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From the Editor

Writing Clinical Notes:  
Have We Made Progress?

on primary care clinicians.2 In 
this study, for each hour of direct 
patient care, clinicians spent two 
hours interacting with the EHR. 
Excess documentation for billing 
purposes only increases the admin-
istrative burden. 

Many of us worked during a 
time when handwritten notes were 
the norm. They were shorter and 
did not include problem lists, med-
ication lists, or extensive reviews 

of systems. The documentation was 
limited to the story (history or sub-
jective), exam (objective), assess-
ment, and plan. Note templates in 
the EHR, on the other hand, often 
include extensive supplemental 
data, much of which exists else-
where in the record.

Recent studies have evaluated 
how notes are read. A 2015 cogni-
tive task analysis of 16 primary 
care physicians found that the 
assessment and plan sections 
of office progress notes were 
reviewed first and were rated as 
the most important components of 
the note.3 Some organizations have 
recommended a change from the 
traditional SOAP notes (subjective, 
objective, assessment, and plan) to 
APSO notes (assessment, plan, sub-
jective, and objective), which may 
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Our clinical notes take  
a lot of time to write.  
Is it time well spent?

 Clinical office notes commu-
nicate what happens within 
the examination room. The 

progress note is a tool for clinicians 
to convey information to each 
other to optimize the care of our 
patients. I read notes from special-
ists to help my patients navigate 
their care. These notes explain to 
me why a certain medication was 
prescribed or a specific test was 
ordered during the visit. I can also 
determine whether the patient 
understood what the consultant or 
one of my partners told them in 
another office visit. I rely on my 
own notes to remind myself what I 
was thinking during the patient’s 
previous visit, especially if it was a 
long time ago. Why did I order that 
test? What was I thinking when I 
made that diagnosis? A well-writ-
ten note is essential to patient-cen-
tered care. 

It is no surprise to any clinician 
that these notes take a lot of time 
to write. A recent study showed 
that the average physician spends 
a mean of 1.77 hours daily on docu-
mentation outside of normal office 
hours.1 EHRs have not improved 
the efficiency of writing notes; they 
have actually made completing 
documentation more cumbersome. 
In their classic 2017 paper, Arndt 
and colleagues described the  
burden of EHR documentation 

save clinicians time and improve 
the usability of the EHR.4 Prelim-
inary data demonstrates clinician 
satisfaction with the APSO note 
format in both outpatient and inpa-
tient arenas.5,6

OpenNotes is an initiative in the 
recently implemented 21st Century 
Cures Act. It provides patients with 
access to all notes written by their 
physicians, other medical provid-
ers, and care teams. The ability for 

patients to access notes may be 
beneficial. With more complete 
information, patients can engage 
more fully in their care. Initial 
data suggests that most patients 
find it helpful to read their notes.7,8 
On the other hand, a small study 
documented that more than 10% 
of patients were offended or felt 
judged by something the clinician 
wrote.9 The use of stigmatizing and 
judgmental language in notes is not 
unusual10 and may be more com-
mon in notes written about people 
of color.11 One study looking at 
history and physical notes from an 
emergency department found that 
negative language was included in 
charts of Black patients 2.55 times 
as much as White patients.11

As note writing in medicine 
evolves, we must continue to focus 

A recent study showed that the average 

physician spends a mean of 1.77 hours daily on 

documentation outside of normal office hours.
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on tools that enhance its efficiency in pri-
mary care. The 2021 Medicare guidelines 
relieved clinicians of some of the burden 
of note writing by decreasing billing 
requirements. We need to continue 
looking for ways to reduce the amount 
of time clinicians spend writing notes, 
while at the same time paying attention 
to implicit bias in our notes. 

1. Gaffney A, Woolhandler S, Cai C, et al. Medical 
documentation burden among U.S. office-based 
physicians in 2019: a national study. JAMA Intern Med. 
2022;182(5):564-566.

2. Arndt BG, Beasley JW, Watkinson MD, et al. Teth-
ered to the EHR: primary care physician workload 
assessment using EHR event log data and time-motion 
observations. Ann Fam Med. 2017;15(5):419-426.

3. Koopman RJ, Steege LMB, Moore JL, et al. Physi-
cian information needs and electronic health records 
(EHRs): time to reengineer the clinic note. J Am Board 
Fam Med. 2015;28(3):316-323.

4. Belden JL, Koopman RJ, Patil SJ, Lowrance NJ, 
Petroski GF, Smith JB. Dynamic electronic health 
record note prototype: seeing more by showing less. J 
Am Board Fam Med. 2017;30(6):691-700.

5. Lin CT, McKenzie M, Pell J, Caplan L. Health care 
provider satisfaction with a new electronic progress 
note format: SOAP vs. APSO format. JAMA Intern Med. 
2013;173(2):160-162.

6. Sieja A, Pell J, Markley K, Johnston C, Peskind R, 
Lin CT. Successful implementation of APSO notes 
across a major health system. Am J Accountable Care. 
2017;5(1):29-34.

7. Walker J, Leveille S, Bell S, et al. OpenNotes after 
seven years: patient experiences with ongoing access 
to their clinicians’ outpatient visit notes. J Med Inter-
net Res. 2019;21(5):e13876. Erratum in: J Med Internet 
Res. 2020;22(4):e18639.

8. Chimowitz H, Fernandez L. Sharing visit notes: get-
ting patients and physicians on the same page. Fam 
Pract Manag. 2016;23(6):10-13.

9. Fernandez L, Fossa A, Dong Z, et al. Words matter: 
what do patients find judgmental or offensive in out-
patient notes? J Gen Intern Med. 2021;36(9):2571-2578.

10. Park J, Saha S, Chee B, Taylor J, Beach MC. Physi-
cian use of stigmatizing language in patient medical 
records. JAMA Netw Open. 2021;4(7):e2117052.

11. Sun M, Oliwa T, Peek ME, Tung EL. Negative  
patient descriptors: documenting racial bias in 
the electronic health record. Health Aff (Millwood). 
2022;41(2):203-211.

Sarina Schrager, MD, MS 

fpmedit@aafp.org

MEDICAL EDITOR

Sarina Schrager, MD, MS

MANAGING EDITOR

Brandi White

SENIOR EDITOR

Andy Marso

ART DIRECTOR

Christine Schneider 

EDITORIAL ADVISORY BOARD

Natasha Bhuyan, MD, James Dom Dera, MD, FAAFP, Alicia A. Kowalchuk, DO, FASAM,  

Corey Lyon, DO, FAAFP, Vinita Magoon, DO, JD, MBA, MPH, CMQ

CONTRIBUTING EDITORS

Cindy Hughes, CPC, CFPC, Kent J. Moore

DIRECTOR OF JOURNAL MEDIA

Darren Sextro

EDITORIAL DIRECTOR

Leigh Ann Backer

PROJECT SPECIALIST

Marilyn Harvey

EDITORIAL COORDINATOR

Elizabeth Jahns

CIRCULATION MANAGER

Susi Cordill

SENIOR CIRCULATION STRATEGIST

Rebecca Harp

CIRCULATION SPECIALIST

Frances Spitsnogle

PRODUCTION DIRECTOR

Bret Taylor

PRODUCTION DESIGN MANAGER

Stacey Herrmann

SENIOR PRODUCTION DESIGNER

Bryan Colley

PRODUCTION DESIGNER

Randy Knittel

SENIOR DIGITAL PRODUCTION SPECIALIST

Evan Palmer

DATA AND ADVERTISING OPERATIONS MANAGER

Tiffany M. Long

AD SERVICES AND SALES SUPPORT SPECIALIST

Stefanie Valenzano

EXECUTIVE VICE PRESIDENT  

AND CHIEF EXECUTIVE OFFICER

R. Shawn Martin 

SENIOR VICE PRESIDENT FOR EDUCATION

Margot Savoy, MD, MPH, FAAFP

SENIOR VICE PRESIDENT FOR ADVOCACY,  

PRACTICE ADVANCEMENT, AND POLICY

Stephanie Quinn

VICE PRESIDENT FOR PRACTICE ADVANCEMENT

Karen Johnson


