communication gaps because the record looks accurate but it is not.
Teams reduce this risk through template governance, local customization, and periodic audits of common template
misuses.

Build a “closed loop” for critical communications
The safest EHR communication systems create a closed loop: message sent, receipt acknowledged, action taken,
and outcome recorded. Not every interaction needs full closed loop behavior, but critical items should.

Critical communication usually includes things like unstable vital trends, critical lab values, rapid medication
changes with high risk (like anticoagulation holds), and changes in code status. A closed loop prevents the most
harmful failure mode: “I thought someone saw it.”

Closed loop doesn’t mean every message needs a formal read receipt if your tools cannot support it. It does mean
you define an operational equivalent: task acknowledgment, a documented review, or an order-level action that
forces attention. If your unit relies on free text alone for critical items, gaps are likely.

Choose collaboration defaults, then train to them



One reason EHR communication breaks down is that there is no shared default. People improvise based on
personal style. That works until a different shift, a new clinician, or a new role takes over.

Collaboration-friendly default behaviors include:

How pending results are surfaced (and which view is checked)

How tasks are assigned (and who can reassign)

How urgent changes are escalated

How follow-up plans are documented

What gets added to the problem list versus left as a note paragraph

Training is where these defaults become muscle memory. But training cannot be a one-time event. You need
reinforcement at handoff points, onboarding, and periodic review. Otherwise, old habits return quietly, especially
when staffing is tight.

Measuring whether gaps are improving
Teams often struggle to measure “communication” because it feels subjective. You can still track defensible proxies
without pretending they capture everything.

A few operational metrics can indicate whether collaboration in the EHR is improving. Examples include time from
critical result posting to documented acknowledgment, number of missed follow-up tasks, frequency of order
clarifications, and the occurrence rate of “duplicate work” where a team repeats an already completed task because
the state was unclear. These metrics need careful interpretation, since documentation delays and staffing variation
affect the numbers.

The most useful approach is to pair a quantitative signal with a qualitative review. If a spike happens, review actual
cases to see what failed, whether the EHR entry was unclear, whether task routing broke, or whether the workflow
relied on someone reading the wrong surface.

If you do not have the ability to extract these metrics directly, you can still audit charts manually. Focus on a small
set of communication-heavy situations, like discharge follow-up, anticoagulation changes, or culture review, and
compare cases before and after workflow changes.

Where teams get stuck, and how to move past it
A predictable challenge is resistance to changing documentation style. Clinicians worry that structured instructions
will create extra clicks. Others worry that task workflows will add inbox burden. Those concerns are real.

The way out is to prioritize high-leverage changes. If you ask teams to modify everything at once, adoption will
fail. Instead, start with the areas where the consequences are high and the ambiguity is common. Critical results
follow-up is often a good first target, because the risk is obvious and the workflow can be standardized.

Another stuck point is when leadership wants technology changes without process changes. Turning on a new
messaging feature rarely fixes a communication gap if tasks and ownership are still unclear. The EHR is a carrier. If
you don’t agree on what the carrier is supposed to carry, the system just moves the ambiguity faster.

Finally, some teams get stuck because they assume communication gaps are inevitable. They are not. Gaps are
usually the result of design decisions, including how handoffs are structured, which fields are populated, and how
roles are expected to respond. That means improvements are possible through targeted alignment and consistent
practice.



A short scenario that shows the difference
Consider a patient with heart failure who is admitted with shortness of breath. The plan involves diuresis, daily
weights, electrolyte monitoring, and a decision point for adjusting medications based on kidney function. The day
team documents the plan in a narrative paragraph and mentions that “orders will reflect changes.” The night team
arrives and sees pending lab orders but does not see a task for reviewing electrolyte trends or adjusting
medication thresholds.

In the EHR, the information exists, but the communication gap is between narrative documentation and action.
The night clinician runs the diuretic regimen based on the initial plan rather than the updated kidney function
trend, because the updated intent was not anchored to orders or tasks in a way that survives shift change.

In a collaboration-improved approach, the day team anchors decision thresholds to an order-level plan and
creates a task that routes electrolyte review to the responsible clinician before the next medication decision. The
note still exists for context, but the EHR carries the operational intent. When the night team checks the task view,
they do not have to guess what changed.

Same patient, similar clinicians, different system behaviors and workflow design. The communication gap shrinks
because intent is portable across the care team.

Practical next steps for a real unit
If you are trying to improve collaboration in your EHR environment, the fastest path is to focus on a narrow set of
workflows, pick one or two high-risk handoff moments, and align the team around a shared set of expectations.

Start by identifying where communication gaps are most costly. It might be medication changes after specialty
consults, follow-up on pending results after discharge, or culture review in the middle of antibiotic courses. Then
decide what “closed loop” means for those moments in your unit, using the tools your EHR can support.

You do not need a huge transformation plan. You need consistency. Teams improve when they agree on the
surfaces people check, the meaning of documentation fields, and how actions are routed and acknowledged.

And keep the bar pragmatic. If you require clinicians to do additional work that the system cannot support, you
will lose compliance. The goal is to reduce unnecessary effort by making the record carry clearer intent, not to
create a new documentation burden that clinicians will bypass under stress.

When collaboration in the EHR becomes reliable, the impact is felt immediately, less firefighting, fewer clarifications,
fewer “I didn’t see that” moments, and decisions that move with the patient rather than with the clock.


