Making Progress on Progress Notes
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n a single week, a physician can produce dozens
of progress notes totaling tens of thousands of
words of clinical text.! This content is often
redundant® and hard to read,’ falling short as com-
munication, while the resulting cognitive overload
risks patient safety,* wastes physician time,’ and
hampers learning. The problem is well known, but it
has proven hard to solve. For several decades, strict
billing rules stymied attempts to streamline progress
notes. These requirements largely went away in
2021 and 2023, but academic health systems still
churn out turgid documentation,® suggesting that
their current process is “designed” to do just that.
Two factors are most relevant. First, modern elec-
tronic health records (EHRs) slashed the cost of pro-
ducing text by allowing authors to copy whole notes
and drop in reams of data. Text became cheap, and
its supply expanded in response. Second, the struc-
ture of traditional notes puts up little resistance to
the accretion of low-value verbiage. Changing the
current equilibrium requires changing at least one of
these dynamics. Rigorous training is necessary but
likely insufficient, and educators should consider
options such as alternative note formats and limits
on EHR functionality. In each respect, graduate
medical education (GME) offices can take the lead.

Create Standard Curricula on Documentation

GME can partner with residency programs to
develop core educational content on clinical writing.
Elements might include a session during intern boot
camp, annual workshops, and required feedback on
core rotations. Creating standardized instruments for
the assessment of note quality would set consistent
expectations. Some programs might bestow excellence
in clinical writing awards to meritorious trainees. The
key message for residents is that note quality matters
not just to mitigate medico-legal risk, but also to
improve clinical reasoning and communication.

As such, the content should stress principles that
hold across setting and specialty. For example, resi-
dents must learn to include only data relevant to the
decisions at hand and to omit stale verbiage, as in
copied examinations and problem lists. Trainees should
also learn to articulate a clear opinion in their
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assessments, preferably in the first line. If this topic sen-
tence does not go first, it tends to go missing. Staking
out a position prompts the author to explain their
thinking rather than recap history and results. The act
of writing then becomes an opportunity to broaden
analysis and test logic.

However, awareness of note bloat has been high
for years, with little apparent effect. This suggests
that stronger interventions are needed.

Propagate Note Structures Conducive to
Lean Writing

Content and form go hand in hand, and the classic
Subjective, Objective, Assessment, and Plan (SOAP)
format enables waste by organizing information into
categories. This compels a batched workflow—all the
history here, all the labs there—that defaults to exhaus-
tiveness in EHRs. The need to summarize then crowds
out analysis. At the same time, these divisions lead
junior physicians to repeat themselves as perspective
shifts from third-person Subjective to omniscient
Objective to first-person Assessment and Plan. Simi-
lar criticisms of SOAP go back decades,” as do vari-
ants that foreground the assessment.® But these
attempted fixes share the same categorical approach
that has proven unable to filter the noisy data of
EHRs. SOAP is not sacrosanct, and GME offices
can lead in exploring other options.

One alternative is constructing the note around an
explicit timeline, helping readers pick out new from
old. Readers need a story, not scattered symptoms
and results, and common practices like leading with
an expository one-liner and mixing new results with
history are attempts to meet this need. Taken fur-
ther, progress notes could run in order of back-
ground summary, interval events and results, today’s
symptoms and findings, a fresh assessment, and a
daily plan (riGure). This approach differs from SOAP
by collapsing the tenuous subjective-objective distinc-
tion and separating summary from decision-making.
Though incremental, these changes should still reduce
repetition and yield a stronger narrative.

A more radical option is organizing the entire
note by “newsworthiness.” Like a news article, a key
function of follow-up notes is to highlight new facts
and explain their importance. Journalists accomplish
this via the inverted pyramid method, which places the
most essential information first. Subsequent paragraphs
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Inpatient Progress Notes

Summary: 61-year-old man with urothelial carcinoma metastatic to spine on immune-checkpoint inhibitor, T2DM,
hypertension. Patient’s brother found him confused at home after two days of not responding to phone calls and
brought him to ED. Since admission, patient has been disoriented with altered consciousness. Initially on broad-
spectrum antibiotics but discontinued per ID recs. Blood cultures NGTD, no fever, leukocytosis, or meningeal signs.
Brain MRI showed diffuse meningeal enhancement with no evidence of metastasis. EEG showed generalized slow
waves. LP had normal cell count and protein, cultures NGTD, HSV negative, other viral and autoimmune panels
pending. AKI on admission likely pre-renal, now resolved with normal Cr.

Interval Events: Afebrile, SBP 102-121, HR 91-102, 02 96-98% on RA. Spot EEG completed in afternoon. At 11pm
patient was agitated, pulled out IV, struck staff at bedside. Received haloperidol 2mg IV, no further agitation. AM labs
include Na 142, BUN 19, Glc 114, WBC 11.4, INR 1.1.

Daily Findings: He states “no” when asked about pain and “go away” when asked about current location. He does not

respond to further questions. He appears thin and ill but NAD. Eyes closed, somnolent. Heart regular rate and rhythm.

Normal breath sounds. Soft and non-distended abdomen. Edema 2+ in both LE. Moving all extremities.

Daily Assessment: Delirium is unchanged or slightly worse given overnight agitation. At this point, primary concern is
for immune-checkpoint inhibitor encephalopathy vs autoimmune or paraneoplastic encephalitis. Corticosteroids may
contribute to agitation but are first-line treatment. Other active problems include protein calorie malnutrition, pain

PERSPECTIVES

Identifying one-liner and hospital
course provide exposition.
Update when appropriate and
slot into discharge summary.

Combine recent events and data
to avoid redundancy.

Fresh “subjective” and
“objective” written daily. No
heol et A

carried forward.

Assessment focused on current

from spinal metastases, T2DM, HTN.

Daily Plan:

-Continue IV steroids, now day 2

-f/u autoimmune encephalitis panel

-consider NG placement for tube feeds

-continue to hold home opioids due to possible contribution to AMS

-continue to hold home HCTZ given soft BPs

status without repeating history.

Plan may be divided by problem
but must remain future-oriented.
If important, out-of-date
information goes in Summary

-continue home metformin and sliding scale insulin in setting of steroid hyperglycemia above.

FIGURE
Example of Chronological Note Structure

then supply detail and context in descending order of
relevance. Physicians can use the same structure in daily
progress notes. For a clinic follow-up, the headline
could be the patient’s well-managed glucose; for a hos-
pital note, the lead might be the differential for a
change in mental status. In a consult note, specific rec-
ommendations are the need-to-know element. Clinical
details, background, and stable problems then follow in
order of importance. With newness and relevance as
organizing principles, physicians must consider the
value of each finding, then demote or cut inessential
data. This is a valuable clinical and educational
exercise.

Advocate for Hard Caps on Note Length

For the best chance of success, GME leadership can
work with clinical leadership to request ambitious
character limits on notes in their institution’s EHR
installation. This is standard in other contexts; deal-
ing with word limits would place physicians in the
same position as every other professional who writes
for a living. Like journalists, attorneys, and academ-
ics, trainee physicians would have to prioritize and
pare down extraneous data. This intervention addresses
the core problem of note bloat while preserving individ-
ual discretion over means. It complements previously
discussed strategies.

Constraints will be especially important as the use
of generative artificial intelligence takes off. This
technology could soon remake progress notes by
providing instant chart review, obviating the need to
repeat clinical courses and plans each day, and allowing
physicians to focus on new information. If used indis-
criminately, however, effortless text production will

only bloat notes further. Clear parameters on the use
of such tools are needed.

Writing Is Valuable

As the size of progress notes has ballooned, their
usefulness has diminished. GME offices can help cli-
nicians reverse this trend by creating standard educa-
tional content, developing new note formats, and
calling for external constraints on note length. Writ-
ing notes is part of being a physician, and we should
learn to do it well.
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