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sions of their work — which in-
volves an inherent commitment
to social justice and service to di-
verse populations — fall under the
order’s remit.

Within a week after its dissem-
ination, HRSA rescinded the memo,
though the associated executive or-
ders remain in place. This abrupt
reversal only heightened the sense
of precarity among health center
employees and the communities
that rely on these institutions. As
CHCs celebrate 60 years of achieve-
ments, it’s important to reflect on
the political contingencies that en-
sure their survival.

I didn’t become Ms. B.’s primary
care physician, which is probably
for the better. I work in a univer-
sity medical center on the other
side of town, and the technical na-
ture of the care I am trained to
provide feels inadequate to meet
her needs. At Upham’s Corner, the
social underpinnings of her ill-
ness are matched by the social
knowledge of an institution that
serves, and is governed by, her
community.

SIXTY YEARS OF COMMUNITY HEALTH CENTERS

Of course, given the innumera-
ble stories like Ms. B.’s that could
be told about patients in margin-
alized yet resilient neighborhoods
throughout the United States, one
could argue that CHCs haven’t
achieved their founders’ grand-
est ambition of fusing health care
with socioeconomic development.
Health centers provide high-quality,
cost-effective care, but they haven’t
meaningfully addressed the social
drivers of illness on a structural
level — a task that, most likely, no
social program could completely
accomplish. Even Geiger, years
later, reflected that early health
centers were “perhaps...gran-
diosely” conceived as agents of
social change.? Yet aspirations
that remain unfulfilled weren’t
necessarily misguided; the histor-
ical circumstances necessary to
achieve them may simply have
been lacking. Looking ahead to
CHCs’ next few years — and
decades — it’s worth remember-
ing that an inability to achieve
social goals indicates not an un-
worthiness of intent, but that the

challenge may be sufficiently wor-
thy of pursuit.
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For the past year, I have been
using artificial intelligence
(Al)-based documentation soft-
ware to write the patient notes for
my primary care practice. At its
best, the software, which com-
bines voice recognition with ad-
vanced Al technology to turn the
transcript of a patient encounter
into a completed note in less than
60 seconds, is awesome. Its abili-
ty to systematize a conversation
into a “history of present illness,”
“physical exam,” “results,” and
“assessment and plan,” often with
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minimal or no errors, is both time-
saving and transformative for my
note-writing workflow. As a fast
typist, I used to record my pa-
tients’ comments in real time dur-
ing each encounter, and I would
be left with a jumble of quotes and
notes that I'd have to spend the
evening editing. Cleaning up these
notes and crafting a succinct and
(ideally) thorough, thoughtful, re-
spectful, nuanced assessment of
the patients and their problems
took many nighttime hours, often
spilling over to the weekend.
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Al-Driven Clinical Documentation — Driving Out the Chitchat?
Gordon D. Schiff, M.D.>?

Although this new software
sometimes makes mistakes, occa-
sionally even serious ones (getting
drug names wrong or omitting
mention of important diagnoses),
one of the things I noticed imme-
diately was that it stripped out
much of the “social” conversation.
A patient’s daughter is struggling
with substance use; a patient and
his wife are about to leave for a
trip to Puerto Rico; another has a
stressful new job; a patient loved
or hated the annual music mix I
give patients each holiday season.
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By noting such information in
patients’ charts, even if it wasn’t
directly related to their ICD-10
billing diagnosis of diabetes or
hypertension, I could recall this
information at their next visit so I
could ask how their daughter was
doing, how they had enjoyed their
vacation, or whether things had
improved at work. Engaging with
my patients on such subjects that
are important to them helped me
learn more about them as people
and about the context of their
medical problems.

It also provided possible expla-
nations for problems they might
have making it to appointments
(they were out of the country)
or taking their medications (they
couldn’t afford the copayments
now that they were unemployed).
It sometimes triggered referrals
for services to address my patients’
social determinants of health,
which I'd ask about at our next
visit. But most important, such
conversations build the relation-
ships and trust that are essential
to good longitudinal primary care.

Given my experience with Al-
generated notes, I was shocked
but not surprised to learn that
this omission of “nonmedical” dis-
cussions was a feature, not a bug.
The “frequently asked questions”
(FAQ) on the website for the doc-
umentation product I use, Micro-
soft Nuance DAX, include the
question “How does DAX handle
‘chitchat’ with patients?” The an-
swer: “DAX does a good job filter-
ing out conversation that isn’t
relevant to the medical evaluation
taking place. However, the more
organized and to the point a con-
versation is, the more concise and
to the point the DAX content will
be.” Competing products, I learned,
make similar claims to filter out
“nonessential” dialogue.

Although I'd never considered
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my conversations with patients to
be “chitchat” — a rather pejora-
tive term — I can appreciate the
concern that notes could other-
wise become cluttered with infor-
mation that might be considered
excessive and irrelevant. Striking
the right balance, however, is not
merely a matter of determining
how much text is too much or too
little. This balance question itself,
in fact, provides a window into
some of the fundamental contra-
dictions we face in caring for pa-
tients, particularly in primary care.
Should encounters be primarily
transactional, designed for effi-
ciency and throughput, with a la-
ser focus on the medical problem
at hand and with no time, money,
or effort wasted on irrelevant chit-
chat? Or should primary care en-
counters be about building and
maintaining relationships so that
trust, confidence, continuity, and
joy, which are sought by both pa-
tients and clinicians and are es-
sential for good medical care, can
flourish and be sustained?*

This is not a simple or rhetori-
cal question — although my bias
is evident, it’s a matter of consid-
erable controversy.>* To paraphrase
health policy expert Timothy Hoff,
there is a fight going on for the
soul of health care, and primary
care is at the center of the strug-
gle. In the United States, we face
an unresolved tension between two
conflicting visions: Does our soci-
ety want an empathetic, highly re-
lational care delivery system built
around primary care and trusting
relationships, or, as Hoff puts it,
“a more efficient, convenient, and
highly transactional care delivery
system, impersonal and built on
algorithms, health care corpora-
tions, and technology”?*

It’s no secret that primary care
physicians are getting burned out,
and having to spend their evenings

AI-DRIVEN CLINICAL DOCUMENTATION

writing notes is a well-documented
contributor. Increasingly, health
care organizations and informa-
tion technology vendors, recog-
nizing the need to better support
clinicians, boast that they can ease
the pain and save physicians’ time
by offering AI solutions to note
writing. But I worry that unless
additional protections are put in
place, our institutions will use Al-
generated documentation the way
they’ve used other labor-saving
technologies® — as justification
for increasing the numbers of pa-
tients we are expected to see, a
tactic deployed by health care or-
ganizations in the past when hu-
man medical scribes were intro-
duced to facilitate documentation.

One could argue that if T were
truly engaged with my patients,
I could simply manually add the
missing bits of social history when
I review and sign off on my Al-
generated notes. But to do so, I
would either have to revert to
jotting them down or somehow
manage to remember which of the
three older patients I saw today
mentioned really liking home PT
and was grateful for my efforts
getting the insurer’s approval for
the service, or which patient broke
down crying about the recent elec-
tion results, which had triggered
nightly insomnia. More troubling
is the likelihood that the tempta-
tion to sign off quickly on the
Al-generated notes, without care-
ful review and revision, will often
be irresistible.

I recall being horrified when,
several decades ago, I began see-
ing residents’ notes stating “social
history negative x3” (presumably
referring to cigarettes, alcohol, and
nonprescribed street drugs). At
first, I thought it was just a matter
of a few insensitive trainees, but
such dehumanizing shorthand soon
became standard for all resident
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notes about inpatients. I asked my
residents whether patients had
no other social existence — noth-
ing to note about where and with
whom they lived, what they did
for work or fun, what they liked?
AT’s sharp ears can effectively hear
and transcribe my entire conversa-
tion, but like my residents, it de-
cides what is or is not important,
and currently there’s no way I can
tell it that I am a primary care
doctor who would like to include
more humanizing “chitchat.”
Some observers might ask, if
the AI were more selective in filter-
ing out “nonmedical” information,
wouldn’t that open the floodgates
for highly confidential, sensitive,
or embarrassing information, risk-
ing a breach of trust with patients
who read their notes? But this
concern, albeit important, is poor-
ly addressed by unselectively sup-
pressing all personal information,
much of which is not terribly
sensitive (information on patients’
pets, how many grandkids they
have, their hobbies, their sports or
music passions) and in fact argues
for precisely the type of human

discretion that is being lost when
Al decides what to include or ex-
clude.

Finally, in addition to missing
often meaningful social history, I
worry about the loss of the cogni-
tive space for crafting diagnostic
assessments and plans in my own
words, especially since I know
that patients are now reading
them. The assessment and plan
are the most important part of
the note, but this opportunity to
reflect is lost when we automate
the process.

Given the time pressures on
clinicians, AI documentation is an
unstoppable tsunami, a wave that
will wash over our work lives,
with no way of turning it back.
Perhaps there will be technical
“fixes” to help the virtual AI crea-
ture in my exam room better sort
the wheat from the chaff, or learn
my charting preferences. What is
less likely is that primary care phy-
sicians will be able to regain con-
trol over our relationships and the
means of production of our notes
without a fundamental shift in the
balance of power — a concerted
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move away from a corporate-
controlled, transactional, assembly-
line model toward a more patient-
and clinician-centered redesign of
primary care.
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Driving Jackson
Rajeev Raghavan, M.D.*?

homas Jackson was a man

of few words. He even pre-
ferred a singular name — “It’s
just Jackson.”

Born in 1964 in Houston’s
rough Fifth Ward neighborhood,
Jackson dropped out of school at
14 and became a father at 15. Be-
tween the ages of 18 and 38, Jack-
son was intermittently incarcer-
ated for nonviolent crimes like
robbery and drug possession. “I
was stupid and jus’ trying to get
by,” he said. In 2002, at the age
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of 38, he got an opportunity that
felons rarely get: steady work. He
was an honest and reliable fast-
food line cook, so his boss con-
nected him with local professional
and college stadiums to moon-
light for extra cash. Though he
was estranged from his family,
he felt comfortable living on
his own in a one-room efficiency
apartment.

I met Jackson in 2017, in the
emergency department of Hous-
ton’s busiest county hospital, Ben
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Taub. He was uninsured. His sys-
tolic blood pressure was over 190
mm Hg, and his creatinine level
was higher than his hemoglobin
level. He was 57" and 150 pounds.
On this night, he reminded me of
a weathered oak, worn by a storm
but resilient beneath the rough
bark. I was the nephrologist on
call, and the admitting team
warned me that Jackson was rude
— the proverbial “difficult pa-
tient.” He had not seen a doctor
in well over a decade and clearly

1879

The New England Journal of Medicine is produced by NEJM Group, a division of the Massachusetts Medical Society.
Downloaded from negjm.org at Sentara College of Health Sciences on May 14, 2026.





