Imaging reports are one of those parts of the clinical workflow that most people only notice when something goes
wrong. A chest X-ray result arrives late, a final report gets filed under the wrong encounter, or a clinician opens the
patient chart and sees a "preliminary” status that should have been replaced hours ago. The patient experiences

the delay as uncertainty. The care team experiences it as extra clicks, rework, and sometimes missed follow-up.

In a well-run EHR workflow, imaging reports move through a predictable path: they are generated, transmitted,
reconciled with the right patient and visit context, reviewed, and then linked to orders, tasks, and clinical
documentation. When that path is fuzzy, the EHR can become a storage room instead of a decision support

system.

This is not just an informatics problem. It is workflow design, ownership, and timing, with real consequences for

patient care, staffing, and audit readiness.

The anatomy of an imaging report inside an EHR

An imaging report is not one artifact. Even when it looks like one document in the chart, it is usually the end point
of multiple upstream steps: the imaging study is performed, preliminary interpretation is generated, the final
report is issued, and then the result is transmitted through an interface to the EHR. Along the way, there may be
status codes, report updates, and routing metadata like modality, ordering provider, accession number, and

encounter association.

From the EHR perspective, the key question is not “is the PDF visible?” It is whether the result is correctly

connected to:

* the patient (demographics and identifiers),

* the specific order (order ID and sometimes accession number),

® the clinical context (encounter date and service),

® the people responsible for review (ordering clinician, assigned team, coverage workflow),

® and any downstream actions (orders for follow-up imaging, referrals, problem list updates, documentation
tasks).

In real life, those connections can drift. Some modalities send results in batches. Some facilities send an accession
number but not always the original order identifier. Some results come across after the encounter is closed and
the ordering workflow has already moved on. If the system is not designed for those edge cases, the chart will still

show the report, but it will not reliably drive action.

Why “viewable in the chart” is not the same as “managed”

Clinicians often discover imaging reports through chart review, inbox messages, or clinical decision support. If the
report appears in the chart but is not surfaced at the moment it matters, the system has quietly shifted from

management to retrieval.

| have seen this play out in day-to-day practice. A primary care clinician orders a CT for a persistent symptom. The
report lands in the EHR after the patient has already had another visit. It is visible in the patient chart, but the
clinician is focused on the current appointment, and the report is not tied to an outstanding task. Two weeks later,
the patient calls again because they never received clear guidance. The report is there, but it did not create the

right communication and follow-up loop at the right time.



This distinction matters for quality metrics too. Many performance measures assume the result was reviewed and
acted upon. If review is informal and not documented in a consistent workflow, audits become difficult and

defensible reasoning gets thin.

The handoff problem: ordering, completion, and review
Imaging workflows contain at least three handoffs that often do not align cleanly.

First is the handoff from ordering clinician to radiology completion. During that period, the patient may have

changes in symptoms, new labs, or new diagnoses. The original clinical question can evolve.

Second is the handoff from completion to report ingestion. Interfaces can delay messages, or they can deliver
them in an order that does not match the clinical timeline. | have noticed this with facilities that send multiple

updates, such as a preliminary interpretation followed by final sign-off.

Third is the handoff from ingestion to review and action. This is where EHR configuration makes the biggest
difference: does the system generate a task or inbox item, does it require acknowledgement, does it automatically

attach to the correct order, and does it show the report status in a way that discourages complacency?

A robust workflow makes these handoffs explicit. When ownership is unclear, tasks can bounce between staff roles.

The most common symptom is “we saw it eventually,” which is not the same as a reliable process.

Report status and versioning: preliminary is not harmless

Imaging results frequently arrive in phases. Preliminary reports may include key findings that drive urgent
decisions. Final reports often clarify details, add measurements, or change impression language. Sometimes the

changes are minor. Sometimes they are the difference between “follow up” and “call the patient today.”

A workable EHR workflow handles versioning in a way that prevents the team from prematurely closing the loop

on a preliminary report.
There are two recurring failure patterns:

1. A staff member reviews the preliminary report, marks the order as “completed,” and never receives a new
trigger when the final report arrives.
2. The system sends both preliminary and final reports, but the final report overwrites the document rather than

presenting a distinct update, leaving the reviewer without a clear audit trail.

The EHR interface and the rules around task generation need to treat status transitions as events. In my
experience, teams that build “acknowledge status” into the workflow reduce the chance that the final report is

treated like a redundant duplicate.

Getting the match right: patient, order, encounter, and accession

When imaging results are misfiled, it is usually not because someone ignored the report. It is because the EHR

could not match the report to the intended context.
Common matching inputs include:

® patient identifiers (medical record number, name and DOB),
¢ order identifiers (order ID or study identifier),

® accession number (from the imaging facility),



® ordering provider information,

* and encounter linkage (the visit under which the order was placed).

If any one of those inputs is missing or inconsistent, the report can land in the chart without binding to the

original order. Some systems then treat it as a “"document in the chart” instead of “result attached to the order.”

That difference changes how tasks and notifications work. The workflow design should anticipate imperfect
matching and include a path for resolving or reconciling orphan results. Otherwise, “orphan results” become a
electronic health record (EHR) silent accumulation that relies on someone noticing them during routine chart

review.

Notifications and tasks: routing that fits real staffing

In many organizations, imaging results are reviewed by different people depending on modality, urgency, and
clinic role. For example, a surgical clinic might review CT abdomen and pelvis results quickly, while a primary care

team might triage results through nursing staff and route recommendations to the ordering clinician.
The EHR can support that structure, but only if notifications and tasks are configured thoughtfully.

If every imaging result triggers an inbox message to the ordering provider, the inbox becomes noise. Clinicians
start ignoring or delaying, even when the system uses "high priority” tags. If notifications go to nurses or medical

assistants, the workflow must include a reliable way to escalate when clinician action is required.
| like to think of routing in terms of two layers:

* a "visibility layer” that makes it easy to find the result and see status,

* and an “accountability layer” that ensures a named role is responsible for action and documentation.

A workflow that has visibility but not accountability tends to fail under staffing constraints, weekends, and sudden

surges in report volume.

A practical routing rule teams can live with

One pattern that often works is time-based routing combined with action-based triggers. For example, routine
results might generate a task for the ordering team to review within a defined window, while urgent impressions
create immediate escalation and direct communication requirements. Preliminary results can generate an

acknowledgement task distinct from final-result acknowledgement.

The exact time windows vary by organization, but the principle is stable: the system should mirror clinical urgency,

not just report arrival time.

Ownership: who is accountable when the order is old?

Imaging orders do not always complete quickly. Patients reschedule, miss appointments, or complete the study
later than expected. The original encounter might be weeks old, and the ordering clinician may no longer be the

active provider for that patient.

This is where many EHR workflows become brittle. If the system strictly ties the result to the original encounter
and ordering provider, the result can become stuck in limbo when ownership changes. If it routes to the “current”

provider without considering the original clinical context, it can create confusion and duplicated work.


http://www.thefreedictionary.com/electronic%20health%20record%20(EHR)

Teams handle this by defining ownership rules that balance clinical context and practical accountability. For
example, an organization might keep responsibility with the ordering clinician until the order is marked reviewed,
regardless of subsequent visits. Another approach is to transfer responsibility to the care team assigned to the
patient, with a documented handoff when the ordering clinician changes.

The best rule is the one people can follow consistently, not the one that sounds clean on paper.

The triage conversation: acting on findings without overreacting

A final report often contains a mix of relevant findings: the main impression, incidentalomas, and
recommendations. The EHR may not contain the patient’s clinical question at the granularity radiology had in
mind. That means triage is not just "did the patient receive the report.” It is "did the care team interpret it correctly

and decide what to do next.”

Radiology language is also nuanced. Terms like “recommend correlation” or “consider follow-up” create ambiguity.

Overreacting can lead to unnecessary referrals and anxiety. Underreacting can delay important diagnoses.

A well-designed workflow helps by providing the reviewing team with context: why the study was ordered,
relevant symptoms, prior imaging comparison, and any existing clinical guidelines embedded in the organization’s

order sets. While the EHR cannot replace clinical judgment, it can make the judgment faster and more consistent.

Handling follow-up recommendations and future appointments

Imaging reports often recommend follow-up imaging, specialty consultations, or additional labs. The workflow

should make it easy to turn those recommendations into real orders, referrals, and patient communication.
Two pitfalls show up frequently.

First, recommendations are documented in the report but not translated into orders. The report might mention
“repeat CT in 6 months,” but if no one creates a reminder or order, the recommendation becomes a suggestion

without a calendar.

Second, orders are created but not linked back to the original imaging context. Later, when the follow-up imaging
occurs, the result may not clearly connect to the initial recommendation, and the electronic health record privacy

clinical rationale can get lost.

Teams that manage this well use structured follow-up mechanisms. That can include creating a future-dated task
or order, documenting a plan in the encounter where the report is reviewed, and ensuring that patient

communication is tracked.

A short checklist for report review that reduces misses

® Confirm the report status (preliminary vs final) and identify whether it is a new version.
¢ Verify the report is attached to the intended order and encounter context.

® Document the interpretation and plan in the reviewing note or result task.

® Create orders or referrals when the report recommendation requires action.

® Ensure patient communication is recorded, especially for urgent findings.

Keeping this checklist to a handful of steps matters. Reviewers in busy workflows need something that fits into the
time they actually have.
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Communication with patients: clarity beats completeness

Even in organizations with strong internal workflows, patient communication often becomes the weak link. The

report may be correctly reviewed, but the patient might still leave without understanding what the team decided.

Sometimes the report triggers immediate action, like a suspected pulmonary embolism. In those cases,
communication is often straightforward: the team calls, the patient is guided to emergency care or urgent

treatment, and documentation follows.

More commonly, the situation is slower and more ambiguous. A report may show an incidental finding that needs
monitoring. Patients read the report themselves when it is released to their portal, and they may be
understandably worried even if the clinician thinks the finding is low risk. The workflow should anticipate that. If
patient-facing communication is delayed, portal access can create anxiety and inbound messages that consume

staffing time.

A practical approach is to align internal review timing with patient notification timing. If the team waits two
business days to call, but the portal release happens automatically sooner, the organization is likely to field

questions without having shaped the narrative.

Edge cases that tend to break the system

Imaging workflows rarely fail in clean, predictable ways. The breakdowns are often about edge cases, including

those that look small in the interface logs.
Here are a few examples that show how details matter:

A patient has two similar orders placed for different reasons in the same week. The interface matches the report to
the wrong order because the identifier mapping was incomplete. The report is still visible, but the intended clinical

plan is created for the wrong problem.

A facility sends updated measurements in a final report, and the impression changes from “indeterminate” to
“suspicious.” If the workflow treats preliminary acknowledgement as sufficient, the clinical team might miss the

escalation.

An urgent report is delivered after hours. The EHR creates an inbox message, but the coverage roster that should
receive it is misconfigured for weekends. The result sits until Monday morning, when a clinician finally reviews it.

The patient might have waited, unnecessarily.

These are not theoretical. They are the kinds of incidents that show up in operational reviews when organizations

take imaging result workflows seriously.

Common failure modes worth testing during workflow design

* Final reports not generating a new task when preliminary was already reviewed.
® Orphan results that show in the chart but do not attach to an order.

* Wrong encounter association due to timing or closed-visit linkage.

® Coverage routing gaps for nights, weekends, and holiday staffing.

® Lack of structured documentation of plan and patient communication.

Testing these scenarios during implementation and after interface changes saves a lot of pain later.



Interface changes and ongoing maintenance

Even a well-designed workflow can drift when something changes. Interfaces get updated. Vendors revise how
they transmit fields. Order entry screens and documentation templates evolve. People change roles. A “small”

upgrade can shift report statuses, attachment logic, or task triggers.

That is why organizations need a maintenance mindset for imaging workflows. It should not be a one-time project

that ends after go-live. At minimum, teams should review:

e error and reconciliation logs for failed matches,
¢ timing distributions for preliminary and final report arrivals,
® rates of orphan results,
® task completion and acknowledgement patterns,
* and the consistency of documentation templates across providers.
If your EHR supports reporting dashboards, imaging result workflows can often be quantified without requiring

special analytics. You can track counts, delays, and completion rates over time. The key is to define what

“managed” means in operational terms, then measure it.

Operational metrics that actually help

Numbers can be tricky, because they can turn into vanity metrics. A useful approach is to pick metrics that map to

clinical risk and workload.
For imaging results, helpful measurements often include:

® proportion of imaging results that attach to the correct order,

® percentage of results acknowledged within a defined timeframe by the appropriate role,
® time from final report arrival to documented review,

¢ volume of orphan results needing manual reconciliation,

¢ and frequency of late or missing follow-up actions after radiology recommendations.

You can debate specific targets based on patient mix and staffing. The key is consistency and a feedback loop.

When a metric moves, you need a story about why it moved and what the organization is doing about it.

Building a workflow that clinicians trust

The best imaging workflow is not the one that looks most sophisticated. It is the one clinicians can trust under

pressure.
Trust comes from three elements.

First, the system surfaces the right work at the right time. If the inbox is full of irrelevant tasks, people will stop
believing it.

Second, the system behaves predictably with report updates. Preliminary and final should not confuse reviewers.
Third, the workflow supports documentation without making it feel like paperwork. If the review note is too long

or templates are awkward, clinicians will shortcut documentation, which undermines auditability and continuity of

care.



In my experience, when clinicians complain about imaging result workflows, the issue is usually not the report
itself. It is the surrounding behavior: missing triggers, unclear ownership, and confusing status messaging. Fixing
that behavior, even if it requires workflow education and small configuration tweaks, usually improves outcomes

faster than trying to redesign everything.

Putting it all together in a realistic rollout mindset

If you are improving imaging result management, resist the urge to chase every possible edge case at once. Start
by mapping the existing workflow from the moment the order is placed to the moment the plan is documented
and communicated. Identify where the current process creates ambiguity: which step lacks ownership, where tasks

disappear, and how often review happens without structured acknowledgement.

Next, validate your assumptions with small tests. Run a few controlled scenarios through the interface and
notification rules. Confirm that preliminary and final report updates create the intended workflow events. Confirm

that results attach to orders, or that orphan handling has a clear path.

Finally, train people with emphasis on judgment. A workflow cannot eliminate clinical reasoning, but it can
standardize the parts that are repeatable: status recognition, attachment checks, documentation expectations, and

escalation rules for urgent findings.

Imaging is a high-volume, high-stakes stream. The EHR can help you manage it, but only if the workflow treats

reports as events linked to orders and action, not just documents in a chart.

If your team can answer, quickly and consistently, “what happened, what we did, and who did it,” then you have

built something closer to management than storage.



