
Clinical care rarely fails because clinicians can’t think. It fails because the right information does not reach the right
person at the right time, in a usable form. Most of the friction shows up where documentation meets workflow:
notes that are technically “complete,” but not operationally useful, orders that are placed without the context the
next team needs, and handoffs that depend on institutional memory rather than captured details.

An electronic health record can reduce those gaps, but only when the workflow is designed for how care actually
moves. Streamlining EHR documentation and care coordination is not about typing faster. It is about building
pathways that make it easier to capture what matters, route it to the right places, and verify that follow-up
actually happens.

Why documentation becomes a workflow problem
When people talk about documentation quality, they often focus on completeness. In practice, quality also means
accessibility. A note can be long and still be hard to use. For care coordination, the most valuable information is
usually specific and time-sensitive, such as:

What changed today, and why

What the patient needs next, and when

Who owns the next step

What risks we are trying to avoid

In many clinics, documentation tasks are scattered across separate screens and separate moments in the visit. The
clinician closes the loop on one problem, moves on, and then later tries to reconstruct the visit from memory. That
is when critical context gets lost or flattened into generic language.

I have seen this play out in discharge planning. A patient is stable, the discharge summary is drafted later in the
day, and the summary includes “follow up with PCP” without documenting the medication reconciliation details
that mattered during the hospitalization. The PCP then has to sort through the chart, reconcile changes, and hope
no nuance was missed. The patient experiences delays or conflicting instructions, not because anyone was careless,
but because the workflow did not force the right details into the right handoff.

The hidden cost of “documentation after the fact”
Most EHR frustration is not the act of charting itself. It is what happens after the charting is done.

When documentation is completed after clinical decisions, it often lags behind the workflow. The order is placed,
instructions are given, and electronic health record reporting then the note is edited later. If a detail is missing, it
is discovered late: by the receiving clinician, by a pharmacist during reconciliation, or by a case manager trying to
schedule services.

That late discovery triggers extra work. It also increases the likelihood of incorrect assumptions. For example, a
referral can be entered, but the reason for referral is buried in a narrative that the receiving team never reads. Or
the referral is entered with a diagnosis code, but the functional status relevant to that diagnosis is not included in
the note where the referral reviewer expects to find it.

Even with good systems, the EHR can become a bottleneck if the workflow treats documentation as a downstream
task rather than an integrated part of care coordination.
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Designing around handoffs, not screens
A useful way to think about EHR workflows is to map them to handoffs. Care coordination is essentially a chain of
responsibility transfers:

Patient to clinician within a team

Clinician to clinician across specialties

Facility to facility across settings

Team to community resources

Each transfer has a “minimum viable payload” of information. The payload can vary by setting, but the principle
holds: you want what the next recipient needs, formatted for their workflow, captured close to the decision that
generated it.

When EHR systems are configured well, they help clinicians produce that payload without slowing down the visit.
When configuration is weak, clinicians fall back to free-text narratives and personal workarounds. Both may be
necessary at times, but the workflow should not rely on workarounds as the default.

A practical example: in some practices, clinicians use a custom template that forces the encounter note to populate
fields used by the care manager, such as housing status, transportation barriers, medication affordability concerns,
and mobility limitations. The template can still include free text for nuance, electronic health record (EHR) but it
prevents the most coordination-sensitive details from being “somewhere in the story.” That difference matters
when a case manager triages tasks the same day.

Standardize what can be standardized, individualize what cannot
Streamlining does not mean making every note the same. It means reducing variation where variation causes
operational failure.

In real workflows, some data elements are consistently needed across transitions. Examples include medication
changes, problem list status, and follow-up timing. Standardization helps those elements show up in the same
place every time, enabling downstream automation, reliable review, and fewer “where did it say that?” moments.

At the same time, individualization is essential for clinical judgment. Two patients with the same diagnosis may
have very different risk factors and constraints. A standardized field for “barrier to care” is more useful when it
allows structured options plus a short free-text explanation. Otherwise, the clinician either over-explains in a field
that cannot hold enough detail, or under-explains and leaves the receiver guessing.

The best workflows give clinicians controlled freedom: structured prompts that guide capture, plus space for what
is truly contextual.

Building blocks of an effective EHR workflow for care coordination
Most successful improvements I’ve seen share a few design patterns. They focus on routing, timing, and
verification.

First is timing. If discharge instructions depend on labs or imaging results, the workflow should include a
checkpoint that updates instructions when those results land. If prior authorization depends on functional status,
the workflow should ensure functional status is captured before the authorization request is submitted.
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Second is routing. The EHR should do more than store information. It should route the right message to the right
team and support escalation if it does not get handled. When routing is weak, clinicians end up copying
information into multiple places or sending messages that compete with other inbox traffic.

Third is verification. Documentation needs a “did we do what we said” layer. If the note says follow-up is arranged,
the workflow should confirm that an appointment request was sent and track its completion status. If the note
says a medication was reconciled, the workflow should ensure the reconciliation step is not silently bypassed.

These patterns sound abstract, but they show up in small details: default timestamps, required fields only when
they matter, and prompts that appear at the moment of decision rather than after.

Template design: the difference between fast and reliable
Templates are the most visible EHR tool, and they can either streamline care or create new failure modes. A
common failure mode is templates that are optimized for billing compliance rather than coordination. They may
include many sections, but the sections that downstream teams need most are optional, poorly labeled, or buried
in long narratives.

When templates are designed for coordination, they often include:

A short “care coordination summary” area that captures the payload for the next team

Structured checkboxes or controlled language for key barriers and action items

Default placement of follow-up information in the same location each time

A second failure mode is templates that become too rigid. Clinicians then fight the form, skipping sections or
entering data in a way that does not reflect clinical reality. That creates inaccurate structured fields, which can be
worse than missing data because the system will treat it as reliable.

The practical compromise is to keep the most coordination-sensitive elements structured, while allowing free text
for complex reasoning. If you require too many fields, clinicians spend time chasing documentation rather than
caring for patients. If you require too few, the next team cannot act.

I often recommend measuring workflow outcomes, not just documentation completion. For example, track how
often follow-up instructions are missing from discharge notes, how frequently medication reconciliation is flagged
as incomplete, and how often referrals require rework because the receiving team could not act on the referral’s
documented rationale.

Medication reconciliation: where coordination breaks most often
Medication reconciliation is often treated as a checkbox task. In reality, it is the bridge between clinical decision-
making and patient safety after transitions.

The EHR helps most when medication reconciliation is integrated into the visit workflow and the transition
workflow, rather than treated as an afterthought. The key is ensuring that changes made during the encounter are
reflected in the medication list promptly, and that the “why” and “what changed” are captured in a way that
someone else can understand quickly.

In a discharge workflow, a common problem is that medication reconciliation is completed, but the discharge
summary does not clearly state what was stopped, what was started, and what the patient should do if symptoms
occur. The patient may receive discharge instructions verbally, but the documentation does not provide the same
information in the same structure the next clinician can rely on.



A smoother workflow includes clear communication of:

intentional discontinuations, not just “med list cleaned”

dose changes with a rationale if it is clinically meaningful

follow-up needs tied to those changes, such as lab monitoring or symptom checks

The EHR can support this through structured fields and smart phrases that reduce repetitive typing. The important
part is that these fields are used consistently, with enough flexibility to reflect genuine clinical decisions.

Notifications and message routing: make the EHR earn its inbox
privileges
Care coordination often depends on messages, tasks, and notifications. That is where EHR systems can either help
or overload teams.

When message routing is poorly configured, clinicians receive duplicate requests, irrelevant alerts, and long threads
that bury the actionable item. They then respond late or not at all, and the workflow is blamed. In reality, the EHR
delivered the right information, but not in a way that fits the team’s attention.

Streamlining involves:

limiting notifications to what truly requires action

using standardized message formats so recipients can find the actionable parts quickly

aligning message urgency with clinical risk

ensuring acknowledgments and task statuses update reliably

One detail I like to see is a consistent “subject line” structure for referral messages or task requests. Even if the
content is variable, the receiver can scan the message list and know whether it is time-sensitive, routine, or
requires clinical review.

Another improvement is escalation logic. If a task is acknowledged but not completed, the workflow should
prompt the appropriate escalation path rather than leaving it to manual checking.

Coordinated care across teams: aligning documentation with
ownership
Documentation is not just for records. It is a way of distributing ownership.

When a note says “patient will see cardiology,” the receiving cardiology team still needs to know who requested
the consultation, why it was requested, what was ruled out, and what clinical questions remain. The EHR can make
that possible by linking the consult request to the note and by surfacing the relevant questions in the request.

Likewise, primary care teams need to know what the specialist team expects next. If a specialist plans a medication
trial, the PCP needs to know the criteria for success, the target timeframe, and what monitoring should be
arranged. Without that, the PCP’s “follow-up visit” becomes guesswork.

The workflow must align with how teams actually coordinate. Some organizations use case managers. Some use
population health nurses. Some rely on care coordinators shared across departments. The EHR should route tasks
to the actual role that can close the loop, not just to a generic team inbox.

A practical checklist for streamlining without breaking clinician trust



Most workflow projects fail when they focus on system configuration but ignore clinician adoption. People stop
using workflows that feel punitive, slow, or unreliable.

Here is a short set of questions that help keep changes grounded:

Does the workflow capture the coordination-critical details at the moment of decision, not hours later?

Can clinicians complete it without hunting for fields across multiple screens?

Are the receiving teams able to find the information quickly in their own workflow views?

Is there a mechanism to verify follow-through, such as appointment status, task completion, or medication
reconciliation sign-off?

When something unusual happens, does the workflow still work, or does it force inaccurate data?

If you can answer these with confidence, adoption is usually easier. If you cannot, the workflow may look clean on
paper but collapse under real cases.

Measuring what improved, not just what changed
Streamlining is hard to prove if you only measure documentation volume. You want to measure care coordination
outcomes and operational reliability.

Possible measures include:

time from discharge order to the sending of referral or follow-up requests

rate of missing medication reconciliation elements in discharge summaries

frequency of “referral returned for additional information”

patient experience metrics related to scheduling and instructions, when available through surveys

staff time used to correct incomplete documentation

In many settings, you can also do “chart audits” that focus on the receiving perspective. For example, sample
discharge summaries and ask: would a PCP be able to implement the plan on the first follow-up visit without
additional back-and-forth? If the answer is often no, the documentation payload still does not meet operational
needs.

Be careful not to chase perfection. A workflow that reduces failures by 30 percent can be meaningful even if it does
not eliminate all issues. The goal is to lower the baseline risk and reduce the burden of rework.

Edge cases that break “optimized” workflows
No workflow design survives contact with reality unless you plan for edge cases.

One edge case is the urgent add-on visit. A patient comes in with a new complaint. The clinician needs to update
the plan and coordinate follow-up quickly, but the encounter template may not match the scenario. If the
workflow is too rigid, the clinician either skips required fields or enters quick approximations. Both can create
downstream problems.

A second edge case is patients with incomplete records. You may have missing outside medical records, unclear
medication lists, or partial immunization history. The EHR should support a “known unknown” state, so the
workflow can represent uncertainty without pretending it is complete.

A third edge case is clinician turnover and role changes. Templates and workflows that depend on one champion
can degrade when new staff join. This is why training should focus on the intent behind the workflow, not just the



clicks. The EHR should make the right action the easiest action, independent of who built it.

These edge cases are not rare. They are the reason streamlining should prioritize resilience over elegance.

Choosing between automation and human review
Automation in EHRs can improve consistency, but it can also amplify errors. The best approach is to automate the
predictable parts and preserve human review where clinical judgment is essential.

One way to frame the trade-off is to compare what automation can reliably do versus what needs a clinician’s
confirmation:

| Workflow component | Where automation helps | Where human review is usually necessary | |---|---|---| | routing
tasks to teams | consistent message delivery, standardized destinations | when clinical urgency is ambiguous or risk
level changes | | populating structured fields | repeatable data elements like follow-up dates, medication change
types | when the narrative rationale is complex or contested | | medication list updates | reducing manual re-entry,
highlighting potential discrepancies | when outside records conflict or adherence is uncertain | | completion
tracking | verifying that steps were initiated and closed | when a “closed” status may be inaccurate or outside the
system |

The right balance depends on your setting. Some organizations can automate more because they have strong
governance and reliable data. Others need more human checks because data quality varies.

A useful principle is that automation should be “boring.” It should handle stable tasks smoothly, while exceptions
should trigger review rather than silently pass through.

Getting buy-in: the workflow must feel fair
Clinicians have a keen sense for when a workflow change is actually a compliance exercise. Even neutral systems
can feel unfair if they add documentation burden without improving patient outcomes.

Buy-in usually comes from two things: visible operational benefit and clinician control over defaults. If clinicians see
fewer interruptions from missing information, faster referral completion, and smoother handoffs, they accept
structured documentation more readily. If they feel the workflow is a way to catch them rather than support them,
adoption suffers.

I have also seen “champion burnout” when a few clinicians become the gatekeepers for workflow success. A better
model is shared ownership across roles: clinical leadership, informatics, care coordination staff, and front-line
clinicians who can interpret workflow failures realistically.

If you want streamlining to stick, build feedback loops. After changes go live, review common reasons for rework.
Adjust templates and routing rules based on real cases, not hypothetical ones.

Putting it all together: a coherent system, not a patchwork
Streamlining EHR documentation and care coordination works best when it treats the EHR as a workflow system,
not a place to store notes. That means:

documentation is built around handoffs

templates capture coordination-critical details in usable structures

routing sends messages and tasks to the people who can close the loop



verification reduces silent failures

edge cases are supported without forcing inaccurate data

The end result is not just fewer keystrokes. It is fewer mismatches between what the team planned and what the
next team can execute. Patients feel the difference as fewer delays, clearer instructions, and less confusion about
who is responsible for follow-up.

A well-designed workflow also changes staff time usage. The goal is to shift effort from rework and clarification to
proactive coordination. In a busy clinic, that shift can be the difference between a plan that looks good in the chart
and a plan that works in the real world.


