
An EHR rollout is one of those projects that looks like software work until it lands in clinical workflows. Then it
becomes operational, cultural, and frankly human. The success rate depends less on how impressive the vendor
demo is and more on how deliberately you design the “day after go-live” experience for clinicians, front-desk staff,
analysts, and patients.

I have seen implementations succeed because they treated the EHR like a system that people use under stress,
with incomplete information, and with very real time constraints. I have also seen projects stall because the team
assumed that training hours alone would compensate for poor configuration, unclear ownership, or the absence of
a reliable plan for converting and verifying data.

Below are practical best practices I would insist on when building an implementation plan, configuring the system,
and preparing for the weeks around go-live.

Start with workflow reality, not feature catalogs
The best EHR configuration begins with mapping how work actually happens today. That sounds obvious, but it is
often skipped, especially in organizations that are eager to “get to the build.” The risk is predictable: you
implement a feature because it exists, then realize later that it does not fit how clinicians document, how billing
teams need diagnoses grouped, or how intake workflows handle missing insurance information.

Workflow discovery should include more than the clinicians’ charting process. Look at electronic health record
benefits the full chain:

how patients schedule, check in, and update demographics

how labs and imaging orders get placed and how results are routed

how prescription requests are handled, including prior authorizations in your payer ecosystem

how referrals and follow-ups are documented and tracked

how care teams communicate, especially when multiple providers touch one patient episode

If you do this well, you will uncover the “hidden handoffs” where errors electronic health record (EHR) and
delays usually occur. For example, many practices assume that one staff member will “fix” incorrect insurance
details before visits. In practice, that duty gets dropped when that person is on leave, or when the schedule is full.
In an EHR, the consequence is not just a messy chart, it is a claim denial or a patient billing call the next week.

A small but meaningful way to structure discovery

Even if you do not have a formal Lean or process mapping team, you can still run effective discovery sessions by
forcing specificity. Ask participants to describe one real patient journey end-to-end, including what happens when
things go wrong. “Walk me through what you do when the patient arrives without a photo ID” tells you more
than “How do you handle check-in?”

The output should become the foundation for configuration decisions, not a document that sits unused.

Choose governance early and make it visible
EHR projects tend to expand beyond IT quickly. Clinical content needs clinical ownership. Interfaces need
operational ownership. Testing needs a team that can interpret results and decide what “acceptable” means.

https://vivasoftltd.com/b2b-custom-software-development/
https://vivasoftltd.com/b2b-custom-software-development/
https://en.search.wordpress.com/?src=organic&q=electronic%20health%20record%20(EHR)


A common failure mode is unclear decision rights. When there is no agreed owner for configuration changes, the
project slows down. When leadership is not explicit about priorities, teams end up negotiating every small change
during testing, which consumes the most expensive time in the schedule.

Set governance in a way people can actually follow. A steering group is useful, but you also need a day-to-day
decision body that can resolve issues quickly, ideally with representatives who understand the clinical workflow and
the system’s technical constraints.

In my experience, the governance model should also define:

who approves order sets and documentation templates

who owns interface behavior when data is missing or malformed

how you handle urgent requests that emerge near go-live

what gets postponed when scope pressure hits

Visibility matters. If the team does not know where decisions come from, it will default to back-channel escalation,
which is a quiet tax on morale and schedule.

Treat data migration as a product, not an one-time task
Migration is rarely the part that looks heroic in project narratives, yet it is one of the biggest drivers of user trust.
If charts open with incomplete history, patients duplicate, or allergies come over in the wrong format, clinicians will
assume the system is unreliable. That skepticism spreads.

Data migration work typically includes converting legacy problems into EHR-compatible structures. In practice, you
should expect that not everything migrates cleanly. The question is how you manage imperfection without
breaking clinical care.

Plan for three categories:

1. Data you must migrate because it impacts care today, like active problems, allergies, current medications, and
recent results.

2. Data that is useful but not critical for immediate decisions, like older notes that might not be fully structured.

3. Data that will be archived or referenced elsewhere rather than reinterpreted.

You also need a strategy for validation that goes beyond row counts. A successful migration is more like a clinical
chart accuracy review than a spreadsheet comparison. For example, it is easy to confirm that medication lists
transferred, but harder to confirm that dosage units and directions were preserved correctly.

A practical approach is to sample patient charts that represent different scenarios: high-complexity patients,
pediatric patients if relevant, patients with multiple providers, and patients with common data quirks in the legacy
system.

Keep a “data truth” decision for edge cases

Edge cases happen. Patients have allergies entered with free-text and inconsistent spelling. Legacy medication
codes may not map cleanly to the new EHR’s drug vocabulary. Past problems may have redundant or overlapping
labels.

Before go-live, define what your team will do when mapping fails. Will you keep legacy text in a free-text field, or
drop the item, or store it in a supplemental reference? These decisions should be consistent, documented, and
communicated to clinical users, because they will notice.



Configure with safety, performance, and maintainability in mind
EHRs are flexible. That is also their danger. If you configure everything the moment a request appears, your system
becomes a patchwork. Users can still work, but support becomes a nightmare, and upgrades get risky.

Good configuration practices prioritize maintainability and predictable behavior:

Use standard structures where possible, rather than inventing custom fields for every nuance.

Keep order sets and templates logically organized and versioned.

Avoid excessive branching logic that slows documentation or confuses staff.

Define which fields are required and why, because “required” is where user workarounds begin.

Consider performance implications for lists, heavy searches, and document rendering.

One lesson that repeats: required fields create compliance, but they also generate fatigue. If you require a field
that does not have a clinical reason, users learn to enter default text or bypass meaningful documentation. Later,
the organization pays that cost during audits or quality reporting.

Build for role-based use

Different users do different work. A medical assistant charting vitals needs a smooth, low-friction interface. A billing
specialist needs fast coding workflows and clear responsibility boundaries. A care coordinator needs visibility into
pending tasks, not a deep dive into clinical narrative fields.

Role-based configuration should include screen layouts, defaults, and the order in which tasks appear. You do not
need every role to see everything. In fact, you should avoid it, because too much information increases cognitive
load and training time.

Interfaces and integrations: plan for failure, not just success
Many organizations focus on the EHR itself and underinvest in interfaces. Yet interfaces often represent the bulk of
user complaints: results not showing up, orders stuck in limbo, documents arriving late, or duplicate data.

Start by inventorying every system that will exchange data. Then define ownership and expectations:

which direction is authoritative (for example, who owns diagnoses: EHR or a downstream reporting system)

what happens when data is missing

how you handle time zones and timestamps

how you reconcile duplicates

Also, decide early how you will monitor interfaces after go-live. If an interface fails silently, you might not notice
until clinicians complain. At that point, the business impact has already occurred.

Testing interfaces is not a one-time event. You need ongoing test validation, especially after you apply patches or
update mappings. Even small changes can create ripple effects.

Testing needs realism, not just completeness
A testing plan that checks every button is not the same as a plan that checks whether the workflow works. The
most valuable testing uses realistic scenarios that include incomplete data, unusual patient histories, and timing
issues.



A practical way to structure testing is to create scenario scripts that combine three elements:

1. The clinical workflow step (for example, placing an order)

2. The expected system behavior (routing, documentation, timing)

3. The downstream impact (result availability, billing relevance, patient visit flow)

Then test those scenarios with the right people present. Analysts alone can verify technical outputs. Clinical staff
alone can catch usability issues. You need both, because many failures occur at the boundary: technical success
with clinical confusion.

Two checkpoints that reduce rework near go-live

First, validate “first 15 minutes” usability. When a user opens the EHR and begins charting, what happens? If
templates load slowly, if patient lookup is unclear, or if the system forces extra clicks for routine tasks, users will
feel it immediately and lose confidence.

Second, test “after the fact” tasks. Orders placed during the day should be discoverable later that evening or the
next morning. If users cannot find what they need when they are covering charts, the workflow breaks even if
initial testing looked fine.

Training should be targeted, timed, and role-specific
Training is often treated as a single event, but clinicians learn in context. If training is generic, they will forget
details. If training occurs too early, workflows and configuration changes may invalidate it.

Start with role-based training paths. Some examples:

Front-desk and registration staff need workflows around demographics, insurance capture, consent processes,
and check-in.

Nursing staff need vitals, intake documentation, and task routing.

Clinicians need order sets, documentation templates, results viewing, and how to complete note types
correctly.

Coding and billing need how coding fields map, when diagnoses become effective, and how to review claim-
relevant information.

Training should also be timed close to go-live, ideally with hands-on practice in a near-production environment. If
you can only do one training session per role, make it a workshop with a realistic patient scenario rather than a
lecture with screenshots.

A short training checklist that helps

If you need a practical way to keep training grounded, use this kind of checklist:

Confirm each role’s top ten daily tasks and train those first

Provide practice cases with realistic missing data (not perfect demo patients)

Teach where to find errors and how to correct them quickly

Include a “break glass” approach for urgent workarounds

Validate proficiency with a small competency check, not just attendance

This list is simple, but it forces the right decisions. “Attendance” is not the same as readiness.



Go-live planning: plan for stress, downtime, and the first two weeks
Go-live is not a single day. It is a transition period where habits are changing and support demands spike.

Build a go-live war room mindset without turning it into chaos. That means you need:

clear escalation paths (who can approve changes, who can advise users, who can coordinate technical
troubleshooting)

staffing plans for peak hours

availability of super users who can answer “how do I do this” questions quickly

a documented downtime procedure if the EHR is unavailable

Downtime planning deserves real attention. If you cannot safely operate for an hour or two without the system,
the downtime procedure will be emotional and messy. Your procedure should define how documentation is
handled, how orders are entered, and how information is reconciled once the system is back.

Edge cases multiply around go-live. A common one is the discrepancy between what the system shows and what
staff remember from the last few days before migration. Your plan should include how to handle patient record
history, reconcile medication lists, and communicate changes safely.

Decide how you will handle “unknowns” on day one

Sometimes your team will not know whether a configuration choice was correct until it meets real use. Do not hide
that reality from users, but do not improvise either.

Agree on principles such as:

what changes require a governance approval

what can be adjusted immediately by technical teams

what must wait because it affects clinical documentation integrity

how you will communicate fixes so people stop working around the issue

Users can adapt to change, but they need stability and transparency.

Measure success beyond “the system is live”
Many organizations declare victory when go-live completes. That is when the real evaluation begins.

You should define success metrics early. Some are operational, like order completion time, interface latency, and
documentation completion rates. Some are clinical, like allergy reconciliation success or medication list accuracy
after visits. Some are user experience, like ticket volume and the most common workflow failures.

The key is that metrics should guide action. If you track issues but do nothing, people stop reporting problems,
and you lose the feedback loop that prevents small issues from becoming culture.

Also, include leading indicators rather than only outcomes. For instance, if users repeatedly fail a certain step in a
medication reconciliation workflow, that is a leading sign of training gaps, configuration friction, or both.

Security, privacy, and auditability are not “later” work
Security responsibilities sit in multiple places: system configuration, role-based access, audit logging, and
operational practices. Before go-live, make sure you know how access is granted and removed, especially for



temporary staff, locum clinicians, and contractors.

Auditability matters too. Clinical documentation is often scrutinized in audits, and it becomes harder to defend
decisions if the EHR lacks clear audit trails for changes. Ensure you understand:

what gets logged

how access changes are tracked

what data exports look like for compliance

how you handle break-glass or emergency access scenarios

If your security team is brought in only at the end, you will end up with rework. Better to involve them during
workflow design so the system supports compliance without derailing work.

Manage change like a long-term process, not a project phase
EHR implementations change jobs. Sometimes they improve clarity and reduce duplicate work. Sometimes they
shift tasks from clinicians to support staff, or vice versa. Either way, people need time to adjust.

A common mistake is to declare that the implementation is complete right after go-live and then stop investing in
support. The first quarter after go-live is often when your processes settle into their new normal. Your organization
should plan for that reality by keeping support channels open, responding to the highest-impact issues first, and
scheduling periodic workflow reviews.

You also need a feedback mechanism that does not punish honesty. If users believe reporting issues will lead to
blame, you will get silence instead of useful information. You can set a tone that encourages realistic reporting,
such as recognizing that certain friction points are expected and that fixes will be prioritized based on impact.

A practical approach to continuous improvement

Rather than collecting every request, create a steady cadence. Review the most frequent problem categories
weekly during the early phase, then shift to a monthly review once things stabilize. Categorize issues into
configuration, workflow design, training gaps, interface failures, and data problems.

That categorization prevents scope creep, because it makes clear what can be fixed immediately and what requires
deeper planning.

Procurement and build choices still matter after the contract
Even though the vendor manages core system behavior, implementation teams make choices that affect long-
term outcomes. Pay attention to:

which modules you activate on day one versus later

what is standardized versus customized

how templates, order sets, and documentation structures will be maintained

whether you can update safely without creating upgrade risk

A well-configured EHR reduces the temptation to constantly ask for custom changes. If customization becomes
the default, upgrades become slower, testing becomes heavier, and support tickets multiply.

If leadership pressures the team to “go live with everything,” you should push back with concrete risks. A delayed
go-live is often less damaging than a problematic go-live that causes months of workarounds.



Common pitfalls that derail otherwise good EHR projects
You can learn a lot by looking at patterns. The same few issues show up again and again.

One pattern is the “training-first” misconception. Training is necessary, but if key workflows are poorly configured
or data migration is incomplete, training cannot fix it. Another pattern is late interface readiness. If results and
documents do not reliably appear, clinicians lose trust quickly. A third pattern is scope creep fueled by
unprioritized clinical requests. If you do not decide what matters most for go-live, you will end up deciding under
pressure when the schedule is already tight.

There is also a subtler pitfall: ignoring the patient experience. Patients often interact indirectly through portals,
appointment reminders, and visit documentation. If patient-facing processes are inconsistent or incomplete, staff
become burdened with corrections and explanations.

Finally, the most painful pitfall is absence of strong support during the transition. Even if the system functions, a
confusing workflow creates constant friction. That friction turns into burnout.

Putting it all together: what a “best practices” rollout looks like
A high-performing implementation balances rigor with pragmatism. It invests in workflow discovery, sets
governance that can decide quickly, treats data migration as a quality effort, configures for maintainability, and
tests with realistic scenarios. It trains by role and context, not by slide count. It plans for downtime and the stress
of early use. Then it measures and adapts without drowning the team in minor requests.

If you are building an implementation plan from scratch, a good mental model is to treat the EHR rollout like a
clinical safety project. Clinical systems have guardrails, documentation standards, and accountability. Your EHR
should operate with the same mindset, even though it is not a medication order.

The outcome is not just “the system is live.” The outcome is a calmer workflow, fewer surprises, and
documentation that clinicians can trust. That is when an EHR stops being a project and becomes part of care
delivery.


