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Clinical documentation was developed to track a patient's con-
dition and communicate the author's actions and thoughts to
other members of the care team. Over time, other stakeholders
have placed additional requirements on the clinical documenta-
tion process for purposes other than direct care of the patient.
More recently, new information technologies, such as electronic
health record (EHR) systems, have led to further changes in the
clinical documentation process. Although computers and EHRs
can facilitate and even improve clinical documentation, their use
can also add complexities; new challenges; and, in the eyes of
some, an increase in inappropriate or even fraudulent documen-
tation. At the same time, many physicians and other health care
professionals have argued that the quality of the systems being

used for clinical documentation is inadequate. The Medical Infor-
matics Committee of the American College of Physicians has un-
dertaken this review of clinical documentation in an effort to clar-
ify the broad range of complex and interrelated issues
surrounding clinical documentation and to suggest a path for-
ward such that care and clinical documentation in the 21st cen-
tury best serve the needs of patients and families.
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In the past decade, medical records have become
increasingly synonymous with electronic health re-

cords (EHRs). However, although “EHR” is the current
term of art used to describe computer-based sys-
tems that perform a broad range of functions related
to documenting and managing patient care, this will
not always be the case. Similarly, clinical documenta-
tion's definition has grown to encompass more than
just physician notes. Existing technology, such as regis-
tries, portals, connected home monitoring devices,
and provider- and patient-controlled mobile devices,
as well as technology not yet in use or even built, is
likely to integrate with or possibly even replace the
EHR (as currently conceptualized) as a primary vehi-
cle for viewing and recording clinical documenta-
tion. Although the term “EHR” is used throughout this
paper, the issues addressed could reasonably apply
to any future technology-enabled system of clinical
documentation.

This position paper reviews the current and emerg-
ing purposes of clinical documentation, the drivers that
may influence or distract from these purposes, and the
opportunities and challenges that have arisen from
EHRs. We believe that physicians must help define and
prioritize the many important roles that clinical docu-
mentation serves today. Therefore, this paper proposes
a set of guiding principles and actions that can be
taken by clinicians, provider institutions, technology
vendors, government regulators, payers, and other in-
terested groups to improve the quality and value of
clinical documentation and to better use this documen-
tation to improve care.

The primary goal of EHR-generated documentation
should be concise, history-rich notes that reflect the in-
formation gathered and are used to develop an im-
pression, a diagnostic and/or treatment plan, and rec-
ommended follow-up. Technology should facilitate
attainment of these goals in the most efficient manner
possible without losing the humanistic elements of the
record that support ongoing relationships between pa-
tients and their physicians.

METHODS
The decision to develop this policy paper was

made by the Medical Informatics Committee of the
American College of Physicians (the College, or ACP),
which is charged with addressing issues concerning the
effect of health information technology and informatics
on the health care of the U.S. public and the practice of
internal medicine and its subspecialties. The recom-
mendations that were developed were informed by a
literature review and input from the various College
constituencies and nonmember experts in the field.
The policy paper and related recommendations were
reviewed and approved by the College's Governing
Board in September 2014.
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EVOLVING PURPOSES AND DRIVERS OF

CLINICAL DOCUMENTATION
Electronic health records have made defensive

documentation easier, which some would interpret as
better documentation and others would interpret as a
source of “note bloat,” in which key findings and ac-
tions are obscured by superfluous negative findings,
irrelevant documentation, and differential diagnoses,
all of which make the record difficult and time-
consuming to read (1). Because prior entries are easily
carried forward to current notes, these distended re-
cords can be a source of excess downstream documen-
tation that perpetuates the difficulty many physicians
perceive when trying to quickly find a useful signal in a
field of noise.

Defensive medicine has resulted in longer notes,
with the increased documentation arguably not im-
proving patient care. The problem-oriented medical re-
cord has also led to longer notes but is at least de-
signed to improve decision making and treatment.
Both of these influences have increased the time physi-
cians spend on documentation. However, the increase
in documentation time for problem-oriented documen-
tation is likely offset by the reduction in time for down-
stream use. It is conventional wisdom that a well-
organized record and note make continuing care with
the same and subsequent providers easier and quicker.
These influences were dwarfed by the next major driver
of change to clinical documentation: the issuance of
the evaluation and management (E&M) guidelines in
1995 and 1997.

The E&M guidelines were devised, at least initially,
with the support of organized medicine as a response
to the lack of an externally verifiable measure of cogni-
tive services. These guidelines largely redefined cogni-
tive services as not what was done, but rather what was
documented. They created a complex system of rules
that further specified format requirements. This has cre-
ated an imbalance of values, with coding and compli-
ance trumping clarity and conciseness, as well as a
harshly negative “gotcha” mentality that saps the pro-
fessionalism out of physicians.

ACP POSITION STATEMENTS AND

RECOMMENDATIONS
The following statements represent the official pol-

icy positions and recommendations of the ACP. The
rationale for each is provided in the full position paper,
which in available in the Appendix (available at www
.annals.org).

Policy Recommendations for Clinical
Documentation

1. The primary purpose of clinical documentation
should be to support patient care and improve clinical
outcomes through enhanced communication.

2. Physicians working with their care delivery orga-
nizations, medical societies, and others should define
professional standards regarding clinical documenta-

tion practices throughout their organizations. Further,
clinical usefulness of health information exchange will
be facilitated by appropriate redesign of clinical doc-
umentation based on consensus-driven professional
standards unique to individual specialties as a result of
collaboration with standards-setting organizations.

A. The clinical record should include the pa-
tient's story in as much detail as is required to retell the
story.

B. When used appropriately, macros and templates
may be valuable in improving the completeness and
efficiency of documentation, particularly where that
documentation is primarily limited to standardized ter-
minology, such as the review of systems and physical
examination findings.

C. The EHR should facilitate thoughtful review of
previously documented clinical information. Ready re-
view of prior relevant information, such as longitudinal
history and care plans as well as prior physical examina-
tion findings, may be valuable in improving the com-
pleteness of documentation as well as establishing
context.

D. Where previously documented clinical informa-
tion is still accurate and adds to the value of current
documentation, this process of “review/edit and/or at-
test, and then copy/forward” (hereafter referred to as
copy/forward) of specific prior history or findings may
improve the accuracy, completeness, and efficiency of
documentation. However, these documentation tech-
niques can also be misused, to the detriment of accu-
racy, high-quality care, and patient safety.

E. Effective and ongoing EHR documentation
training of clinical personnel should be an ongoing
process.

3. As value-based care and accountable care mod-
els grow, the primary purpose of the EHR should remain
the facilitation of seamless patient care to improve out-
comes while contributing to data collection that sup-
ports necessary analyses.

4. Structured data should be captured only where
they are useful in care delivery or essential for quality
assessment or reporting.

5. Prior authorizations, as well as all other docu-
ments required by other entities, must no longer be
unique in their data content and format requirements.

6. Patient access to progress notes, as well as the
rest of their medical records, may offer a way to improve
both patient engagement and quality of care.

7. The College calls for further research to:
A. Identify best practices for systems and clinicians

to improve accuracy of information recorded and the
value of information presented to other users.

B. Study the authoring process and encourage
the development of automated tools that enhance
documentation quality without facilitating improper
behaviors.
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C. Understand the best way to improve medical ed-
ucation to prepare new and practicing clinicians for
the growing uses of health information technology
in the care of patients and populations and to recognize
the importance of their responsibility to document their
observations completely, concisely, accurately, and in a
way that supports their reuse.

D. Determine the most effective methods of dis-
seminating professional standards of clinical documen-
tation and best practices.

Policy Recommendations for EHR System
Design to Support 21st-Century Clinical
Documentation

1. EHR developers need to optimize EHR systems to
facilitate longitudinal care delivery as well as care that
involves teams of clinicians and patients that are man-
aged over time.

2. Clinical documentation in EHR systems must sup-
port clinicians' cognitive processes during the docu-
mentation process.

3. EHRs must support “write once, reuse many
times” and embed tags to identify the original source of
information when used subsequent to its first creation.

4. Wherever possible, EHR systems should not re-
quire users to check a box or otherwise indicate that an
observation has been made or an action has been taken
if the data documented in the patient record already
substantiate the action(s).

5. EHR systems must facilitate the integration of
patient-generated data and must maintain the identity
of the source.

SUMMARY
Electronic health records should be leveraged for

what they can do to improve care and documentation,
including effectively displaying prior information that
shows historical information in rich context; supporting
critical thinking; enabling efficient and effective docu-
mentation; and supporting appropriate and secure
sharing of useful and usable information with others,
including patients, families, and caregivers. These fea-
tures are unlikely to be optimized as long as the format
and content of clinical documentation are primarily
based on coding and other regulatory requirements.
Furthermore, under these circumstances, EHRs lose

much of their potential to improve care and documen-
tation and instead are relegated to doing nothing that
could not be done with paper records—only less
efficiently.

We are in danger of repeating history by overstruc-
turing the clinical record and overloading it with extra-
neous data (2). Physicians must learn to leverage the
enormous and growing capabilities of EHR technology
without diminishing or devaluing the importance of
narrative entries. Failure to do so will inevitably influ-
ence the way we think and teach, to the detriment of
patient care.

Cooperation is needed among industry health care
providers, health care systems, government, and insur-
ers to continue to improve the documentation. We
must work together to fundamentally change the EHR
from a passive recipient of information to an active vir-
tual care team member.
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APPENDIX: CLINICAL DOCUMENTATION IN THE

21ST CENTURY: A POLICY POSITION PAPER

FROM THE AMERICAN COLLEGE OF PHYSICIANS
Executive Summary

Clinical documentation was developed to track a
patient's condition and communicate the author's ac-
tions and thoughts to other members of the care team.
Over time, other stakeholders have placed additional
requirements on the clinical documentation process for
purposes other than direct care of the patient. More
recently, new information technologies, such as EHR
systems, have led to further changes in the clinical doc-
umentation process. Although computers and EHRs
can facilitate and even improve clinical documentation,
their use can also add complexities; new challenges;
and, in the eyes of some, an increase in inappropriate
or even fraudulent documentation (3, 4). At the same
time, many physicians and other health care profes-
sionals have argued that the quality of the systems be-
ing used for clinical documentation is inadequate. The
Medical Informatics Committee of the ACP has under-
taken this review of clinical documentation in an effort
to clarify the broad range of complex and interrelated
issues surrounding clinical documentation and to sug-
gest a path forward such that care and clinical docu-
mentation in the 21st century best serve the needs of
patients and families.

Introduction

Observe, record, tabulate, communicate.

—Sir William Osler (1849–1919)

The medical record was first used by physicians to
record their findings and actions and as a vehicle to
communicate with other physicians who might care for

the patient in the future. Physician notes were concise,
were handwritten or dictated, varied in length and de-
tail, and typically reflected the personality and style of
the physician. They often contained nonstandard ab-
breviations and, if legible, were difficult to comprehend
(5). This was the documentation style of physicians until
the early 20th century, when leading hospitals began to
require structure and the use of forms to organize what
had been essentially free-form notes in order to per-
form analyses of their medical records and improve
quality. The use of forms and standardized data ele-
ments led physicians to note a “loss of the narrative
descriptions” as well as the author's list of provisional
diagnoses, speculations, opinions, and uncertainties. A
sense that the notes had become dry recitations of
facts led to a change in behavior by physicians, who
began writing in the margins and on the backs of the
tables because of frustration with the imposed formats
(5).

The concern about the loss of narrative continues
today and is further complicated by an increasing de-
mand for structured data for needs other than patient
care, such as satisfying regulatory requirements and
population health, and by the growing use of EHRs to
view and create new documentation, which creates a
new set of potential benefits, challenges, and unin-
tended consequences.

Over time, clinical documentation has evolved in
response to other pressures outside of the desire to
improve systems of care in hospitals and care for indi-
vidual patients. The medical record also became an
essential legal document with requirements for non-
modification and retention, a vehicle for education of
medical students and trainees, and the defined work
product for which physicians were paid. Recently, the
Meaningful Use program has expanded medical record
documentation requirements to include specific infor-
mation pertaining to payer quality measures and to
serve as a vehicle for health information sharing with
patients, families, and caregivers (6). As patient en-
gagement with the medical record continues, compo-
nents of clinical documentation, such as the medical
problem list, will shift from authorship by a single phy-
sician to authorship by multiple contributors and edi-
tors, including physicians, other nonphysician provid-
ers, and patients and families (7).

In the past decade, medical records have become
increasingly synonymous with EHRs. However, al-
though “EHR” is the current term of art used to describe
computer-based systems that perform a broad range of
functions related to documenting and managing pa-
tient care, this will not always be the case. Similarly,
clinical documentation's definition has grown to en-
compass more than just physician notes. Existing tech-
nology, such as registries, portals, connected home
monitoring devices, and provider- and patient-
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controlled mobile devices, as well as technology not
yet in use or even built, is likely to integrate with or
possibly even replace the EHR (as currently conceptu-
alized) as a primary vehicle for viewing and recording
clinical documentation. Although the term “EHR” is
used throughout this paper, the issues addressed
could reasonably apply to any future technology-
enabled system of clinical documentation.

This position paper reviews the current and emerg-
ing purposes of clinical documentation, the drivers that
may influence or distract from these purposes, and the
opportunities and challenges that have arisen from
EHRs. We believe that physicians must help define and
prioritize the many important roles that clinical docu-
mentation serves today. Therefore, this paper proposes
a set of guiding principles and actions that can be
taken by clinicians, provider institutions, technology
vendors, government regulators, payers, and other in-
terested groups to improve the quality and value of
clinical documentation and to better use this documen-
tation to improve care.

The primary goal of EHR-generated documentation
should be concise, history-rich notes that reflect the in-
formation gathered and are used to develop an im-
pression, a diagnostic and/or treatment plan, and rec-
ommended follow-up. Technology should facilitate
attainment of these goals in the most efficient manner
possible without losing the humanistic elements of the
record that support ongoing relationships between pa-
tients and their physicians.

Methods
The decision to develop this policy paper was

made by the Medical Informatics Committee of the
ACP, which is charged with addressing issues concern-
ing the effect of health information technology and in-
formatics on the health care of the U.S. public and the
practice of internal medicine and its subspecialties. The
recommendations that were developed were informed
by a literature review and input from the various Col-
lege constituencies and nonmember experts in the
field. The policy paper and related recommendations
were reviewed and approved by the College's Govern-
ing Board in September 2014.

Evolving Purposes and Drivers of Clinical
Documentation
Defensive Medicine

Courts have long considered clinical documenta-
tion to be discoverable, and the existence of an unal-
tered contemporaneous medical record is considered
to be a more trusted source of truth than the memory
of a physician or patient. This has served as a driver for
legible and more extensive documentation, with a par-
ticular focus on the inclusion of pertinent positive and
negative history and physical findings, as well as clear

statements of what the physician was thinking and why
a particular course of action or treatment was or was
not done. Electronic health records have made defen-
sive documentation easier, which some would interpret
as better documentation and others would interpret as
a source of “note bloat,” in which key findings and ac-
tions are obscured by superfluous negative findings,
irrelevant documentation, and differential diagnoses,
all of which make the record difficult and time-
consuming to read (1). Because prior entries are easily
carried forward to current notes, these distended re-
cords can be a source of excess downstream documen-
tation, which perpetuates the difficulty many physicians
perceive when trying to quickly find a useful signal in a
field of noise.

The Problem-Oriented Medical Record
In 1968, Lawrence L. Weed, MD, published a sem-

inal article on the subject of clinical documentation,
“Medical Records that Guide and Teach” (8). Weed ob-
served then (decades before the emergence of the
EHR as a tool outside of selected academic centers and
computer laboratories) that paper-based clinical docu-
mentation was confusing, scattered, repetitious, and
sometimes even directly responsible for diagnosis and
therapy errors. His response was to argue for a new
style of documentation that focused on problems and
how they should be managed and documented (9):

In the face of the confusion concerning the
necessary quantity of data, the initial collection
of data should be made as significant and com-
plete as possible. The organization of the med-
ical record should be a matter of immediate
concern to practicing physicians and stu-
dents. . . . Properly trained paramedical per-
sonnel can both contribute greatly to the data-
collection phase and help teach it. The medical
faculty must become far more interested and
expert in teaching the analysis of medical data,
the complete formulation of the problems, and
the disciplined following of each.

Weed's work was widely read and appreciated
and, by the mid-1970s, became the standard by which
American medical students were taught to document.

Defensive medicine has resulted in longer notes,
with the increased documentation arguably not im-
proving patient care. The problem-oriented medical re-
cord has also led to longer notes but is at least de-
signed to improve decision making and treatment.
Both of these influences have increased the time physi-
cians spend on documentation. However, the increase
in documentation time for problem-oriented documen-
tation is likely offset by the reduction in time for down-
stream use. It is conventional wisdom that a well-
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organized record and note make continuing care with
the same and subsequent providers easier and quicker.
These influences were dwarfed by the next major driver
of change to clinical documentation: the issuance of
the E&M guidelines in 1995 and 1997.

E&M Guidelines
Before the release of the E&M guidelines, physician

billing for nonprocedural work was based on a self-
assessment of difficulty and/or time spent with a pa-
tient, and clinical documentation—which may have in-
cluded some defensive documentation and might have
been problem-based—was left to the professional judg-
ment of the physician. The length of a document and
what was included in it were at the discretion of the
physician. Thus, a physician could reasonably create
longer documentation for a brief visit and shorter doc-
umentation for a more complex visit. The level of the
charge for cognitive services was essentially a self-
attestation, and there was little to support it besides the
word of the billing provider (unlike a charge for a pro-
cedure, which is relatively easy for an auditor to inde-
pendently confirm by looking at the physician's sched-
ule and seeing whether billing seemed excessive).

The E&M guidelines were devised, at least initially,
with the support of organized medicine as a response
to this lack of an externally verifiable measure of cogni-
tive services. These guidelines largely redefined cogni-
tive services as not what was done, but rather what was
documented. They created a complex system of rules
that further specified format requirements. Further-
more, the formatting and presentation of the guide-
lines impede their implementability, with table-within-
a-table-within-a-table construction of the definitions of
level of service and unhelpful terms (such as “expanded
problem focused”) that make it more cognitively chal-
lenging to determine the level of service without con-
stantly referring to definitions. In addition to these
guidelines being difficult to understand and use, and
even counterintuitive, they are increasingly understood
to be a poor fit for chronic care and the emerging typ-
ical visit for internists—visits that combine components
of preventive care, chronic care management, counsel-
ing and education, and new acute problems (10). In
addition, they pose challenges to hospitals, whose
Medicare and Medicaid billing is based solely on phy-
sician documentation. Also, for many physicians, they
created a substantial new burden by turning the provi-
sion of care into a 2-step process: caring for the patient
and then “backfilling” a note to fit an arcane documen-
tation format, where much of the documentation in-
cludes often irrelevant elements of patients' clinical his-
tories and examinations rather than decision-making
and care management activities. Thus, in place of a

thoughtfully written review of systems that listed perti-
nent positive or negative findings, clinically meaning-
less terms, such as “ten point review of systems was
negative,” were introduced into the record to satisfy
E&M guidelines. Instead of clinical needs determining
the level of detail of the physical examination, docu-
mentation of the examination was driven by the re-
quired number of “bullets” to fulfill the requirements
for a specific code (11).

Remembering to include this backfill of what often
amounts to boilerplate default negative or normal find-
ings is difficult with paper records but a strength of
most EHRs. In fact, this strength of EHRs created their
initial business case; they could help physicians to
“right code” and never fear an audit finding of uninten-
tional billing fraud. This business case continues today
and, in the opinion of many EHR experts, is the reason
that most EHRs still do a better job with coding support
than with improving quality and safety (11). However, a
recent report by the Office of Inspector General of the
U.S. Department of Health and Human Services con-
cluded that in 2014, nearly 2 decades after the publi-
cation of the E&M documentation guidelines, almost
half of all E&M visits for Medicare patients were not
coded correctly (3). Of the roughly 40% of claims that
were considered miscoded, 26% were upcoded and
14.5% were downcoded. The Office of Inspector Gen-
eral further noted no significant difference in coding
errors between physicians documenting in paper re-
cords and those using EHRs (3).

Before the issuance of the E&M guidelines, the
consequences of not creating good clinical documen-
tation were essentially limited to difficulty for the au-
thoring clinician (for example, having trouble following
his or her notes; finding it challenging to mount an ad-
equate defense for a rare occurrence, such as a mal-
practice lawsuit; or being embarrassed in front of his or
her patient because of a lack of appropriate follow-up).
However, not adhering to the E&M guidelines could
lead to billing fraud, with the potential for fines, perma-
nent restriction from the Medicare and Medicaid pro-
grams, and even criminal penalties. Therefore, it is un-
derstandable that the desire to be paid fairly for one's
work and avoid civil and criminal penalties has become
the primary driver for clinical documentation. Also, un-
like in days past, what is now illogically considered to
be the gold standard of a good note comes not from
clinical professors and mentors but from professional
coders and corporate compliance training. An imbal-
ance of values has been created, with compliance, cod-
ing, and security trumping patient care, clinical well-
being, and efficiency (12). A harshly negative “gotcha”
mentality that saps the professionalism out of physi-
cians has also appeared.
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Increasing Demands for Structured Data
As with the rise of the quality movement in hospi-

tals in the early 1900s, the current shift from volume-
based to value-based payment models is driving the
need for more structured data. Electronic health record
systems lead to expectations of easier and more com-
plete access to coded clinical information among non-
clinicians who depend on clinical records to do their
work. Entities that desire these data are adding more
structured and coded data requirements to their re-
porting requirements in an effort to obtain more robust
data sets.

The laudable goal is to be able to extract data au-
tomatically from patient records, compile the data into
reports, and export them with the click of a button. This
process, if it worked well, would be far better than the
current process of manual chart abstraction; additional
data entry at the point of care; and dependency on
claims data for measurement of quality, public health
reporting, research, and regulatory compliance.

Unfortunately, obtaining coded data from elec-
tronic records remains elusive. Many “e-measures” are
in the early stages of development and thus have not
been fully implemented in EHR systems. These mea-
sures often require physicians and other health care
professionals to enter additional data into the appropri-
ately structured fields. It is unlikely that entering
accurate and complete data into structured fields will
become a high priority unless doing so becomes easier
and more efficient than it typically is or the conse-
quences of noncompliance become increasingly
severe.

Inaccuracies in the record translate into inaccurate
reports, which could limit the usefulness of enhanced
access to clinical information. For example, physicians
often assume that absence of evidence equals evi-
dence of absence (for example, if a precise code for
diabetes is not on the problem list, the physician as-
sumes the patient does not have it).

Perhaps the most compelling justifications for
structured data are the potential roles they can play
in automating clinical decision support (CDS) (13).
Whether through the use of patient data to enable
context-aware “infobuttons” to facilitate retrieval of
patient-relevant knowledge from online resources or
by driving logic-based alerts and reminders, CDS sys-
tems require patient data in formats and terminologies
that they can recognize and manipulate. These systems,
in turn, have the potential to improve all aspects of care
across the spectrum of diagnostic and therapeutic de-
cision making. Meta-analyses report that although CDS
systems can improve process measures, evidence is
sparse on whether they improve clinical, economic, or
efficiency-related outcomes (14).

Open Notes
The concept of open notes, an initiative to allow

patients to view the notes written by physicians, nurses,
and other providers, adds a new, more immediate de-
mand for patient-centeredness in clinical documenta-
tion (15). Although it is still too early to state with cer-
tainty how the increased transparency of open notes
will change existing clinical documentation, the follow-
ing changes—all of which are believed to be positive by
provider and patient participants in pilots of the open
notes initiative—are likely: avoidance of pejorative lan-
guage in descriptions of patients, patient behaviors,
and findings; increased documentation and clarity in
documentation of care plans; and increased efforts at
timely completion of notes. However, without a broad-
based educational effort toward patients and families
that clarifies that a good medical note should be an
accurate but brief synthesis of history, findings, deci-
sion making, and plans, rather than a verbatim tran-
script of a clinical interaction, open notes could inad-
vertently lead to longer notes, with even more time
spent on documentation.

Patient-Generated Health Data
It is clear that patients will become a significant

source of the documentation in their records (16, 17).
Sources will include practice-supplied questionnaires;
data from tracking devices, such as those for blood
pressure and weight; and the words of the patients
themselves through e-mail and other messaging sys-
tems. Electronic health record systems are being chal-
lenged to integrate patient-generated data while main-
taining the identity of the data source. Physicians and
other health care professionals must be able to trust
the data, which means that they must be able to under-
stand the source of and the route taken by all data.
Systems will need to record and manage the prove-
nance of all data in the clinical record along with the
data (18). Along the same lines, joint patient–provider
decision making, team collaboration, and care process
management must be documented and managed by
future EHR systems (19).

Opportunities and Challenges of Clinical
Documentation With EHRs

Electronic health records offer opportunities to im-
prove several aspects of paper-based records but also
introduce challenges to the evolving functions and pur-
poses of the medical record. For example, EHRs now
being implemented add new structure to medical re-
cords through templates and drop-down boxes. This
may be leading to increasing use of the copy/paste
function and other 21st-century versions of work-
arounds seen in the early 20th century and mentioned
in the introduction. Electronic health record documen-
tation is always legible; is always available anytime and
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anywhere, except during system downtime; and can be
accessed by multiple persons, including patients, at the
same time in different locations. However, legibility and
availability do not necessarily result in efficiency and
usability (20). Depending on the EHR system, clinicians
who are used to expeditiously flipping through prior
notes in a well-organized paper record may find that
the EHR is less efficient. However, EHRs could result in
better care based on embedded CDS and presentation
of data in clinically relevant and actionable formats,
especially for patients with chronic or complex condi-
tions. On the other hand, poorly designed or imple-
mented formats could inadvertently obscure the guid-
ance that the original data collection effort was
designed to support. These systems also need constant
monitoring and periodic updates of the evidence base
behind the recommendations.

Physicians and other health care professionals also
contribute to issues with EHR usability and efficiency
through their documentation behaviors. To respond to
the pressures of clinical documentation, physicians and
other health care professionals may generate longer-
than-necessary notes in an effort to be complete and
also document quickly. Copy/paste features and tem-
plates in EHRs make it easy to create long, verbose,
repetitive, and difficult-to-read notes that may satisfy
coding and audit requirements but do not adequately
meet the need for clinical care and communication with
other health care professionals involved in caring for
the same patient. If used appropriately, these functions
can facilitate more efficient and consistent documenta-
tion. However, they also make it easier to propagate
imprecise or incorrect documentation.

The primary goal of EHR-generated documentation
should be concise, history-rich notes that reflect the in-
formation gathered and are used to develop an im-
pression, a diagnostic and/or treatment plan, and rec-
ommended follow-up. Technology should facilitate
attainment of these goals in the most efficient manner
possible without losing the humanistic elements of the
record that support ongoing relationships between pa-
tients and their physicians. The evolution of EHRs is an
opportunity for the evolution of clinical documentation.
However, there are considerable challenges with many
EHR platforms.

Data Display
A common complaint from users is that EHR inter-

faces are unnecessarily cluttered and require too much
navigation for too little value (20). Among the sources
of screen clutter are requirements to document and
track information that may not be necessary for care
delivery but is required for other purposes, such as
quality reporting, reimbursement, public health report-
ing, and registry reporting. Human-factors engineering

might lead to improvements in the usability of these
interfaces. Although vendors often characterize end-
user customization as a positive attribute of EHR prod-
ucts, the ability to customize data presentation and
documentation workflow by clinicians and their teams
may inadvertently contribute to some of the inefficiency
of operations compared with less customizable but
well-tested standardized versions.

Data Entry
Electronic health record vendors have addressed

the need for specific elements of documentation to
support billing by designing various shortcuts and
tools. Some of these functions can improve the effi-
ciency of documentation, whereas others force physi-
cians to enter information in ways that are not neces-
sarily consistent with medical training or the way in
which physicians typically approach diagnostic and
therapeutic considerations. The most common docu-
mentation tools are templates, drop-down boxes, mac-
ros (simple scripts used to automate data entry), and
the copy/paste function (21). None of these options for
documentation is inherently inappropriate, but each
can be intentionally or unintentionally misused. The
copy/paste (or bring forward or cloning) function and
one-click templates have received considerable atten-
tion because of the perception that repetitive, similar
entries across medical records are a sign of fraud or
attempts to justify higher-complexity E&M codes and
can undermine the credibility of the entire record. The
Centers for Medicare & Medicaid Services (CMS) states
that “Documentation is considered cloned when each
entry in the medical record for a beneficiary is worded
exactly like or similar to the previous entries. . . . Clon-
ing of documentation is considered a misrepresenta-
tion of the medical necessity requirement for covered
services” (22).

The CMS and other payers, who are subject to
pressure from legislators and others, are struggling to
develop rules for the appropriate and inappropriate
use of various techniques, such as limited-space tem-
plates. However, an examination of paper-based re-
cords from most physicians clearly shows that the na-
ture of medical documentation—other than the patient
narrative—tends to be controlled and standardized with
respect to documenting normal or expected findings.
One-click templates and macros to generate findings
from a normal physical examination or review of sys-
tems are time-saving functions that replicate what phy-
sicians would otherwise have to handwrite in paper-
based records and should be acceptable as long as the
final, signed documentation accurately reflects what oc-
curred during the patient–physician encounter. Short-
cuts to bring forward other history, if verified and up-
dated by the physician as necessary, should likewise be
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acceptable for appropriate documentation. In response
to concerns about the copy/paste function, some have
suggested that EHRs support links to the sources of
the data being referenced to provide attribution and
the ability to trace the information to the original author
(23).

Clinical documentation is not improved by the use
of nonstandard terminology or forced uniqueness (as a
response to the warnings from CMS mentioned earlier
on documentation cloning). It is best served by brevity
and thoughtfulness and should efficiently convey find-
ings; thought processes; decisions; shared decisions;
actions taken; and, where appropriate, actions not
taken.

Capture and Use of Structured Data
For many types of information, properly formatted

structured data are of enormous value and greatly
aid clinical care, especially through well-designed CDS
and flow charts that highlight opportunities for improv-
ing the health of individuals and populations. However,
not all clinical data lend themselves to structured
documentation.

The act of entering coded observations into a re-
cord, such as by selecting items from a list, is slow and
awkward by nature. The mental activity involved in con-
verting a patient narrative into coded values on a highly
structured screen can lead to errors. Documentation of
these types of clinical information via drop-down lists,
check boxes, macros, and templates can be distracting
to the physician and disruptive to vital clinical thinking
and storytelling. These data capture features, when
used in excess, can undermine the value of the infor-
mation by standardizing away the heterogeneity that
makes each patient encounter unique. Electronic
health records can inadvertently drive the clinical inter-
view and lead to encounters and documentation that
lack sufficient context and detail necessary to guide
medical care.

A recent time-and-motion study (24) suggested
that clinical records are less about composition and
might be better conceived as exercises in synthesis of
information over time. The authors observed a high
level of fragmentation of documentation activities and
frequent task transitions. They concluded that, as con-
structed, EHRs might lead to an “increased load on
working memory, increased probabilities of errors, and
as a result, a number of workarounds to compensate
for limitations of computerized systems.” The ideal note
would facilitate hybrid documentation by allowing phy-
sicians to efficiently capture the patient narrative and
supplement it with context-sensitive, template-driven
data that enhance rather than detract from the clinical
record's relevance as a communication tool. Further-

more, the EHR should account for the concept of syn-
thesis of information over time.

Emerging Requirements
Clinical documentation in the 21st century is also

driven by new requirements that were previously not
performed by physicians. Completing medication rec-
onciliation; reviewing easily accessible and often volu-
minous amounts of outside data; and maintaining accu-
rate, updated problem lists are activities that, although
of demonstrable value, were not done as often 20 years
ago. Payers now require more documentation for pre-
authorizations and payment, and a growing list of pri-
vate and public entities require additional reporting for
such purposes as tracking quality, public health initia-
tives, and research (25). Recent activity generated by
these groups within the standards development pro-
cess makes it clear that the list of required reports will
grow and will result in the need for the collection of
even more structured data. These requirements result
in added complexity to clinical documentation. Be-
cause other members of the clinical team cannot easily
assume many of these responsibilities, physicians must
spend additional time addressing the requirements—
time that potentially detracts from providing care to in-
dividual patients.

As the health care industry adopts and implements
EHR systems, the number of new requests for data and
information derived from the EHR by parties external to
the medical practice is almost certain to grow (19). In
many cases, the underlying technical specifications are
not fully defined. For example, documentation systems
will have to support audio and video in addition to text.
As with all current and anticipated technology innova-
tions, successful adoption and use depend on the res-
olution of nontechnologic barriers, including legal, eth-
ical, and payment policies. Therefore, before vendors
can design and implement the desired structured data
elements to aggregate and report the desired informa-
tion, end users, the federal government, insurers, and
regulatory bodies need to fully specify the data needed
for these purposes. Standards bodies and public enti-
ties must then provide testable specifications.

Policy Recommendations for Clinical
Documentation

Clinical documentation, whether on paper or in an
EHR and regardless of other drivers, should strive to
effectively and efficiently serve the purposes of docu-
mentation as described by Sir William Osler: “record,
tabulate, communicate.” Although there are perceived
and real issues with the functionality and usability of
EHRs, they have the potential to improve the viewing,
analysis, and communication of clinical information,
and as they become more interoperable, it is critically
important that what they record is accurate.

Annals of Internal Medicine • Vol. 162 No. 4 • 17 February 2015 www.annals.org

Downloaded From: http://annals.org/pdfaccess.ashx?url=/data/journals/aim/932765/ on 07/13/2017



The College makes the following recommenda-
tions for clinical documentation. Most clinical docu-
mentation is now or will soon be completed in EHRs,
and our recommendations are therefore made in this
context. The College strongly supports the use of EHRs
in clinical medicine on the basis of the potential to im-
prove quality of care provided to individuals and
populations.

The College strongly supports the use of new ca-
pabilities within EHRs and other health information
technology to enhance the efficiency and accuracy of
documentation as well as the transformation of the
medical record from predominantly a reflector of gath-
ered information to a dynamic, team-oriented commu-
nication tool that serves the entire care team, including
patients and families. To these ends, the College offers
the following policy recommendations.

1. The primary purpose of clinical documentation
should be to support patient care and improve clinical
outcomes through enhanced communication.

The primary purpose of clinical documentation is to
facilitate excellent care for patients. Whenever possi-
ble, documentation for other purposes should be gen-
erated as a byproduct of care delivery rather than re-
quiring additional data entry unrelated to care delivery.
The consequences of having additional primary pur-
poses for clinical documentation, such as defensive
documentation, drive excessive documentation and
need to be addressed (19). Also, the current E&M
guidelines cause many unintended negative conse-
quences of clinical documentation. To the extent that
the E&M system is maintained as is, creative solutions
to improve and simplify clinical documentation will be
difficult to introduce because current documentation is
driven by the need to support billing and comply with
regulatory and coding requirements. Furthermore, the
College believes that the recommendation by the Of-
fice of Inspector General of more education to address
its recent finding that almost half of all E&M visits for
Medicare patients are coded incorrectly is not only the
wrong approach to the problem but fails to acknowl-
edge what should be self-evident. Regulations should
be clear and should address clinical workflow without
adding burden for documentation solely for the pur-
pose of obtaining reimbursement. It is a waste of time,
money, and focus to continue to force what can be
viewed metaphorically as the round pegs of clinical
practice into the square holes of the E&M documenta-
tion guidelines. Ultimately, billing requirements should
be adjusted to accept accurate documentation gener-
ated for clinical purposes.

2. Physicians working with their care delivery orga-
nizations, medical societies, and others should define
professional standards regarding clinical documenta-
tion practices throughout their organizations. Further,

clinical usefulness of health information exchange will
be facilitated by appropriate redesign of clinical docu-
mentation based on consensus-driven professional
standards unique to individual specialties as a result of
collaboration with standards-setting organizations.

Good documentation is a fundamental component
of high-quality care. Professional standards for high-
quality computer-based clinical documentation should
keep the best elements of paper-based documentation
without duplicating its inefficiencies and limitations.
The standards should emphasize clarity, brevity, and
attention to the needs of other readers, including pa-
tients. Consensus-driven standards could form the ba-
sis for modifications to the E&M guidelines.

No one format is appropriate for all specialties or
clinical situations, but each organization or practice
should develop “chart etiquette” principles and policies
based on a well-defined set of standards. These profes-
sional standards should address the following key
issues:

A. The clinical record should include the patient's
story in as much detail as is required to retell the
story.

When permitted by regulations, it may contain
entries by the patient as well as other care team
members.

B. When used appropriately, macros and templates
may be valuable in improving the completeness and
efficiency of documentation, particularly where that
documentation is primarily limited to standardized ter-
minology, such as the review of systems and physical
examination findings.

C. The EHR should facilitate thoughtful review of
previously documented clinical information. Ready re-
view of prior relevant information, such as longitudinal
history and care plans as well as prior physical examina-
tion findings, may be valuable in improving the com-
pleteness of documentation as well as establishing
context.

When data are pulled from another location in the
chart, the source of the data should be indicated, and
the data should be supplemented by appropriately ab-
stracted narrative content and, when appropriate,
should be referenced and traceable.

D. Where previously documented clinical informa-
tion is still accurate and adds to the value of current
documentation, this process of “review/edit and/or at-
test, and then copy/forward” (hereafter referred to as
copy/forward) of specific prior history or findings may
improve the accuracy, completeness, and efficiency of
documentation. However, these documentation tech-
niques can also be misused, to the detriment of accu-
racy, high-quality care, and patient safety.

Electronic health records offer an easier way to see
relevant prior history, information, and findings in rich
historical context than paper records. When such capa-
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bilities are present, the College encourages their use
because they allow for better and more focused interim
history taking and a ready comparison between what
was previously observed and what is currently ob-
served. In fact, it is reasonable to assume that this ap-
proach, when done thoughtfully, can result in more ac-
curate documentation in certain settings, particularly
for ongoing preventive and chronic care. Regardless of
the method used, clinical documentation tends to be
repetitive, with the same words or phrases used to
describe common observations each time they are
made.

There is great concern throughout the medical
community about a variant of copy/forward known as
“copy/paste,” where an entire note is copied into the
same or another patient's records, with the clinician in-
tending to edit the new note such that it accurately rep-
resents the new history, examination, assessment, and
plan (26). When most of the copied note is accurate for
the same patient in another encounter or for a different
patient, and little or no editing is needed, copy/paste
can save time and keystrokes. However, this is often not
the case. There are too many examples of copying
without editing that results in computer-generated
notes with factual errors that are passed from note to
note and old dates and values, such as vital signs and
intake and output, that are not updated. As opposed to
the documentation techniques mentioned earlier (mac-
ros, templates, and selective copy/forward), which add
benefit with less risk, the copying and pasting of an
entire note is inherently risky and should be avoided.
We are concerned that, in reaction to clear abuses of
copy/paste, regulators and health care institutions will
attempt to put a blanket ban on all documentation
methods where the documenter is not uniquely gener-
ating text in each document. Use of any documentation
tool by itself should not be considered evidence of im-
proper documentation practice. More study is needed
to separate valuable uses of documentation tools from
abuses of them. That said, if clinicians carry forward
previously generated templates, default verbiage, or
information (via copy/forward or macro-generated
text), they must exercise caution such that what is doc-
umented is accurate and reflects the history, findings,
and decision making for that visit. Furthermore, when
leveraging templates, default verbiage, or previously
documented information, the documenter should not
create contradictory information or excessive docu-
mentation (beyond what is necessary for defensive
medicine, regulatory purposes, quality measurement,
and compliance with an appropriate E&M code).

The College further recommends that CMS, other
payers, and other organizations that have issued blan-
ket guidance against note cloning reexamine their ex-
isting guidance, which equates and confuses the
method with the end result.

E. Effective and ongoing EHR documentation
training of clinical personnel should be an ongoing
process.

Recent evidence shows that the quality and quan-
tity of training and support can significantly affect the
ability of staff to make optimal use of the system. Addi-
tional training is required with every system upgrade.
Inappropriate data entry practices can be reduced by
thorough training combined with well-thought-out in-
stitutional policies that balance local compliance re-
quirements with support for efficient documentation.

3. As value-based care and accountable care mod-
els grow, the primary purpose of the EHR should remain
the facilitation of seamless patient care to improve out-
comes while contributing to data collection that sup-
ports necessary analyses.

The data needs of large, complex entities could re-
sult in additional data collection requirements for phy-
sicians and their clinical teams that detract from the
core workflow processes associated with direct patient
care. To the extent possible, metrics designed to sup-
port analyses of quality and value should leverage data
collected in the usual course of patient care, with ap-
propriate attention to privacy and other ethical con-
cerns, rather than requiring clinicians to take extra time
to collect structured data not essential to patient care.
When data are required beyond those that are gener-
ated as a consequence of care delivery, clinicians, prac-
tices, and health care systems should be compensated
for time spent collecting these additional data.

4. Structured data should be captured only where
they are useful in care delivery or essential for quality
assessment or reporting.

To preserve the integrity of the patient narrative,
requirements for capture of structured data should be
kept to a minimum. Structured data should never take
the place of narrative comments when such data
change the meaning of the patient's narrative. Physi-
cians should not be required to code data elements for
third parties that are not essential for the provision of
safe, high-quality, and high-value care. Coding and
structured data entry by physicians or staff should only
be considered in cases where the value of the coded
element is extremely high and the data element cannot
be readily abstracted from the note with sufficient ac-
curacy by using natural language processing, which in-
volves computer-based abstraction and coding of
terms from narrative text (19).

5. Prior authorizations, as well as all other docu-
ments required by other entities, must no longer be
unique in their data content and format requirements.

Reasonable information required for most prior au-
thorizations for testing and treatment purposes should
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be part of most clinical documentation. When that in-
formation exists, payers and others who have prior au-
thorization requirements should modify their require-
ments to use the relevant data collected during the
provision of care rather than requiring redundant data
collection solely for the purpose of completing prior
authorization forms. Payers should collaborate with
medical societies and other interested stakeholders to
define what data points are most important for prior
authorization requirements.

6. Patient access to progress notes, as well as the
rest of their medical records, may offer a way to improve
both patient engagement and quality of care.

Studies of open notes have shown improved en-
gagement of patients in their care, and patient review
provides a new form of peer review to improve accu-
racy in documentation (27). However, it is too early to
push for broad implementation. Although the study
and use of open notes should be expanded, providers
should have the option of “opting out” individual notes
from automatic release in the small percentage of cases
where such release could be harmful to the patient.

7. The College calls for further research to:
A. Identify best practices for systems and clinicians

to improve accuracy of information recorded and the
value of information presented to other users.

B. Study the authoring process and encourage
the development of automated tools that enhance
documentation quality without facilitating improper
behaviors.

C. Understand the best way to improve medical ed-
ucation to prepare new and practicing clinicians for
the growing uses of health information technology
in the care of patients and populations and to recognize
the importance of their responsibility to document their
observations completely, concisely, accurately, and in a
way that support their reuse.

D. Determine the most effective methods of dis-
seminating professional standards of clinical documen-
tation and best practices.

Policy Recommendations for EHR System
Design to Support 21st-Century Clinical
Documentation

1. EHR developers need to optimize EHR systems to
facilitate longitudinal care delivery as well as care that
involves teams of clinicians and patients that are man-
aged over time.

The primary purpose of a health record is to sup-
port care delivery over time and across all venues in
which patients receive care, including such new pro-
cesses as shared decision making, care coordination,
and the delivery of high-value care. Vendors need to
improve the ability of systems to capture and manage

structured data as well as thought processes, descrip-
tions, speculations, opinions, and uncertainties. Impor-
tant elements of documentation, such as the patient
narrative and differential diagnosis, cannot be lost as a
consequence of overstructuring or underdesigning the
user interface (28). The needs of medical practice
should drive the development of EHRs and not the re-
verse (29).

2. Clinical documentation in EHR systems must sup-
port clinicians' cognitive processes during the docu-
mentation process.

Clinicians must be able to view related information
without having to navigate away from a window in
which they are working (30). Each data element needs
to be examined and assessed for a more automated
and accurate way to capture that element. More easily
generated hybrid notes that include narrative as well as
some template-driven components (such as duration,
ameliorating or exacerbating factors, or pattern) might
be a significant improvement over many available doc-
umentation options. Electronic health record systems
must enable collection of data and interpretation of in-
formation from multiple sources by clinicians as appro-
priate and necessary, including nuanced medical dis-
course, structured items, and data captured in other
systems and devices (30).

In addition to cognitive support, EHR vendors need
to make sure that the technology options include rea-
sonable accommodations for expected partial disabili-
ties, such as various arthritic conditions, the carpal tun-
nel syndrome, vision and hearing loss, and cervical
spine disease.

3. EHRs must support “write once, reuse many
times” and embed tags to identify the original source of
information when used subsequent to its first creation.

Electronic health record systems must allow clini-
cians to easily search available data during note writing
and must give the option of linking content from prior
entries or copy/paste with appropriate tags. To the ex-
tent that the reusability of the collected data is in-
creased, the need to collect additional data for second-
ary purposes will be decreased. This will benefit
everyone involved (31).

4. Wherever possible, EHR systems should not re-
quire users to check a box or otherwise indicate that an
observation has been made or an action has been taken
if the data documented in the patient record already
substantiate the action(s).

Some systems require documentation of the same
content multiple times. For example, even though a
member of the clinical team records measures of
height, weight, and blood pressure during patient in-
take, some EHR systems require physicians to check a
separate box to show that they screened for high blood
pressure and obesity. Because of the complex and vari-
able nature of many clinical activities, there will always
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be some need to document a set of actions and then
acknowledge that they were documented, but these
should be minimized to the extent possible. The EHR
should auto-attest to the clinician's use of the record. If
the physician reviewed the laboratory result, the EHR
should record and attest to this behind the scenes in a
way that satisfies compliance, audit, and billing require-
ments rather than requiring the physician to redun-
dantly pull information from one part of the record into
the visit note for billing justification or to redundantly
report all of the screening tests within the record that
were reviewed.

5. EHR systems must facilitate the integration of
patient-generated data and must maintain the identity
of the source.

This will require that the provenance of all data in
the clinical record is recorded and managed along with
the data (18). Physicians and other health care profes-
sionals must be able to trust the data, which means that
they must be able to understand the source of and the
route taken by all data. Electronic health record sys-
tems should support joint patient–provider decision
making, team collaboration, care process manage-
ment, and advanced CDS (19).

Summary
Electronic health records should be leveraged for

what they can do to improve care and documentation,
including effectively displaying prior information that
shows historical information in rich context; supporting
critical thinking; enabling efficient and effective docu-
mentation; and supporting appropriate and secure
sharing of useful and usable information with others,
including patients, families, and caregivers. These fea-
tures are unlikely to be optimized as long as the format
and content of clinical documentation are primarily
based on coding and other regulatory requirements.
Furthermore, under these circumstances, EHRs lose
much of their potential to improve care and documen-
tation and instead are relegated to doing nothing that
could not be done with paper records—only less
efficiently.

We are in danger of repeating history by overstruc-
turing the clinical record and overloading it with extra-
neous data (2). Physicians must learn to leverage the
enormous and growing capabilities of EHR technology
without diminishing or devaluing the importance of
narrative entries. Failure to do so will inevitably influ-
ence the way we think and teach, to the detriment of
patient care.

Cooperation is needed among industry health care
providers, health care systems, government, and insur-
ers to continue to improve the documentation. We
must work together to fundamentally change the EHR

from a passive recipient of information to an active vir-
tual care team member.
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