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If sign-ins slow down,
devices crawl, files go
missing, or an inbox gets
compromised, everyone
feels it, from the front desk
to the exam room.

You did not take this job to
manage software. Still, your
EHR, scheduling, referrals,
billing, and reporting
systems are part of care
delivery.

The point is not a massive
rebuild. It is steady
fundamentals: secure
access, predictable support,
and recovery that actually
works when something
breaks.

Healthcare leaders juggle patient care, staffing, payer
rules, audits, budgets, and the nonstop stream of
“can you fix this today?” requests. Patients and
partners expect smooth service, regulators expect
you to prove you protect PHI, and your board will
assume the basics are handled until a bad day proves
otherwise.

In Chicago, most clinics run lean. When technology
drags, the fallout is immediate: longer check-in lines,
delayed charting, missed follow-ups, and staff who
spend their patience on logins instead of people.

Tech should take weight off the day, not add
more.

Small Gaps, Big Delays



At the same time, cyber risk is now
part of daily operations. Healthcare is
targeted because it holds PHI, relies on
uptime, and cannot absorb long
interruptions. A single convincing
message, a compromised mailbox, or
ransomware that locks up shared files
can disrupt patient flow fast.

And when an incident hits, it rarely
stays private. Patients, partners,
regulators, and your board (of
directors) expect two things:
protection of information and
continuity of care.

So the better
question is not “Does
technology matter?”
It is “Does our
technology
consistently support
care, or does it
quietly introduce
delays, workarounds,
and risk?”

Healthcare Workarounds
Are a Warning Sign

Healthcare does not run in one place
anymore, and it definitely does not run on a
couple of desktop computers behind the
front desk.

Across Chicagoland, care happens across
clinics, hospital sites, partner facilities,
home visits, and remote follow-up. The work
moves with the team, so your systems have
to move with it too.

That means charting in exam rooms,
checking schedules at the nurses’ station,
answering patient questions between
appointments, coordinating referrals with
outside partners, and reviewing results after
hours. The same set of records and
workflows gets touched all day on laptops,
tablets, and phones.

This flexibility is necessary. It also exposes a
mismatch when your setup was built for an
older assumption: everyone on the same
network, using the same device, in the same
building. In a hybrid reality, that outdated
model shows up as slow sign-ins, flaky
remote access, awkward workarounds, and
“quick fixes” that become the new normal.

People do what they need to do to keep care
moving. They download a file locally
because the shared workspace is slow. They
use a personal device because onboarding
is taking too long. They send a screenshot
because it is faster than finding the right
folder. Those choices are not malicious.
They are signals that the safe path is not
the easy path.



What Runs Your Healthcare Day

Where your files and critical apps
actually “live”
Every team has a home base for
documents and core systems. In some
environments, that still includes an
on-site server or local storage
supporting shared folders, imaging, or
a legacy tool that is too intertwined to
rip out quickly.

Local infrastructure can work well
when it is actively maintained. The
catch is accountability. If no one owns
maintenance, it will slip. Someone has
to patch, monitor, back up, and plan
replacement before a failure shows up
mid-clinic.

Other organizations run most of this
through hosted or cloud services. You
still get shared access to files and
applications, but the underlying
infrastructure is handled through a
managed platform and delivered over
the internet.

Neither model wins by default. The
“right” answer is the one you can
explain clearly: what you use, what it
depends on, what it does not cover,
and who is accountable for keeping it
healthy.

You do not need to speak fluent IT to lead a strong healthcare
organization. You do need a simple, plain-English picture of what runs
your day and what would stall if one piece went missing.

Most clinics and care organizations in Chicagoland are built from the same
few parts, even when the vendors are different. If you can name these
parts and who owns them, you can spot weak assumptions before they
become downtime.

Clinical and operational
systems
In healthcare, the system
everyone lives in is usually the
EHR, plus the tools that feed it
or depend on it: scheduling,
billing, e-prescribing, labs,
imaging, portals, and patient
communication.

When these systems are set up
well, they reduce confusion.
They keep teams working from
the same information, make
workflows predictable, and cut
down on the “which
spreadsheet is correct”
problem.

The most common issue is not
a bad product. It is underuse
and workaround creep. Teams
only use part of what they are
paying for, then rebuild the
missing pieces with side
spreadsheets, duplicate entry,
manual steps, and extra clicks
that slow everything down and
create reporting and
compliance pain later.



Once you can describe these
building blocks at a high level, you
can ask sharper questions, catch
risky assumptions early, and make
decisions your leadership team and
board (of directors) can stand
behind.

Email and collaboration
For many teams, email is still the
unofficial workflow engine. Approvals,
handoffs, document requests, quick
updates, and “can you send that now”
all pile into the inbox.

Modern collaboration platforms can
reduce that chaos when they are
configured intentionally. They can keep
files in one controlled place, reduce mis-
sends, support secure sharing, and
make it easier to collaborate without
scattering PHI across attachments.

When those connections are not in
place, staff spend time copying, pasting,
re-saving, and searching for context
instead of moving care forward.

Wi-Fi and networking
Networks show up when they fail. Slow
chart loads, dropped calls, sign-ins that
time out, and the quiet frustration that
pushes people into shortcuts.

A well-designed network supports your
key apps, prioritizes the traffic that
matters, and separates clinical and staff
devices from guest access. That
separation matters, because mixing
everything on one network is an easy
way to create avoidable exposure in
patient-facing spaces.

The cloud
The cloud is simply professionally
managed infrastructure delivered over
the internet. It can improve flexibility
and resilience, especially across sites
and roles, but it does not remove
responsibility.

You still decide who can access what,
how devices are managed, what is
monitored, and how recovery is proven.
The difference is that the environment
can be easier to standardize and
maintain when ownership is clear.



Unsexy Controls, Real Protection

Cybersecurity in healthcare gets sold
like a specialty. In reality, most
protection comes from a small set of
routines done well, every week, on
every account, on every device.

Start with the question that matters: If
someone guesses a password today,
what can they reach? If the answer is “a
lot,” your first priority is identity and
access.

Strong sign-in habits are the
foundation. Use unique passwords
where you still need them, but do not
stop there. Require MFA or passkeys for
any account that touches patient
information, scheduling, billing, or
vendor portals. Make shared logins a
hard no. Keep admin rights limited and
intentional. And when someone
changes roles or leaves, remove access
quickly and confirm it is gone.
Healthcare is too fluid for “we will get to
it later.”

Next, protect the data even when
devices wander. Clinics are full of
mobile reality: laptops taken home,
tablets moving room to room, phones
used between appointments,
contractors working offsite.
Encryption is what keeps a lost device
from turning into a reportable event.
Many platforms support it by default,
but defaults are not guarantees.
Verify it is enabled everywhere and
configured consistently, especially on
portable devices.

Then tighten the perimeter around
where people browse and where
systems talk to the internet. Firewalls
and web filtering are not glamorous,
but they prevent a lot of avoidable
harm. A firewall blocks suspicious
traffic and reduces exposure. Web
filtering helps stop staff from landing
on known malicious sites or fake login
pages. Training still matters, but
these controls reduce the damage
when someone is moving fast and
clicks without thinking.



In Chicagoland, healthcare organizations are not “too small
to matter” to attackers, especially when email and shared
files connect directly to patient trust and continuity of
care.

Do not forget endpoints. Most incidents
do not start in a server room. They start
on a workstation. Devices should
update on a real cadence, run modern
endpoint protection, and be monitored
by someone who can respond when
alerts fire. Personal devices deserve
special attention. If you allow them,
define what is permitted, what must be
managed, and what data cannot live
there. Convenience without guardrails
is how sensitive information drifts into
places you cannot see or control.

Finally, assume phishing will keep
coming. The bait is designed to look
normal: a fake EHR notice, a lab alert, a
“shared document,” a vendor invoice, a
prior auth message, or a password
prompt that feels urgent. The goal is
simple: get a click, get credentials, or
get an approval. Teach staff a short
habit loop: pause, verify through a
second channel, and report. Make
reporting easy and treat near-misses as
learning, not punishment.

None of this is exciting. That is the
point. These basics prevent the most
common failures, reduce disruption,
and give leadership and your board (of
directors) something better than
reassurance: a set of controls you can
explain, verify, and maintain. 



Stop Data Drift

In healthcare, data protection is not a
binder on a shelf. It is what happens in
the small moments: where staff save a
file, how they send a document, which
screen is left open, and what gets
downloaded “just for today.”

The first lever is permissions. Most
organizations do not have a “security
problem.” They have an access sprawl
problem. Too many people can see too
much, for too long. Tightening access
by role keeps PHI and sensitive
operations data from spreading
without a reason, and it limits damage
when an account is compromised or a
departure is not clean.

Next is data gravity, what accumulates
over time. Patient lists exported for
outreach. Scanned IDs saved to
desktops. Referral packets attached to
email. Prior auth screenshots.
Duplicate reports labeled “final_v7.”
None of it feels dangerous in the
moment. Together, it creates a larger
exposure surface than most leaders
realize. A retention schedule, plus a
routine cleanup habit, shrinks what you
have to protect and what you might
have to explain later.

Where information lives matters as much as
how long it stays. If documents and PHI are
scattered across inboxes, USB drives, local
folders, and random cloud shares, you lose
the ability to enforce consistent controls. Put
sensitive work in approved systems your
organization can manage, audit, and secure.
Make that the default, not the exception.

Sharing rules are the next win. If staff regularly
send spreadsheets, forward attachments, or
paste patient details into long email threads,
give them an easier path. Define the approved
way to share, make it simple, and train to it.

The goal is not enforcement theater. The goal
is fewer judgment calls under time pressure.
Then plan for the day something goes wrong.
Incident response does not need to be
dramatic. A one-page “who does what first”
sheet is often enough: who owns triage, who
calls vendors, how you communicate
internally, and how decisions get logged. When
minutes matter, clarity beats improvisation.

Finally, write it down and keep it current.
Documentation is what turns “we think we do
that” into “here is how we do it.” It speeds
onboarding, reduces inconsistent habits, and
gives leadership and your board (of directors)
something concrete when they ask how
patient and operational data is protected.



Attachments Create
Accidents

Healthcare runs on fast communication.
The problem is that “fast” often turns
email and shared drives into the
workflow, the filing cabinet, and the
handoff tool all at once. That is when
privacy issues start showing up. Not
because the tools are broken, but
because they are doing jobs they were
never meant to do.

Email is especially easy to overload. One
thread turns into a referral exchange,
then a scheduling update, then an
approval request, then “here is the
patient list for tomorrow.” The more you
pile into the inbox, the more likely
something goes sideways: the wrong
recipient gets auto-filled, an attachment
gets re-sent to someone new, or a long
reply chain carries information that
never needed to leave the building.

A better pattern is simple: store first,
share second. Put sensitive documents
in a managed system, then share access
to that system instead of attaching files.
That can be a controlled document
library, a secure workspace with
permissions, or a portal tied to your
clinical and operational workflows. When
the file stays in one place, you can
change permissions, see who accessed
it, and remove access when roles
change, without chasing copies across
ten inboxes.

This also fixes the quiet productivity
problem: version confusion. If the “final”
document lives in six places, someone
will inevitably send the wrong one. A
single source of truth, with tracked
changes and clear ownership, prevents
avoidable rework.

Texting and consumer chat create their
own risks. They are convenient for quick
coordination, but they are rarely built for
healthcare record retention, consistent
access control, or clean offboarding.
Messages can live on personal phones,
sync to personal backups, and disappear
when you need them for follow-up,
audit, or incident review. If the
conversation matters, keep it in
approved tools your organization can
manage.

Most exposure events are not
sophisticated hacks. They are small
human mistakes made under time
pressure. Clear standards, link-based
sharing, and a culture that supports a
quick pause before sending will prevent
a lot of avoidable damage.



Hybrid Healthcare 
Without the Headaches

Sooner or later, every healthcare leader
runs into the same decision: where
should the systems that run the day
actually live? Some will sit close to you,
some will sit with a vendor, and many
environments end up split.

On-site can feel comforting because it is
tangible. The server is in your building. If
something is slow, you know where to
look. This approach can be a good fit for
certain legacy applications, local file
storage, or imaging workflows that
depend on fast internal access. The
tradeoff is that “owning the box” means
owning the chores: refresh cycles, power
and cooling, physical access, patching,
monitoring, backups, and someone who
notices problems before clinicians do.
When local infrastructure is cared for, it
can be rock solid. When it is not, failures
tend to show up at the worst possible
time, mid-clinic, mid-call, mid-chart.

Cloud changes the cost and maintenance
picture. Instead of buying hardware and
maintaining it, you pay for a service that
is built to scale and stay available. That is
often helpful when you add providers,
expand to new locations, introduce new
service lines, or need secure access
across sites. Cloud also fits how care is
delivered now: clinics, partner facilities,
remote days, and leadership working
across multiple systems without relying
on one office network.

Hybrid is common because healthcare
rarely gets to start from scratch. A legacy
app stays local while everything else
modernizes. A vendor-hosted EHR sits in
the cloud while imaging or specialty tools
remain on-site. The question is not
whether hybrid is “good” or “bad.” It is
whether it is intentional and well owned.

Security is not guaranteed by geography.
Cloud can be configured poorly. On-site
can be hardened well. The deciding factor
is discipline: identity controls, patching,
monitoring, and recovery planning that
are built into the model, not bolted on
later.

The most expensive mistake is
assuming the platform will
take care of everything for
you. No matter where your
systems live, someone still has
to define what is backed up,
how restores are proven, who
watches alerts, and who is
accountable when something
breaks. That is the difference
between “we think we are
covered” and “we can prove
we are covered.”



Ransomware exposes weak backup design
fast. Teams often discover too late that
backups were incomplete, stale, or
connected to the same network that got
encrypted. When backups are current and
isolated, you can rebuild and restore without
negotiating with criminals.

Continuity is the step most leaders actually
care about, even if they do not call it that. It
is the plan for how care continues while
systems are down. Can you operate safely in
a limited mode? What do clinicians and front
desk staff do first? What gets restored first?
Who communicates to patients and
partners? How long can you tolerate
downtime before it becomes a clinical and
financial event?

There is no universal right answer. 

The right answer is the one you define in
advance, based on your services, your risk
tolerance, and your real-world workflows,
then confirm with leadership and your board
(of directors) before the pressure hits.

Backups Aren’t Recovery

No one wants to plan for a bad day. In
healthcare, the bad day is rarely
theoretical. It looks like check-in lines
growing, staff asking “can you see my
screen?”, and leadership trying to make
decisions while patients wait.

Backups are the baseline. They are your
ability to put information back when
something disappears, gets corrupted, or
becomes unavailable.

The mistake many organizations make is
assuming “it lives in the system” means “it
is protected.” One copy is a single point of
failure, whether it sits on a workstation, a
local server, or inside a cloud app.
Hardware dies. Accounts get taken over.
An update goes sideways. A vendor
change breaks a connection. A rushed
click turns into a locked file share.
Different causes, same outcome: the data
you need is suddenly out of reach.

A simple way to build real protection is the
3-2-1 rule. Keep three copies of what
matters, on two different types of
storage, with one copy separated from
the rest of your environment. Separation
is the key. If the same compromise can
reach your backups, they are not a safety
net.



Cut Clicks, Not
Corners

A lot of this guide has focused on avoiding
disruption. That is necessary. But the other
half of good healthcare IT is making the day
feel lighter for the people doing the work.

Look at where time disappears. It is usually
not one big task. It is dozens of small ones:
registering a new patient, chasing a missing
form, routing a referral, checking a prior
auth status, re-sending an instruction
sheet, rebuilding the same report for the
third time, or assembling the same
leadership packet before the next meeting.

Most of those steps are predictable. They
repeat every week, even if the names and
details change.

When repeatable work lives in people’s
memories, sticky notes, or “how we do it”
side conversations, it gets fragile. A step is
missed. Two teams do the same thing twice.
Something sits in an inbox because nobody
is sure who owns it. That is not negligence.
It is what happens when the process is
invisible.

Automation helps by making the handoffs
obvious and the next step automatic. A
patient request can trigger the right tasks,
assign ownership, and route forms without
someone forwarding an email chain. A
referral can create follow-ups and
reminders so it does not stall quietly. A prior
authorization can generate deadlines,
escalation steps, and status checks so the
work is visible before it becomes urgent.

Your team still makes the calls.
Automation simply handles the
predictable glue work that steals
attention from patient care and
coordination.

Templates are another underrated
upgrade. Standard intake packets,
patient instructions, policy language,
and routine responses reduce rework
and keep communication consistent.
They also prevent the “old version from
someone’s desktop” problem that
causes confusion and rework.

Search is a quiet force multiplier. When
staff can find the right document, the
current policy, or the latest instruction
sheet in seconds, you avoid repeated
questions and repeated mistakes.
Those minutes stack up fast across
front desk, clinical teams, and
operations.

Digital collaboration and e-signature
tools can also remove delay. Fewer
print-scan loops. Cleaner approvals.
Better tracking for payer forms, HR
paperwork, vendor agreements, and
compliance sign-offs.

Voice dictation can help teams keep up
with documentation too. If someone
can speak faster than they can type,
dictated notes that convert to text can
reduce end-of-day backlog and
improve timeliness.



AI tools can add value as well, but only with boundaries. Use them in secure, controlled
environments. Keep rules simple: what data is allowed, what never gets pasted into
public tools, and who reviews outputs before anything is sent or stored.

None of these tools replace people. They remove low-value steps, reduce variation, and
help your organization scale services without scaling chaos. That is also what gives
leadership and your board (of directors) more confidence that operations are controlled,
consistent, and ready for growth.

Stop Access Sprawl

Healthcare teams are always in motion. New
hires, role changes, float staff, contractors,
and rotating clinicians are normal. The risk is
that access does not move as cleanly as
people do. Over time, you stop being able to
answer two simple questions with
confidence: who can get into what, and
what devices are they using to do it?

Start with devices. If laptops, tablets, and
phones connect to email, EHR tools, shared
files, or vendor portals, you need a way to
manage them centrally. That is what Mobile
Device Management (MDM) is for. It lets your
IT partner confirm encryption is enabled,
push updates on a real cadence, enforce
screen locks, and lock or wipe a device fast
if it disappears.

Personal devices raise the stakes. Without
clear boundaries, work accounts and files
can seep into personal apps, personal
backups, and personal storage. Then
someone leaves and you are left hoping
nothing important was copied, synced, or
forwarded. Hope is not a control.

The other half is permissions. Good access
design is not complicated. Give people what
they need for their role, and nothing extra.
Most problems come from access that
quietly expands “just in case” and never
shrinks again.

Here is what disciplined access looks
like:

No shared logins as a shortcut
Limited admin rights, with approvals
for elevated access
A joiner-mover-leaver process that
is followed every time
Regular reviews to catch old
accounts, stale vendor access, and
over-permissioned users

Offboarding is where organizations
either stay clean or drift into risk.
Accounts should be disabled promptly,
company devices collected or wiped,
shared credentials rotated, and access
to key systems verified as removed.
Leaving accounts active “for later” is
how small gaps become incidents.

In Chicagoland, boards and
leadership teams increasingly
expect proof of this hygiene.
The easiest way to provide it is
routine account reviews and
clear ownership. If an account
does not have a current
purpose and an accountable
owner, it should not exist.



Proof Over Promises

In healthcare, “IT support” is not a
nice-to-have. It is the difference
between a normal clinic day and a
day where check-in backs up,
clinicians wait on screens to load,
and someone starts writing notes
on paper because they have no
other choice.

Problems will happen. The real test
is what your IT partner does before
problems show up, and how they
respond when they do.

A strong partner sells outcomes,
not tickets. You should see fewer
interruptions over time, not the
same fire drills on repeat.

Look for three things.

1) Prevention with proof
They patch consistently, monitor
key systems, and flag risks early.
More importantly, they can show
you evidence. Not “we do that,” but
“here’s what happened this month,
here’s what we fixed, and here’s
what we are watching next.”

2) Healthcare awareness
They understand the flow of care
and the systems that matter most:
EHR access, scheduling, referrals,
billing, devices in patient-facing
areas, and vendor portals. They ask
how downtime changes operations,
not just whether a server is online.

3) Clear ownership when it counts
When something breaks, you should
know who is driving, what the first
steps are, how communication will
work, and how decisions will be
documented. Calm response beats
frantic activity.

You do not need deep technical
knowledge to evaluate this. Ask
questions that force clarity:

If our environment went read-only
right now, what is the first hour plan
and who owns it?
What are the top three risks you see
in our setup, and what would you do
first to reduce them?
How do you verify backups and
recovery, and when did you last
prove it with a restore?
How do you handle onboarding and
offboarding so access stays tight as
staffing changes?
What would you change in the next
90 days to reduce daily friction for
staff?

Regular reviews matter. A monthly or
quarterly meeting should produce a
short list of priorities, owners, and
timelines. If you are in Chicago, your
partner should understand lean teams,
vendor sprawl, and the reality that
clinics cannot pause for long
maintenance windows.



Warning signs repeat: vague answers, constant “urgent” tickets, aging
systems that never get refreshed, access that keeps expanding, and backups
that exist on paper but are not tested.

Communication is usually the clearest signal.

The right partner leaves you feeling informed,

prepared, and in control.



Get in touch.

If you want a partner who can validate your
baseline and map next steps in plain English, we
can help.

Get to “Verified”
In healthcare, technology is part of the care team. It shapes how patients
check in, how clinicians document, how referrals move, how results are
reviewed, and how quickly your staff can respond when something
changes.

You do not need to run IT day to day. You do need a clear, defensible
baseline: systems that stay current, access that is controlled, devices that
are managed, and recovery that is proven, not assumed.

Strong healthcare IT looks boring in the best way. Fewer login surprises.
Fewer workarounds. Fewer “we will fix it later” gaps that quietly turn into
risk. When the fundamentals are steady, teams spend less time chasing
information and more time focused on patients.

The practical path is consistent:
Keep core systems and devices updated on a real cadence
Protect identity and endpoints with layered controls
Put sensitive information in managed systems, not scattered copies
Tighten access as roles change, and offboard quickly
Test recovery so downtime is a drill, not a crisis

For healthcare organizations in Chicago, that predictability is not a luxury.
It is part of safe, reliable care.

CALL: (312) 985-6810
EMAIL: info@reintivity.com
WEBSITE: www.reintivity.com

Serving the Greater Chicago Area
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