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Providing Insights that Contribute to Better Health Policy

Effective interpersonal communica-
tion—real-time, face-to-face or phone 

conversations—allows clinicians—physi-
cians, nurses and other practitioners—to 
acquire nuanced information from patients 
and other clinicians that cannot easily be 
communicated in medical records, includ-
ing social context, values, preferences and 
issues specific to complex patients.1 Better 
communication between patients and physi-
cians and between primary care physicians 
and specialists is a key component of care 
coordination and leads to improved patient 
outcomes.2-4 Yet, patients’ and clinicians’ 
levels of satisfaction with interpersonal com-
munication have declined.5, 6  

Interpersonal communication includes 
both patient-clinician communication, 
which is part of an ongoing relationship, and 
communication between clinicians, which 
primarily involves discussing clinical deci-

sions for shared patients.7 EMRs can poten-
tially support both types of communication. 

While EMRs are expected to improve 
information sharing, it is less clear how 
their actual use affects interpersonal com-
munication. This topic is particularly 
timely given the recent federal push for 
widespread EMR adoption,8 and the need 
to avoid worsening already-poor commu-
nication with patients and between clini-
cians sharing responsibility for patients.  

To this end, 52 physicians and other staff 
at 26 small and medium-sized physician 
practices with commercial ambulatory 
EMRs in place for at least two years were 
interviewed in-depth about the impact of 
EMRs on communication with patients and 
other clinicians as part of a study about the 
overall impact of EMRs on coordination of 
care.9 Additional interviews were conducted 
with chief medical officers at four EMR 

vendors and four national experts active in 
health information technology implemen-
tation (see Data Source).

Patient-Clinician Communication 

Clinicians believed EMRs facilitated com-
munication with patients in a variety of 
ways (see Table 1). In general, immediate 
access to EMR data enabled them to focus 
on the patient rather than gathering infor-
mation from a variety of paper sources 
during visits. As one physician explained, 
because “we do not have to call down the 
hall for a lab or test result, we spend more 
quality time [with the patient] in a more 
context-rich way.” Similarly, because staff 
can pose questions to the physicians via the 
EMR’s electronic instant messaging (IM) 
function, rather than opening the exam 
room door, doctor-patient communication 

Commercial electronic medical records (EMRs) both help and hinder physician 
interpersonal communication—real-time, face-to-face or phone conversations—with 
patients and other clinicians, according to a new Center for Studying Health System 
Change (HSC) study based on in-depth interviews with clinicians in 26 physician 
practices. EMRs assist real-time communication with patients during office visits, 
primarily through immediate access to patient information, allowing clinicians to 
talk with patients rather than search for information from paper records. For some 
clinicians, however, aspects of EMRs pose a distraction during visits. Moreover, some 
indicated that clinicians may rely on EMRs for information gathering and transfer 
at the expense of real-time communication with patients and other clinicians. Given 
time pressures already present in many physician practices, EMR and office-work-
flow modifications could help ensure that EMRs advance care without compromis-
ing interpersonal communication. In particular, policies promoting EMR adoption 
should consider incorporating communication-skills training for medical trainees and 
clinicians using EMRs.

ELECTRONIC              
MEDICAL RECORDS AND          
COMMUNICATION WITH 

PATIENTS AND OTHER   
CLINICIANS: ARE WE         

TALKING LESS?

By Ann S. O'Malley, Genna R. Cohen     
and Joy M. Grossman

Deficiencies in Real-Time Communication Persist in Clinical Setting



during a visit can continue uninterrupted, 
at least physically. 

Ease of access to information also 
enriched patient education during visits. 
For example, clinicians could pull up infor-
mation from the patient’s record, such as 
the problem list, medication list and care 
plan, or educational information from the 
Internet to review on screen with patients 
and family members during the visit. Some 
respondents reported sharing copies of that 
information with the patient/family to rein-
force their discussion.

While not real-time communication, 
e-mail had a perceived impact on the time-
liness of interpersonal communication. 
Clinicians who used EMRs’ e-mail func-
tion with patients generally believed e-mail 
“lowered communication barriers” and 
“improved the quality of the relationship” 
by enhancing access between visits and 
reducing phone tag. Illustrating how e-mail 
increased the likelihood of opening doors 
to communication at key times, one inter-
nist reported, “My favorite example is get-
ting a letter from a doctor telling me that 
the patient I sent to him has a new diag-
nosis…we want to reach out to the patient 
at that moment, but we’ll probably have a 
pretty high threshold for making a phone 
call because it starts a telephone game. 

Now, I will routinely send the patient an 
e-mail saying, ‘I got this information [from 
the specialist who gave you this diagnosis]; 
I’m here for you if you want to talk.’ I think 
patients love that.” 

Potential Pitfalls

Respondents also noted EMRs could pose 
challenges to interpersonal communica-
tion. For example, using a computer during 
a patient visit can be a distraction—as one 
physician put it, “It’s like having a two-year 
old in the room.” As another physician 
observed, “…there are a lot of gadgets and 
gizmos and that can pull us away from 
our objective.” Instant messages, though 
valuable for communicating efficiently 
about care tasks and minimizing physical 
interruptions of visits, can distract clini-
cians from the patient if clinicians cannot 
adequately manage or ignore IM alerts in 
the exam room. 

Ironically, EMRs have enabled some 
clinicians to engage less with patients 
because, relative to paper charts, so much 
more information is available before actual-
ly seeing the patient. As one internist said, 
“…my concern now is that we’re listening 
less because we have more information 
when we walk in the room, and it’s not all 
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trustworthy.” Another internist, who works in 
both outpatient and inpatient settings, noted 
his fear that EMRs could greatly diminish 
real-time communication with patients, “A lot 
of us feel like we’re already seeing it…. One of 
the hospitalists yesterday said ‘This is great, I 
used the EMR before I came here. I was able 
to sit down with my bagel and coffee and do 
my rounds before I even got in.’”

 Some physicians also observed that 
because of EMR design elements, the temp-
tation to focus on filling out checkboxes in 
the EMR reduced the amount of open-ended 
questions they ask patients. There are benefits 
from encouraging clinicians to more routine-
ly ask about particular elements of patients’ 
histories and ideally entering structured and 
coded data that is searchable. However, exclu-
sive use of checkboxes in taking a patient his-
tory risks that subtle or nuanced symptoms 
might go unidentified.

Experienced EMR users cited several ways 
to prevent EMRs from diminishing inter-
personal communication with patients. For 
example, several physicians remarked that 
showing patients portions of their records 
could facilitate more accurate documentation 
and joint decision making, while helping to 
avoid a sense of alienation for patients while 
the physician looks at the computer screen. 
Noting that it helps ensure complete and 

Table 1
Clinician Perceptions of Electronic Medical Record Use on Communication with Patients and Other Clinicians

Benefits Challenges Potential Solutions

√  Clinicians can focus on the patient and engage in 
real-time decision making rather than spending 
time pulling information from a variety of paper 
sources. 

√   Clinicians can be tempted to hunt for 
information or respond to instant mes-
sages (IMs) or alerts in the EMR rather 
than focusing on the patient.

√  Maximize eye contact with the patient. 
Strategic placement of monitor. Engage 
the patient in relevant parts of EMR 
screen, such as the problem list, when 
helpful for patient education purposes 
and accuracy of data collection. Establish 
clear guidelines about IM use with office 
staff.

√  Patients reportedly feel more comfortable knowing 
information from other doctors is available.

√   Wealth of data can lull clinicians into 
believing they have all the informa-
tion needed and cause them to com-
municate less with the patient or other 
clinicians.

√   Validate and enhance EMR information 
with the patient and other clinicians, 
especially for complex situations.

√    IM allows physician to order tests without inter-
rupting the exam to call an assistant, so patient 
communication is less disrupted.

√  Useful for patient education, for example, can 
pull information from the record and educational 
materials to reinforce discussion.

Source: Themes from in-depth interviews with respondents
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accurate documentation, one physicians 
said, “Before I examine a patient, [we] sit 
down and look at the problem list and the 
medication list together…it provides a nice 
triangular interaction” between the physi-
cian, the computer and the patient.  

Communication Between 
Clinicians 

Electronic medical records provide quick 
access to patient information, enabling real-
time communication about patients when 
a physician responds to phone inquiries 
from other clinicians. As one primary care 
physician said, “I know I can now so easily 
and quickly give information to specialists 
who call.”

EMRs also foster a feeling among clini-
cians that patient information is a shared 
asset when they co-manage patients, as 
opposed to something one practice “owns.” 
A national expert commented that this 
improves interpersonal communication 
between clinicians because “EMRs move 
physicians away from the concept that, it 
[patient information] is mine and you can’t 
look at it. It should be shared for teaching 
and management purposes in a secure way.”

Electronic vs. Live 
Communication 

Just as EMRs can tempt a clinician to dis-
engage from patients, they also can detract 
from communication within a practice or 
between clinicians. The use of asynchro-
nous EMR communication tools, such as 
e-mail and instant messaging where there is 
a time lag between responses, can be a dou-
ble-edged sword, according to respondents. 

On the one hand, most respondents 
believed that tools such as IM, “tasking”—
assigning responsibility for a particular task 
to a staff member via the EMR—and e-mail 
increased efficiency for communications 
that do not require face-to-face interactions 
with staff, such as scheduling a follow-up 
visit. On the other hand, some respondents 
reported that the convenience of asynchro-
nous communication in EMRs decreased 
the likelihood that real-time communica-
tion would occur when needed most, for 
example, during patient emergencies. One 
physician explained the importance of 
discussing with staff the types of urgent or 
sensitive issues that should be communi-

cated orally, such as notifying a physician 
about a patient’s arrival at the emergency 
department. “You have to use electronic 
communication when appropriate and 
voice when appropriate, and even paper 
when it’s appropriate,” he said.

Another example was cited by one phy-
sician, “People will [use electronic commu-
nication] instead of knocking on the door 
or walking across the hall. You might not 
see your partner all day, whereas in the old 
days, we would ask what they think.” 

For complicated patient situations, 
respondents believed nothing should replace 
the interactive aspects of face-to-face or 
phone conversations. As a cardiologist 
said, “If I am implanting a defibrillator, 
the primary care physician may have some 
thoughts about the patient’s true life expec-
tancy that might influence our decision-
making process about whether the device 
is appropriate for the patient…we need to 
do a better job [of communicating orally], 
because we [cardiologists] can’t do it without 
input from the physicians that understand 
the patient’s complex chronic conditions.” 

EMR users cited several approaches to 
prevent EMRs from diminishing interper-
sonal communication with other clinicians 
and staff. For example, setting clear expec-
tations with office staff on what is appropri-
ate for electronic vs. oral communication is 
important. As several respondents noted, 
clinicians need to remind themselves, and 
the students and medical residents they 
help train, about the importance of face-
to-face or phone conversations when indi-
cated. As an EMR vendor and practicing 
physician noted, “The best way to ensure 
good coordination of care is for two physi-
cians to speak with each other directly. You 
can’t approach any technology solution, in 
as complex and risky a work environment 
as the practice of medicine, and have it be 
a substitute for appropriate human interac-
tions.”

Other Research  

Others have found that EMR and com-
puterized physician order entry users have 
overly optimistic expectations regarding 
data accuracy and processing.10 EMRs, like 
paper records, may contain inaccuracies; 
reports of providers’ categorical reliance 
on this information highlight the need to 

encourage users to verify EMR information 
directly with patients as they would with a 
paper chart. 

Use of an EMR has been noted in some 
studies to result in less face-to-face engage-
ment with patients, making it more difficult 
for clinicians to focus their attention on 
particular aspects of patient-centered com-
munication, such as outlining the patient’s 
agenda, exploring psychosocial and emo-
tional issues, discussing how health prob-
lems affect a patient’s life, and ascertain-
ing the timing of events needed to assess 
patients’ problems.11-13  

On the other hand, a national survey of 
physicians14 and a study of patients15 found 
that EMRs in the exam room had either a 
neutral or positive impact on perceptions of 
patient-physician communication in terms 
of overall quality of communication about 
medical issues and psychosocial issues. 
Others have found that how computers are 
used in the exam room may depend on a 
clinician’s baseline patient-communication 
skills before EMR adoption.16 Different find-
ings from these studies likely reflect their 
measurement of different aspects of commu-
nication, but the variation points to the need 
to develop a better understanding of how 
specific aspects of interpersonal communi-
cation are influenced by EMR use. 

Policy Implications

According to physicians currently using 
commercial EMRs, the technology can 
both help and hinder communication with 
patients and other clinicians. These findings 
have implications for the support and train-
ing of professionals about interpersonal-
communication skills in the presence of 
EMRs. 

Insufficient communication between 
physicians about shared patients results 
in part from the lack of payment for these 
kind of coordination activities and related 
opportunity costs associated with phone or 
face-to-face conversations that can disrupt 
the flow of office visits.17 EMRs and associ-
ated electronic communication tools can 
help address this problem by facilitating 
information sharing.  However, real-time 
communication will continue to be impor-
tant in many cases, and increased use of 
EMRs and electronic communication, if 
not properly managed, may undermine 



interpersonal communication. To this end, 
policy makers might consider incentives 
for communication among clinicians about 
shared patients. 

Overcoming EMR-related challenges to 
interpersonal communication will likely 
involve continued refinement of their design 
by vendors and use by clinicians to decrease 
the potential for distraction during the 
patient encounter. Efforts around health 
information technology implementation at 
the federal and clinical practice level might 
incorporate training to improve interperson-
al communication skills for practitioners and 
medical trainees in the presence of an EMR. 
The modification of office processes and 
clinical workflows to maximize interpersonal 
communication while using an EMR is also 
likely to be helpful. 
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Data Source

A total of 60 telephone interviews were con-
ducted from January-August 2008 with 52 
clinicians in primary care and specialty prac-
tices with commercial ambulatory care EMRs 
in place for at least two years, four national 
experts, and four EMR vendor medical direc-
tors. Practices, ranging in size from solo to 
large groups, were identified within the 12 
randomly selected Community Tracking 
Study (CTS) markets across the United States. 
Respondents were asked how they felt about 
EMRs’ impact on their interpersonal commu-
nication with: 1) patients; 2) clinicians and 
staff within their office; and 3) physicians in 
other practices. We were not able to validate 
respondents’ perceptions with direct measures 
of actual communication, for example, by 
audio-taping encounters. Additional details 
on the methodology, including participant 
recruitment, data collection and analysis have 
been previously published.18


