Laboratory results are supposed to close the loop. A test gets ordered, the sample runs, results land in the chart,
and someone responds. In real clinical life, the loop breaks more often than people assume, not because clinicians
do not care, but because systems drift out of alignment. An EHR can either tighten that loop or quietly widen it,

depending on how results are delivered, acknowledged, and acted on.

When lab data flows smoothly through an EHR, follow-up gets faster, missed critical values drop, and care feels
more coordinated. When it does not, the same data can sit unread for days, arrive in the wrong place, or fail to
trigger the right action. The difference is usually not a single feature, but the day-to-day workflow around it: who
sees the results, how they are routed, what counts as “reviewed,” and what happens when the patient is

unreachable.

The real job is closing the loop

A lab result is not just information, it is a clinical decision point. Potassium, troponin, Alc, creatinine, INR, urinalysis,
cultures, viral panels, thyroid tests, pathology reports. Each one carries a likely next step, whether that means
adjusting a medication, scheduling follow-up, ordering a confirmatory test, discussing symptoms, or documenting

that the result was reviewed and found consistent with the care plan.

In many busy practices, the “lab loop” is handled across roles: ordering clinicians, covering clinicians, care
managers, nurses, and sometimes pharmacy teams. The EHR is the shared workspace, so the lab workflow has to
be designed around how humans actually work. If results show up but are not reliably routed, or if

acknowledgment is optional, the workflow becomes dependent on memory and luck.

| have seen two charts with the same lab pattern. In one, a critical value triggers an immediate alert, the on-call
team responds, and the treatment plan changes within hours. In the other, the critical value appears as a message
in a place a clinician rarely checks, and the patient gets contacted late after symptoms worsen. The lab result did

not change. The system behavior around that result did.

What “faster” really means in practice
“Faster follow-up” can mean several different things, and it is worth distinguishing them:

First, it can mean speed to clinician review. A lab value that is available at 9:00 AM should not require a clinician to

hunt for it later that evening.

Second, it can mean speed to action. A reviewed value is not the end of the task if it is abnormal. The EHR should

support the next step with relevant orders, documentation prompts, and care pathways.

Third, it can mean speed to patient contact. Even if the clinician reads the result promptly, the patient might not

answer calls or might be in the hospital when the message goes out. Better systems coordinate that timing.

An EHR can help with all three, but it can also create false confidence. A team might see that results appear quickly
in the chart and assume follow-up happens. In reality, review and action are separate, and the gap between them

is where delays hide.

How lab results land in an EHR: routing, timing, and ownership
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Most EHRs store lab results in a structured form, but display and delivery vary. Common patterns include:
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® Results arriving as a new result review task, in a results inbox, or in the clinician’s queue.
® Results appearing directly in the patient chart with varying levels of highlighting.

e C(ritical values triggering alerts that may go to specific roles or orderers, depending on configuration.

The key question is ownership. For each result, the system must know who is responsible for acting. That sounds

obvious, but it is often messy in real workflows:

A patient might see multiple clinicians in a short window. An ordering clinician might go on leave. A resident might
order a test but the attending covers follow-up. A test might be ordered by a specialist, but primary care is tasked
with ongoing monitoring. Lab results may come back during a weekend or after hours, when the routing rules are

less familiar to the on-call team.

When ownership is unclear, results become "orphaned,” meaning the chart shows them, but no one is clearly
accountable to respond. The EHR can reduce that risk when it reliably routes results to a defined task queue with

clear accountability and escalation.

Timing matters too. Results can be batched. Some labs finalize values later than initial preliminary reports. Cultures
and sensitivities can update after the initial reading. If the EHR treats each update as separate without linking

context, the clinical team might respond to the first report but miss subsequent refinements.

Critical values: where the EHR can prevent harm

Critical values are the obvious high-stakes category. They are usually defined by the laboratory and communicated
immediately. The EHR’s role is to ensure that the clinical team receives that information promptly, in a way they

can act on quickly, and with a record that follows.

In a well-functioning system, critical values trigger an interruptive alert to the relevant responsible party, along
with documentation that contact was attempted and outcomes of contact. That last part matters. If the EHR
records that the team reached the patient and spoke to them, it becomes easier to trace decision-making later,
and it supports consistent re-contact if symptoms worsen.

In a less effective setup, critical values may appear only as a passive chart update. Clinicians might notice them
during chart review, but the timing can be unpredictable. The result is a delay that can be hard to detect afterward

because the chart shows the value but not the response time.

A common edge case is when the patient is admitted elsewhere. A lab ordered in the outpatient setting returns a
critical value, but the patient is now in an inpatient bed under a different system or a different unit. The outpatient
team sees the result in the EHR they use, but cannot safely act without knowing the transfer details. In some
organizations, bridging workflows handle this by ensuring inpatient discharge summaries and transfer
acknowledgments are linked, and by ensuring there is a reliable pathway to inform the right care team. In others,

the result becomes a notification without a clear audience.

Good EHR design does not erase these complexities, but it can standardize the response. For example, alerts can
be configured to send to an on-call role rather than only the original orderer, and they can include patient location
context if available.

Results acknowledgement: preventing “seen but not handled”

One of the most practical EHR concepts is result review and acknowledgement. The goal is simple: if a clinician

reviews a result, the chart should reflect that review, and the next step should be documented.



The tricky part is how acknowledgement is used. Many teams want acknowledgement because it creates
accountability. But if acknowledgement is treated as a checkbox, it can become a ritual. Clinicians can acknowledge

a lab without electronic health record (EHR) actually reading it in depth, especially when inboxes are large.
The best systems support meaningful review by:

* Highlighting abnormal or clinically significant results.
* Presenting trends or reference ranges clearly.
® Linking results to related diagnoses and recent orders.

* Reducing cognitive load by showing relevant context without forcing clinicians to hunt.

Even with good design, culture matters. If the team acknowledges results mechanically, the system’s tracking
becomes less useful. If the team uses acknowledgement as a prompt for a real decision, the EHR becomes a safety

net instead of a formality.

A realistic story: the weekend troponin problem
Consider a pattern | have encountered in various settings, even when the exact details differ.

A troponin result flags as elevated. The patient is an outpatient who had chest discomfort and a test was ordered.
The result posts in the EHR on a Friday evening. The ordering clinician is technically still responsible for the result,
but the clinic is closing and the phone lines route differently after hours. The chart shows the abnormal value, and

the EHR marks it as “new.”

In a robust workflow, an on-call coverage role checks critical values and contacts the patient, documents the call,
and arranges urgent evaluation. In a weaker workflow, the message sits until Monday. The patient might have
already been evaluated elsewhere, or the symptoms might have worsened. Either outcome can be worse than
what the EHR could have enabled.

The lesson is not that clinicians are careless. It is that systems need a dependable method to ensure someone acts
within the appropriate window. EHR integration can help by making critical value alerts route to on-call staff and

by enforcing that critical results cannot be silently ignored.

More than alerts: closing the gap with structured workflows

Alerts get attention, but they do not complete the task. The response still requires steps like medication
reconciliation, repeat testing decisions, referral placement, and documentation. EHR features can support those

decisions by creating a pathway from lab result to action.

One approach is to make abnormal results lead naturally to “next best actions.” For example, when an INR is high
in a patient on warfarin, the EHR can prompt the clinician to document whether warfarin is held and whether
follow-up INR testing is ordered. When creatinine rises significantly, it can prompt assessment of kidney function
trend and medication dosing considerations. When Alc is elevated, it can prompt scheduling for diabetes

management or adjusting treatment.

Another approach is to coordinate with care management. If a patient is enrolled in chronic disease management,
a care manager might handle outreach for abnormal labs under a standing protocol. The EHR can support this by

routing tasks to the right role and by documenting the protocol-driven actions taken.
Below is a short snapshot of the places where lab follow-up often fails, even in organizations with modern EHRs.

® Unclear result ownership when multiple clinicians order tests across settings
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® Passive result delivery for clinically urgent values
* Acknowledgement that does not trigger documentation of a decision
* Incomplete linkage between outpatient results and later inpatient care

* Delayed patient contact due to inefficient messaging or missing contact context

These failure points are solvable, but the fixes are operational, not only technical.

Integration with the lab: the importance of clean data

An EHR cannot handle lab results well if the data arrives late, incomplete, or inconsistently formatted. Integration

with the laboratory information system matters. That includes:

® Correct mapping of test names and units
* Timely posting of preliminary and final results

® (Consistent reference ranges

Reliable critical value flags and result status codes

® Clear reporting for composite panels and add-on tests

In some cases, the EHR may receive a panel result but fail to update related discrete components correctly. Or it
may record a unit change after a new assay method. Clinicians can miss these shifts if the EHR does not clearly
show what changed and when.

An operational detail that seems small but matters: when cultures update from “preliminary” to “final,” the EHR
should preserve what was already seen and highlight what is newly actionable. Otherwise, clinicians might re-check

old results instead of focusing on the update that changed management.

Patient communication: turning results into real care

Patients experience lab follow-up as a communication process, not an EHR process. They want to know what the

result means, what happens next, and whether they need urgent care.

Many organizations use patient portals to share results. Portals can improve transparency and speed. However,
there are safety trade-offs. If results are released automatically before a clinician reviews them, patients might see
critical or complex findings without immediate explanation. Some organizations mitigate this with result release

rules, delays for specific test categories, and clinical review requirements.

The right balance depends on patient population, staffing, and the ability to respond quickly. A portal can be a
powerful tool, but it requires a clear clinical workflow behind it. Without that, portal posting becomes another

place where results can be seen without follow-up.

In practice, patient contact often hinges on the system’s ability to:

Identify appropriate contact methods, phone number vs. Portal messaging

Track call attempts and link them to a status
e Support translation needs when required
® Route messages to the correct clinician or support role

If those pieces are missing, the EHR can still display results beautifully while the patient feels like the process is
broken.



Two ways EHRs improve follow-up, depending on how your team
works

Different organizations function differently. Some rely on a dedicated results team. Others rely on each ordering

clinician to check their inbox. Many are hybrid, with nurses and care coordinators taking on outreach tasks.

Here is the judgment call: the EHR should match the workflow you already have, then reduce the friction. If you

build a workflow that fights your staff's reality, you will get dashboards without action.
A practical comparison looks like this:
e |f clinicians check results directly in their queue, the system should prioritize critical notifications and make

review tasks hard to miss.

e |f a results team manages outreach, the system should track ownership transitions and ensure the correct

clinician signs off on abnormal results that require medical decision-making.

¢ |f care management protocols handle chronic disease follow-up, the EHR should enable structured

documentation and protocol adherence, without requiring clinicians to do manual outreach.

* |f patients receive results via portal, the system needs safe release rules and a reliable response pathway.

The best results systems are usually not the ones with the most alerts. They are the ones that make it difficult for

critical issues to fall through the cracks and easy for non-critical issues to be handled appropriately.

Practical steps teams can take

No single configuration magically fixes lab follow-up. What works is a set of practical, testable improvements that

align with real staffing and time constraints.
Here is a short, high-impact checklist many teams can adapt:

® Configure critical values to route to an on-call role with clear escalation if not acknowledged
* Standardize result review documentation so acknowledgement reflects an actual clinical decision or plan

® Use ownership rules that account for covering clinicians, recent hospitalizations, and role changes

Tighten lab integration mappings for units, reference ranges, and preliminary versus final updates

Align patient portal release settings with staffing capacity for rapid follow-up

That list sounds straightforward, but the implementation often reveals hidden complexity. Ownership rules might
need to account for different clinic types. Documentation prompts might need to match how clinicians order
repeats or discontinue medications. Portal release rules might require adjusting staff schedules or adding an after-

hours response plan.

Edge cases: where good systems still need judgment

Even with a well-built EHR workflow, there are clinical edge cases that require judgment and cannot be fully

automated.

One recurring category is borderline abnormal values. For example, a slightly elevated potassium might be real
hyperkalemia, lab artifact, or hemolysis from sample handling. If the EHR simply highlights any abnormal number
and forces an action pathway, it can generate unnecessary repeats and alarm fatigue. A better approach is to

incorporate specimen quality indicators when available, and to support clinical reasoning.



Another edge case involves patients who have moved, lost insurance coverage, or change providers frequently.
The EHR might still show the lab result, but the team might not have a reliable communication path. In those
cases, a results workflow needs a plan for documentation and for what to do when contact fails, consistent with
policy and legal requirements.

Then there are time-sensitive decisions. A result might require immediate action, but the patient’s current status
might not be captured in the chart, especially if the patient sought emergency care elsewhere. EHRs can improve
the chance of recognizing those situations through interface feeds and better event linkage, but they cannot

guarantee completeness across systems.

The point is not to demand perfection. It is to make the system sturdy enough that when it is incomplete, the

remaining uncertainty does not become a clinical hazard.

Measuring whether faster follow-up is actually happening

It is tempting to measure success by counting alerts fired or result review tasks completed. Those metrics can be
misleading. Review counts do not guarantee action. Alert volume can increase while follow-up quality declines if

the team is overwhelmed.
More useful measurements are usually tied to outcomes that reflect follow-up quality. Examples include:

* Time from critical value result posting to documented contact or disposition

® Rates of overdue abnormal results in specific categories (such as abnormal renal function or abnormal

coagulation)
® Re-contact rates for patients where outreach was attempted but not completed
® Documentation completeness for abnormal results where a plan is expected

* Patient feedback about receiving timely guidance
The measurement approach matters because it can drive behavior. If you measure only what is easy to track, you

may unintentionally reward shallow compliance. If you measure the right intervals and couple them to

documentation of action, you can build continuous improvement.

The hidden benefit: better continuity and fewer repeat tests

Faster follow-up is valuable, but it is not only about urgency. When lab results are handled correctly, clinicians can
make better decisions with fewer blind repeat tests. A well-run lab workflow reduces the chance that someone

repeats a test because the previous abnormality was never reviewed, or that the plan was never communicated.
That continuity shows up downstream:

* Medication dosing adjustments occur sooner when kidney function changes are recognized.
® Chronic conditions are monitored on schedule because abnormal results lead to structured follow-up.

* |nfection management improves when cultures update and the new susceptibilities reach the right clinician in

time.

* Patient anxiety decreases when communication is timely and consistent, especially for results that are easily

misinterpreted without context.

The EHR becomes more than a storage system. It becomes the vehicle for coordination.

What to watch for when implementing or upgrading EHR lab features



Organizations often change EHR configurations during upgrades. Lab features can subtly shift how results appear,

how tasks route, and which users receive notifications.

Before flipping the switch, it helps to simulate the workflow. Ask: if a critical value posts at 7:00 PM, who gets it?
What if the clinician who ordered the test is off the next day? Where does the result land in the inbox? Is there an
acknowledgement requirement? What happens when a second lab update arrives after the initial result? Does the

documentation template still apply?

If those questions are not answered, teams can experience a temporary increase in missed follow-up even when
everyone is competent and trying hard. The system can break muscle memory, and lab workflows are muscle

memory heavy.

The most effective teams treat EHR lab workflows as a clinical process to validate, not as an IT setting to install.

The bottom line: EHRs help when they enforce accountability and
make action easy

Laboratory results move fast. The clinical response often needs to move faster. An EHR can enable that by routing
results reliably, highlighting what matters, supporting acknowledgement that reflects real decisions, and

coordinating patient communication.

But the deeper benefit is accountability. When ownership is clear and follow-up is trackable, the team can spend
less time chasing results and more time using them. That shift reduces missed critical values, prevents delays in

treatment adjustments, and improves continuity between visits.

The EHR is not the cure on its own. It is the infrastructure that determines whether the loop truly closes. When it is
configured and governed well, lab results do what they are supposed to do: they guide care quickly, consistently,

and with fewer surprises for patients and clinicians alike.



