
T he clerical work involved in managing 
the electronic health record (EHR) is 
clearly not at the top of the skill set for 

physicians, yet many office-based clinicians 
find themselves bogged down in this work 
with no easy way out.

However, practices that are adopting 
team-based care—where each team mem-
ber works at the top of his or her skill set—are 
finding a solution in the form of scribing or 
team documentation. This approach can ease 
that burden and perhaps even help to curb 
physician burnout in the process. But many 
questions still surround this approach, nota-
bly: What do we know about the quality of this 
documentation?

A recent study published by Misra-
Hebert and colleagues reported on this 
issue.1 It provides some insight—and reason 
for optimism, especially because the study 
authors found that outpatient notes from 
trained staff stack up quite well when com-
pared to those of physicians. Having worked 
myself with this approach to documentation, 
I can attest to its benefits, as well.

Team documented notes 
compare well
There are 2 different ways that physicians can 
get help with documentation. One involves 
the use of trained scribes, who come from a 
variety of backgrounds and are charged with 
writing down, or scribing, what the physician 
says. The other involves training staff, usu-
ally certified medical assistants (CMAs) or 
licensed practical nurses (LPNs), to take on 
a wide variety of additional duties including 
refill management, care gap closure, and most 
of the duties concerning the EHR—including 
documentation.

Misra-Hebert and colleagues studied 
the second approach in a retrospective chart 
review of ambulatory progress notes written 
before and after 8 practice sites transitioned to 
using medical assistants as scribes. Compar-
ing notes relating to diabetes encounters and 
same-day appointments, the study authors 
found important evidence that using staff in 
this way does not adversely affect—and may 
even enhance—documentation previously 
done entirely by physicians. For diabetes 
encounters, scribed notes were rated higher 
in overall quality, as well as more up to date, 
thorough, useful, and comprehensible, than 
unscribed notes.1 

In my experience
This change in the way we approach EHRs 
involves commitment, as I have seen first       
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hand. There needs to be significant training 
to make this work and there needs to be more 
staff, since physicians require 2 of these valu-
able team members to function effectively. 
(At least that has been our experience.)
How has the physician’s role changed? 
Prior to team-based care, I would try to enter 
information into the EHR in the room while 
seeing the patient. After the visit, I would go to 
the computer at my station and use voice rec-
ognition software to add information.  Now, 
the CMA/LPN does the initial documentation 
and other EHR work, while I am able to focus 
on the patient without the distraction of the 
computer. When I leave the room, the CMA/
LPN stays with the patient, arranging neces-
sary tests or consults, scheduling future labs 
and appointments, and reviewing the chart, 
all before seeing the next patient. 

We are in the process of implementing 
team-based care throughout our 32-location 
health care system and have found that using 
CMAs and LPNs to assist with documentation 
is a “win” for everyone. And since the prob-
lems with burnout and all of the other reasons 
for making this transformation to team-based 
care applies to all office-based specialties, 
we plan to have our entire system adopt this 
model. 

An ObGyn group was the first specialty 
group to pilot this model in our system. In 
fact, the American College of Obstetricians 
and Gynecologists’ interprofessional Task 
Force of Collaborative Practice published in 
March 2016 a strong recommendation that 
all practices across all specialties adopt team-
based care.2 Among the aims of this care are 
that it should “respond to emerging demands 
and reduce undue burdens on health care 
providers.”

In order for this transformation to team-
based care to be successful and sustainable 
at Bellin Health, we realized that we had to 
achieve 3 wins:
A win for the patient. Patients immedi-
ately notice that their physicians are now 
able to focus on them during the office 
visit, since the physicians no longer have 
to tend to the demands of the computer. 
In addition, since the CMAs/LPNs are with 
patients during the entire visit, the patients 
bond with them and feel the extra support 
from this relationship.
A win for the care team. Physician sat-
isfaction has never been higher. Charts 
are usually closed at the end of each half-
day. There is no need to take work home 
at night. CMAs/LPNs feel empowered and 
meaningfully involved in patient care. Their 
increase in satisfaction mirrors that of the  
physicians.
A win for the system. Not only are qual-
ity measures improving, but access improves 
since this team support increases efficiency. 
We are able to see more patients per day and 
are billing at a higher level of service, since 
there is more time to attend to more of the 
patient’s needs, thanks to the additional team 
support. 

Scribing versus team documentation: 
terminology can be important

A person who is serving in a medical scribe role is a “personal 
assistant to the physician; performing documentation in the [elec-
tronic health record], gathering information for the patient’s visit, 
and partnering with the physician to deliver the pinnacle of efficient 
patient care,” according to Scribe America, the largest US company 
that employs scribes, providing their services to hospitals, emergency 
departments, and outpatient care and urgent care facilities, etc.1 

Scribes versus team-based care
Scribe America mainly employs medical students, offering students a 
way to become exposed to physicians, mentors, and medical care. In 
fact, they note on their website that “a background in medical scribing 
is quickly becoming the standard for premedical experience, and is sug-
gested by medical school acceptance committees across the country.”2 

Bellin Health, and many practices transitioning to team-based care, do 
not use medical students as scribes but rather “train up” employed certified 
medical assistants and licensed practical nurses to perform what they call 
“team documentation.” This is the model described by Misra-Hebert and 
colleagues.3 The advantage is that these licensed health care workers can 
perform many other aspects of patient care, such as agenda setting and 
basic health coaching, and can perform additional work in the electronic 
health record, such as order entry and pending refills. 
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Team documentation can help 
bring the joy back 
There is much talk about putting joy back into 
the practice of medicine. But the benchmark 
of any change needs to be whether it helps our 
patients. I believe that team documentation 

does. Happier, less burned-out physicians are 
able to better focus on patients during their 
visit. As one patient recently said to me at 
the end of a visit, “I feel like I’ve got my doc-
tor back.” That is something that patients, and 
doctors alike, can feel good about. 
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