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You picked a vendor, and the demo looked exactly like it was supposed to. A clean SOAP note
appeared in under a minute, the Al captured everything, and everyone in the room nodded.
Maybe there was even some genuine excitement, the kind that makes you think the hard part is
done.

| Itis not.

The technology behind these tools is real and the evidence supporting it is solid.

e A JAMA multisite study tracked 8,581 clinicians across five major health systems and
found Al scribes cut total EHR time by 13 minutes and documentation time by 16
minutes per clinician per day.

e A JAMA Network Open study of 1,430 clinicians at Mass General Brigham and Emory
Healthcare found a 21.2% absolute reduction in burnout at 84 days.

e Cooper University Healthcare saved clinicians 4.15 minutes per patient, which adds up
to more than an hour saved each clinic day.

But here is what none of those studies include:

The implementation story behind the numbers.
The groundwork that was laid before a single note was generated.
The physician trust that was built before anyone was asked to change their workflow.

The policy decisions that were made before the first ambient recording was ever
captured.

That story is what separates the organizations producing those outcomes from the ones that
signed similar contracts and quietly shelved the technology six months later.

The Peterson Health Technology Institute captured this tension directly in their March 2025
report. Ambient scribes are on track to be one of the fastest-adopted technologies in healthcare
history, with over $600 million invested in the space in three years, yet the financial case
remains uncertain and highly dependent on how the implementation is run.

So the technology is not the variable. The implementation is.

Hence, we brought you this guide that is written, specifically, for:
e The physician who wants to know what the next 30 days will feel like and what they
personally need to do
e The practice manager responsible for making the rollout succeed, and

e The health system leader who owns the ROI expectations and will be asked to explain
adoption numbers in 90 days.


https://jamanetwork.com/journals/jama/article-abstract/2847319
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2837847
https://www.microsoft.com/en/customers/story/25565-cooper-university-health-care-microsoft-dragon-copilot
https://phti.org/wp-content/uploads/sites/3/2025/03/PHTI-Adoption-of-AI-in-Healthcare-Delivery-Systems-Early-Applications-Impacts.pdf
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The decisions that determine which outcome you get start before day one, and the first decision
is understanding what you are actually building, because most people think about this the
wrong way when they sign the contract.

What You Are Actually Building

Most people think of an Al medical scribe as a productivity tool. Turn it on, it takes notes, you
save time. That mental model sounds reasonable, and it is also the reason so many
implementations stall.

On the contrary, what you are actually building is three things at once, and all three need to be
managed with equal priority or the whole thing falls apart.

| #1. The first is a clinical workflow redesign
When ambient documentation comes into a practice, it does not just change how notes are
written. It changes how:

e A physician moves through a patient encounter
e Their MA rooms patients, how notes flow into the EHR
e After-visit summaries are generated and who reviews them

Some of those changes are visible and expected.

Most are invisible until they start creating friction, and that friction is what drives physicians to
quietly stop using the tool somewhere around week three.

| #2. The second is a data governance program

The moment a vendor starts recording patient conversations, the organization owns a privacy
problem that most discover too late.

A BAA covers HIPAA, but state law often goes further, and some states require both parties to
actively consent to audio recording before a single word is captured.

On top of that, every Al-generated note a physician signs is a legal medical record they are
attesting to under their license, which means the governance responsibility exists from the very
first note, whether the governance structure has been built yet or not.
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#3. The third is a change management initiative inside a profession that has
been burned before

Physicians are not generically resistant to change.

They are specifically and rationally resistant to technology that was sold as a time-saver and
became a time-burden, and they have lived through EHR adoption and Meaningful Use to
prove it.

Any launch that does not actively account for that history will run straight into it, usually in week
three when the novelty has worn off and the physician is left alone with a tool that still makes
mistakes and notes that carry their name.

Understanding all three of these dimensions before the first week begins is what separates a
launch that builds momentum from one that stalls at 22% adoption and stays there.

The organizations that get this right do not have better technology. They have better
preparation, and that preparation starts in the week before day one.

Pre-Launch: The Week Before Day One

These are not optional warm-up tasks. They are conditions that must be met before a single
physician goes live.

Skip them and weeks three and four become about fixing what should have been built at the
start, under pressure, while physicians are already forming permanent opinions about whether
this technology works.

Patient Consent Architecture

A BAA covers HIPAA, but state law often goes further, and some states require both parties to
actively consent to audio recording before a single word is captured.

Before any ambient recording begins, legal and compliance need to produce a written opinion
on your consent obligations. Not a verbal answer or an email, but a written document that lives
in the implementation records.

Your consent workflow also needs clear written answers to four questions before day
one:

e At what point in the visit is consent obtained and documented?
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e What exactly is the patient being told, in plain language, about what is captured, how it is
processed, and where it is stored?

e What happens when a patient declines?
e How is consent documented in the medical record?

Some organizations use verbal consent with a chart notation, some use a written addendum,
and some add language to their existing Notice of Privacy Practices.

The right answer depends on your state and what your legal counsel has signed off on. There is
no universal answer here, and finding out after your first complaint is a much harder way to
learn it.

EHR Integration: Know What You Actually Have

Not all EHR integrations are equal, and the depth of your integration directly determines how
much time physicians actually save. Most organizations never verify this before go-live, which is
how they end up confused when the results do not match the demo.

There are three levels worth understanding:

e Level 1, copy-paste: The Al generates a note in its own interface and the physician
copies it into the EHR manually. This partially cancels out time savings and introduces
copy-paste error risk.

e Level 2, import-with-confirmation: The Al note appears in a physician inbox within the
EHR and the physician clicks to import it. Cleaner, but still a manual step.

e Level 3, ambient population: The Al note populates directly into the correct EHR fields
in near real-time and the physician reviews and signs. This is the highest-value
integration and requires API-level connection between your vendor and your specific
EHR version.

The JAMA multisite study used Level 3 integration across all five health systems. If your setup
is Level 1 but your expected outcomes are based on Level 3 results, that gap needs to be
resolved with your vendor in writing before anyone goes live.

A technical team member should also verify the following in your actual production
environment, not the vendor's demo:

e Does the Al note land in the correct note type field or require manual copy-paste?

e Does the scribe correctly match each note to the right patient encounter, or is there a
manual matching step?

e If a physician corrects a signed note, does your EHR's addendum workflow handle it
cleanly?


https://jamanetwork.com/journals/jama/article-abstract/2847319
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e Do any downstream systems like billing, referral management, or population health pull
data from the fields the Al is now populating?

That last question is the one most organizations skip, and billing teams reviewing Al-generated
notes in month two have found that note structure changes disrupted what was being passed to
billing workflows, creating CPT documentation gaps that went undetected for weeks.

Choosing the Right Pilot Cohort

Launching with everyone at once removes your ability to learn, adjust, and build social proof
before scaling.

Your first cohort should be three to five physicians, and the selection matters more
than most people realize. You want physicians who are:

e Respected by peers, not just enthusiastic about Al. The opinions that shape a medical
staff in weeks two and three come from the physicians whose judgment others trust, not
the ones who raised their hands first.

e Representative of your highest-volume visit types, so your pilot data reflects the real
patient mix and not just the easiest encounters.

e Explicitly committed to a structured calibration process, meaning they understand before
day one that the first 30 days are a calibration window, not an evaluation window.

e Directly connected to your implementation lead and your vendor's customer success team
throughout the pilot.

Brief this cohort in person for at least 90 minutes before day one, covering:

e What each week is supposed to look like

e What good progress actually looks like at each stage

e \What to escalate and to whom, and

e Why imperfect notes in week one are not a sign the tool is failing
e Physicians who are surprised by early imperfection disengage.

e Physicians who were told to expect it and given a structure for working through it stay
engaged.

That difference in framing is often the difference between a pilot that builds confidence and one
that quietly falls apart.
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Pull Your Baseline Before Anyone Goes Live

Value that was not measured before you started cannot be proven after, so before day
one pull these numbers from your EHR reporting:

e Average documentation time per encounter per physician, from note-open to note-sign
timestamps

e Average after-hours documentation time per physician per week
e Average time between encounter end and note completion
e Physician satisfaction scores on documentation burden, if any recent survey data exists

These are your baseline. When someone asks in week four whether this is working, the answer
should be a specific before-and-after number, not a general impression.

That data is also your protection when the first skeptical question arrives, and it will. The quality
of the foundation you build in this pre-launch week determines whether week one produces real
signal or just noise, because week one is where the most important calibration work actually
happens.

Week One (Days 1 to 7): Build the Foundation Before

You Scale

The biggest mistake in week one is treating speed as the goal.

Everyone wants to get physicians generating notes as fast as possible, and that instinct makes
sense, but it creates three weeks of rework because an Al medical scribe calibrates to a
physician's language and speaking patterns through use.

What it learns in week one is what it keeps producing in week three.

If week one runs on default templates with no configuration and no speaking preparation, the
system essentially learns the physician's worst habits under pressure, and those are far harder
to correct later than they would have been to prevent now.

Template Configuration Takes Longer Than You Think

Every vendor ships default templates built for the average clinician. They are designed to
impress in a demo and they do exactly that.

What they are not designed for is:
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e Your cardiologist who always structures her Assessment and Plan by problem list, or
e Your internist who never includes a Social History section, or

e Your orthopedic surgeon who uses three specialty-specific abbreviations in every note
that no general vocabulary has ever heard of

Start by pulling 15 to 20 signed notes per physician from the EHR and reading them
for structure, not content.

e \What sections does this physician always include?

e What do they never include that the vendor default always generates?
e What phrases do they use that are specific to how they practice?

e |s their Assessment and Plan problem-based or system-based?

e Full sentences or structured lists?

Then build a custom template for each physician or specialty group that actually matches those
patterns, not a modified default but something purpose-built.

This takes four to six hours per specialty when done by someone who knows your vendor's
configuration system, and it is the single highest-leverage task in the entire 30 days.

Organizations that skip it spend three months editing notes that sound like a textbook.
Organizations that do it in week one have notes that sound like the physician from day five
onward.

Custom Vocabulary: Do It Now, Not Later

Every Al scribe has a mechanism for adding specialty-specific terminology, drug names,
procedure names, and shorthand triggers. This is consistently the most skipped configuration
task and the one that causes the most frustrating early errors.

Have each pilot physician provide a list of 20 to 30 terms they document frequently
that are unlikely to appear in a general medical vocabulary:

e Specialty procedure names with clinical abbreviations not found in standard transcription
vocabularies

e Medication names that are commonly mispronounced or have similar-sounding
alternatives

e Device names, implant manufacturers, prosthetic component names
e Institution-specific protocols, acronyms, or program names

Thirty minutes per physician building this list eliminates weeks of repetitive note corrections that
erode physician trust faster than almost anything else in the early weeks.
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Five Test Encounters Before Going Live

Physicians speak in clinical environments the way they were trained to communicate
with other humans. Rapid incomplete sentences, embedded parenthetical comments,
real-time thinking narrated out loud that was never meant to be documented. These
are completely normal clinical communication patterns and also the primary source of
Al transcription errors in week one, which is why each pilot physician needs to
complete five test encounters using real patient visit recordings and then review the
Al-generated output right after.

The goal is not to grade the Al.

It is for the physician to see the direct relationship between how they spoke and what the Al
produced. After reviewing one or two test outputs, most physicians naturally adjust without
being told to. They:

Start anchoring clinical assessments with clearer statement structure
Complete sentences when stating diagnoses rather than trailing off

Pause briefly between the history and the physical
Narrate conclusions rather than narrating the thinking process that leads to them

These are small shifts, but they happen on their own once the physician can see the output.
They do not happen if the physician goes straight into live encounters without this step.

Write the Note Review Protocol Before the First Note Is Generated

Before day one of live encounters, the implementation team needs written answers to
these questions, agreed on by the pilot physicians:

e How long after an encounter does the Al note take to generate?

e \Who reviews the note before the physician signs it?

e What is the latest a physician can sign? Same day before leaving is the standard most
organizations set.

e What error types require immediate escalation versus routine correction? A hallucinated
clinical finding is not in the same category as a formatting preference, and the difference
needs to be defined explicitly before it comes up.

e How are caught errors being logged? A shared spreadsheet tracking date, physician,
encounter type, error category, and root cause takes about 60 seconds per error to fill in.
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The error log is not a compliance exercise. It is the primary tool for identifying patterns in week
one that drive configuration improvements in weeks two and three, and those improvements
only happen if someone is consistently looking for the patterns.

Walk the Exam Rooms Before the Physicians Use Them

Ambient audio capture is more sensitive to physical environments than vendor documentation
typically conveys. Microphone capture works best within two to four meters of the speaker.

HVAC systems, adjacent exam rooms, beeping monitors, and a second person in the room all

degrade transcription accuracy. Hard-surface rooms with high reverb produce more errors than
rooms with soft furnishings, and low device battery degrades microphone sensitivity on mobile

phones.

Walking your exam rooms before the pilot starts and adjusting noise threshold settings for
rooms with known acoustic issues takes about two hours and prevents weeks of unexplained
accuracy variance that no amount of speaking habit adjustment can fix.

By the end of week one, pilot physicians should have:
e Completed their test encounters
e Purpose-built templates active
e Custom vocabulary loaded, and
e Their first real patient notes were reviewed and logged

That data is exactly what week two is built on, and what gets measured in week two is almost
never what implementation teams expect to find.

Week Two (Days 8 to 14): Measure the Right Things

By day eight:

e Pilot physicians are live
e Notes are being generated, and

e Your implementation lead is getting a mix of messages from excited physicians and
frustrated ones.

The mistake almost every organization makes at this point is managing by sentiment, trying to
average the signals into a general sense of how things are going. That is not measurement.
That is noise management, and decisions made on noise in week two tend to become the
problems that surface in week four.

10
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A. Five Metrics That Actually Tell You What Is Happening

| #1. Completion rate by physician and encounter type is the first thing to track.

Because most vendor dashboards show only an overall completion rate and that number hides
everything important.

A 90% overall rate with a 55% rate for your most complex encounter type is actually a 55%
problem wearing a 90% mask.

When completion rate is low, the cause is almost always one of three things:

e Activation failures, meaning the physician is forgetting to start the scribe or the interface
is not where they expect it

e Technical failures, pointing to connectivity, device compatibility, or noise threshold
settings; or

e Encounter type failures, meaning the Al was not configured for that documentation type,
which is fixable.

Each cause has a different solution, and you cannot find the right one without knowing which
cause you are dealing with.
#2. Error rate by note section, not overall accuracy, is the second.

An overall 85% accuracy rate tells you almost nothing useful. That same 85% concentrated
entirely in the Assessment and Plan section is a documentation liability and a physician trust
issue.

Breaking error tracking down by section tells you which sections are consistently clean, which
have recurring errors, and whether those errors are consistent across physicians or specific to
one.

The section pattern points you directly to whether the fix is a speaking habit change, a template
configuration change, or a known vendor limitation.

#3. Actual documentation time from EHR timestamps is the third.

And it requires pulling the data per physician and comparing it to your pre-launch baseline.

Here is a finding that surprises most implementation teams: documentation time often goes up
in week two before it comes down.

This is because physicians are simultaneously learning a new tool and reviewing notes with a
new process, and the combined time investment can temporarily exceed the old baseline.

11



Omni[{4

This is expected and it resolves in weeks three and four.

But if you are not tracking it at the individual level, the physicians experiencing that temporary
increase feel like the tool is making their lives worse, and that impression hardens into a
conclusion unless you can show them the trajectory.

#4. Staff workload impact, measured individually on day ten, is the fourth.
Ask each MA, care coordinator, and front desk team member individually, not in a group.
Group check-ins produce the loudest person's opinion and silence from everyone else.

Have each person rate on a one-to-five scale how much their workload has changed, how clear
they are on their new responsibilities, and how confident they feel in the new process.

A cluster of low scores in one area tells you exactly where the workflow redesign is incomplete,
and those gaps, left unaddressed, become the hidden friction that pulls adoption down in week
three.

#5. Patient response data is the fifth.

Track every comment, question, or concern about the ambient scribe during week two. It tells
you whether your consent workflow and patient-facing language is actually working before you
try to expand to a larger cohort.

B. The Billing Check Nobody Does in Week Two

On day twelve, have your billing or coding team review 20 Al-generated notes from your
highest-volume CPT codes. They are looking for one thing: whether the documentation actually
supports the complexity level being billed.

Finding gaps in week two gives you a configuration window to fix them. Finding gaps in month
three means weeks of claims have already been submitted with documentation that may not
fully support the billed level.

Common gaps in Al-generated notes that affect billing include insufficient complexity
documentation for high-complexity E&M coding, missing Review of Systems elements required
for certain code levels, physical exam documentation that reflects the Al's interpretation of what
was said rather than the structured exam language payers require, and plan documentation
that lacks the medical decision-making detail needed to support the billed code.

A coding review in week two costs a few hours. A coding audit in month three costs significantly
more in every sense.

12
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The data you collect in week two sets up everything that follows, and week three is where most
implementations start losing momentum, usually for reasons that have nothing to do with the
technology.

Week Three (Days 15 to 21): The Human Problem

Nobody Plans For

By week three the notes are improving, the data is showing progress, and at least one of the
following is also happening somewhere in your organization:

e A physician who was enthusiastic in week one is quietly using the scribe for fewer
encounter types

e Your implementation lead is hearing second-hand that someone has concerns they have
not raised directly, or

e A staff member is defaulting back to the old process whenever the physician is not
around.

None of this shows up in vendor dashboards, and all of it can kill your adoption numbers if it
goes unaddressed.

A. Why Week Three Gets Hard

In weeks one and two, physicians had something they did not realize they had: social
permission to struggle.

Everyone knew the tool was new, imperfection was expected, and leadership was paying
attention.

By week three that permission has expired in the physician's mind, even if it has not expired in
yours. Organizational attention has moved on to other things.

Vendor check-ins are less frequent. The physician is back to their full patient load, signing notes
under their license, still working through a tool that is improving but not yet perfect.

For any physician with residual concern about accuracy or liability, the risk-reward calculation
has quietly shifted.

e The promised time savings are partially but not fully real yet.

e The risk of signing an inaccurate note is visible every time they open one for review.

e And the path of least resistance is to stop using the tool for complex cases and keep it
only for the simple ones.

13
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This is how the adoption contraction spiral starts.

The physician uses the scribe for fewer complex encounters, their time savings shrink because
the tool is now only used for lower-documentation visits, they conclude the tool is less useful
than the demo suggested, they use it even less, and that conclusion becomes a data point they
share in the hallway with physicians who have not started yet.

The intervention is not a motivational conversation. It is a structured individual conversation that
happens before the spiral gets traction.

B. The Individual Physician Conversation

In week three your implementation lead needs a private 20-minute conversation with
every pilot physician. Not a group meeting, not a survey, but individual and private,
built around three specific questions.

e The first is what is the single most time-consuming part of their note review process right
now. The answer identifies a specific friction point that needs to be addressed within 48
hours. The speed of that response signals to the physician that this is a two-way
relationship and not a rollout where they are expected to adapt to a fixed system.

e The second is what encounter type they are using the scribe least for, and why. The
answer shows where adoption is contracting, and in most cases it points to a
configuration gap or documentation complexity that is solvable, not a fundamental
technology limitation.

e The third is what they would do with their time if the tool saved exactly what it promised.
This shifts the conversation from the technology to the outcome the physician actually
wants. Write down those answers. They become the individual ROI story you bring back
in week four.

C. The Stakeholder Who Is Working Against the Launch

In every multi-physician implementation there is at least one person whose skepticism has gone
from personal to organizational, meaning they are shaping what other physicians think through
hallway conversations the implementation team is not part of. The instinct is to avoid this
person or wait for them to come around, and both of those strategies fail.

Their concern is almost always one of three real things. A patient safety concern means they
believe the Al creates a documentation liability the organization is not taking seriously enough.
The only response that works is a real conversation about your review protocol, your error log
data from weeks one and two, and the specific safeguards in place. Not a demo, not a FAQ
sheet, but an honest conversation about actual safeguards with someone who has the
credibility to have it.

14
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A medical education concern means they believe Al note generation removes the cognitive
work that trainees need to develop clinical reasoning and documentation skills. This is a
clinically grounded concern, and it has a real written policy solution: explicitly separating
attending-level Al documentation from trainee documentation requirements. Several major
academic medical centers have already built this distinction, so this is not uncharted territory.

A throughput concern wearing a quality disguise means they suspect the organization will use
documented time savings to justify adding more patients to the schedule without adding
supporting resources. The only response that works is a direct commitment from leadership
about how time savings will and will not be used, and it has to come from someone with the
authority to make it and be held to it, not from the implementation lead.

D. When to Stop Fixing Internally

By week three your error log has enough data to separate what you can fix internally
from what requires vendor involvement. Speaking habit adjustments, template
configuration changes, and workflow modifications are all internal fixes. These need
to go to the vendor in writing:
e Completion rate below 80% for any physician after two weeks of live use, especially when
activation failures do not explain it
e Systematic errors in the same note section across multiple physicians in the same
specialty, which points to a training data gap in the model
e EHR integration failures producing wrong note placement, patient matching errors, or data
loss in downstream systems

e Note generation latency that is adding time to the post-encounter workflow rather than
removing it

Send a structured summary: how many encounters are affected, which physicians, what the
error looks like, what you have already tried. Vendors respond faster to structured
documentation than to verbal complaints, and your written record protects you if the issue
eventually requires contract-level resolution.

Week Four (Days 22 to 30): Build What Lasts

By week four the questions have shifted. It is no longer about whether this is working. It is about
how to make it permanent and expand it without breaking what you have built.

The urgency of launch is gone, which is actually when a lot of organizations lose focus, and the
decisions made in week four are the ones that determine whether this is still working in month
six or quietly unraveling.

15
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A. The Policy Framework

Every organization that successfully scales Al medical scribes builds a formal governance
policy before expanding the pilot.

The ones that skip it end up doing retroactive policy work under pressure, usually after
something goes wrong and there is no documented standard to point to.

The policy does not need to be a long document. It needs written, approved answers to these
questions in a place people can actually find:

On consent and privacy:

e What is the standard consent language for patients and how is it delivered?
e How is consent documented in the medical record?

e \What happens when a patient declines?

e How long is ambient audio retained and where is it stored?

e \What are the vendor's subprocessor obligations under the BAA?

On clinical documentation integrity:

e \What is the physician's attestation responsibility when signing an Al-generated note?

e \Which documentation types are approved for Al generation and which are excluded?
Common exclusions include psychiatric evaluations, trauma documentation, informed
consent discussions, and certain pediatric note types.

e What is the escalation process when a potential Al error may have affected patient care?
e Has the malpractice carrier been notified of the Al documentation program?

On performance standards:
e What is the minimum acceptable review time before a physician signs an Al note? This
exists specifically to prevent blind-signing.

e \What are the consequences if a physician is consistently signing notes without adequate
review time?

e \Who monitors this and on what cadence?

That last section is what most organizations leave out, and without it there is no way to tell the
difference between a physician reviewing notes responsibly and one blind-signing everything.
The clinical and legal exposure of blind-signing is real and accumulates invisibly until it
becomes a problem.

16
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B. Call Your Malpractice Carrier
This conversation always feels premature. It is not. It is overdue.

Most practices deploying Al medical scribes never notify their malpractice carrier. That is a
problem, because if a documentation-related claim arises later, you want the Al documentation
program to be a disclosed and documented decision on record, not something your carrier
learns about for the first time mid-claim.

Call them before your pilot goes live. Tell them four things: what the technology does, what your
note review and attestation protocol looks like, what safeguards are in place, and how patient
consent is handled.

Most carriers come back with one of three responses. No concerns. A request for
documentation. Or a specific endorsement requirement. All three are manageable. None of
them are as costly as discovering your carrier's position after a claim has already been filed.

| C. Sequencing the Expansion

By week four physicians outside the pilot are asking when they get access. That momentum is
real and you should use it, but expanding before the pilot issues are fully addressed multiplies
every unresolved problem by the size of the new cohort. A completion rate issue affecting four
physicians is a calibration problem. The same issue hitting 40 physicians at once is a staffing
crisis for your implementation team and a trust crisis for your entire medical staff.

Sequence the expansion with a clear timeline and specific readiness criteria before
each cohort goes live:

e Completion rate above 85% for pilot cohort physicians

e Error log showing stable or declining rates across the three highest-volume encounter
types

e Consent workflow documented, tested, and consistently implemented
e EHR integration validated with no outstanding technical issues
e Policy framework complete and approved by compliance

Share this plan with your medical staff leadership before people start asking. Physicians waiting
for access are manageable when they can see a transparent process with a clear timeline.
They become disruptive when they are uncertain about whether and when they will be included.

17
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| D. Calculating ROI That Actually Holds Up

Your vendor's dashboard has metrics, and many of them are selected because they make the
product look good. The numbers that will actually sustain executive support and physician
engagement over the long term require pulling from your own data.

For your executive audience, total physician documentation hours per week before versus after,
pulled from EHR timestamps, is the core number. Even a modest per-physician improvement
compounds significantly across a large physician workforce.

Cooper University Healthcare found that 4.15 minutes saved per patient across a roughly
20-patient clinic day adds up to over 80 minutes saved per physician per day.

The JAMA multisite study also found that clinicians using Al scribes for 50% or more of their
encounters experienced roughly twice the reduction in total EHR time and three times the
reduction in documentation time compared to lower-frequency users, yet only 32% of adopters
actually used the tool that frequently.

That gap is not a technology problem. It is a deployment quality problem, and it is entirely within
your control to close.

For your physician audience, show each pilot physician their personal documentation
time trend across all four weeks. The trajectory matters as much as the number. A
physician who was at 2.4 hours of post-clinic documentation in week one and is at 1.1
hours in week four is looking at a line that will keep moving in the right direction.
Show them the line, not just the endpoint. Show them also the count of notes they
signed with minimal or no edits compared to week one. Watching that number grow is
the most concrete, personal evidence that the calibration process has been working.

For your staff audience, return to the individual check-in scores from day ten in week two and
show the week four scores alongside them. Most implementations never think to do this, but
acknowledging improvement in staff workload clarity and confidence builds goodwill that
matters when the expansion hits and staff are asked to adapt again.

The Four Questions Only You Can Answer

These questions apply to every organization deploying ambient Al scribes at scale. Getting
them wrong, or simply not answering them, creates problems that no implementation process
can fully prevent.

18


https://www.microsoft.com/en/customers/story/25565-cooper-university-health-care-microsoft-dragon-copilot
https://www.microsoft.com/en/customers/story/25565-cooper-university-health-care-microsoft-dragon-copilot
https://jamanetwork.com/journals/jama/article-abstract/2847319

Omni[{4

What will you do with the time physicians save?

This question will get asked. By skeptical physicians, by department chiefs, and by the CFO
when time savings data starts coming in. The answer needs to exist before the rollout begins,
not get discovered by physicians after the fact.

The JAMA multisite study found Al scribe use was associated with 0.49 additional patient visits
per week, and that number will come up in throughput conversations. Lead those conversations
rather than react to them. Physicians who discover the throughput answer without being told in
advance experience it as a betrayal, and that damage to physician trust in your organization's
technology initiatives outlasts the implementation by years.

How does this interact with trainee documentation requirements?

If you have residents, fellows, medical students, or advanced practice trainees in your clinical
environment, you have a documentation policy question with no universal answer.

Some academic medical centers have created separate documentation standards where the
trainee documents the full encounter as a learning requirement while the attending uses Al
documentation for their own note.

Other institutions have decided Al documentation degrades trainee learning enough that it
should not be used in teaching clinics at all.

Either way, the answer needs to come from your medical education leadership and GME
committee, not your implementation team or your vendor, and it needs to be written into policy
before the expansion cohort includes teaching physicians.

How will you know if this is actually reducing burnout, not just documentation time?
Documentation burden is one driver of physician burnout, but it is not the only one.

Physicians who experience significant documentation time reduction can still report unchanged
or worsening burnout if workload volume, lack of autonomy, moral injury, and organizational
culture remain unchanged.

The JAMA Network Open study measured burnout at 42 and 84 days using validated
instruments with a pre-intervention baseline, not general satisfaction questions, and survey
response rates were 30.4% at 42 days and 22% at 84 days, meaning even a well-resourced
health system struggled to capture full participation.
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If you have communicated this initiative as a burnout solution, measure burnout with the same
rigor: validated instrument, defined intervals, pre-intervention baseline. And be honest with your
physicians about what this tool addresses and what it does not.

The Six Ways This Fails

These are not hypothetical risks. They are patterns that repeat across implementations of every
size, and each one is preventable if the right work is done before it happens.

A. The Al generates a note with a clinical finding that never occurred.

The physician signs it without reading carefully, it enters the legal medical record, and it gets

used as clinical history in a future encounter. This is a known failure mode of all current large
language model-based documentation systems, and vendors acknowledge it in their terms of
service under language about physician review responsibility.

The prevention is a note review protocol that requires active reading of the
Assessment and Plan, the medication list, and any section with quantitative clinical
values like lab results, vital signs, or measurements. These sections cannot be
scanned. They have to be read.

B. Al note structure silently breaks billing documentation.

The reorganization of clinical information by the Al disrupts what billing systems extract to
support the billed complexity level, and revenue leakage accumulates invisibly until someone
looks for it.

The prevention is the week two billing integrity check. Finding gaps in week two gives
you a configuration window. Finding them in month three means weeks of claims
have already gone out.

C. The physician champion leaves

Your implementation is succeeding largely because one physician is driving it with their
credibility and energy. That physician gets recruited away, promoted out of a clinical role, or
goes on extended leave, and adoption collapses within six weeks.

The prevention is building your adoption infrastructure into systems and documents
that exist independently of any single person: policy framework, training materials,
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vendor relationship contacts, error tracking process, expansion plan. All of it
documented, none of it dependent on one individual.

| D. A patient files a complaint about ambient recording

Compliance discovers that the consent workflow drafted before launch was never consistently
implemented. Some physicians had their MAs explain it. Some explained it themselves. Some
assumed someone else was handling it. The exposure for the period before consistent
implementation cannot be retroactively closed.

The only prevention is a written, trained, auditable consent workflow that is
operational before the first encounter is recorded.

| E. Notes from multiple physicians start to look identical

A malpractice attorney reviewing records argues that the documentation does not reflect
individual clinical reasoning but is Al-generated filler signed without genuine review. This is an
emerging liability risk most organizations are not yet thinking about.

The prevention is physician-specific templates built in week one combined with
performance standards built into policy in week four.

| F. Staff friction nobody addressed drives quiet abandonment

Physicians finish clinic faster, which changes the pace of rooming patients. After-visit
summaries look different. Billing workflows changed. Staff who were never briefed on their new
role manage the confusion by quietly defaulting to old processes, and the physician eventually
stops activating the scribe because the surrounding workflow stopped supporting it.

The prevention is the day ten individual staff check-in, the workflow mapping done
before launch, and treating staff as participants in the change rather than bystanders
to it.
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Do Not Go Into Day One Without This

This free checklist covers every pre-launch condition, every week-by-week action, and
every owner assignment your team needs to avoid the six failure modes above. Built for
the physician, the practice manager, and the health system leader.

CTA - Download the Free Checklist

What Day 31 Should Look Like

At the end of 30 days, walk through these questions honestly. They will tell you whether you
built a real foundation or just the appearance of one.

Does every pilot physician have documentation time data showing improvement from week
one to week four?
Is the completion rate above 85% for the highest-volume encounter types?

Does the note review protocol have written standards, assigned ownership, and four weeks
of error log data?

Has the billing team reviewed Al-generated notes and confirmed documentation integrity for
the primary CPT codes?

Is the patient consent workflow documented, consistently implemented, and auditable?
Has the malpractice carrier been notified of the Al documentation program?

Does the policy framework address consent, attestation responsibility, approved
documentation types, escalation processes, and performance standards including
blind-signing prevention?

Is there a sequenced expansion plan with written readiness criteria for each cohort?
Have individual conversations happened with every pilot physician that surfaced the real
concerns, not just the expressed ones?

Have the expansion cohort physicians been briefed on what their first 30 days will look like,
so they enter it with the right expectations rather than the ones the vendor demo creates?

If most of these are yes, what you have built will hold under scale. Cleveland Clinic went from a
year-long pilot evaluation to more than 4,000 active users within 15 weeks of full rollout, with
physicians using the tool for 76% of their scheduled office visits. That kind of adoption does not
happen by accident or enthusiasm. It happens because the foundation was built correctly
before the scale-up started.

The outcomes in the JAMA multisite study, the JAMA Network Open burnout study, and at
Cleveland Clinic were achieved by real organizations with real physicians who had real doubts
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about whether this would work for them. The difference between their outcomes and the
outcomes of organizations that quietly shelved the same technology was built in the first 30
days, one decision at a time, by people who were willing to do the work that no vendor
onboarding deck covers.

That work is now in front of you.
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