
FEBRUARY 2019 V42, NO.2
SHARE

continued on page 2

SEEING OPPORTUNITY WHERE THERE 
ONCE WAS CHALLENGE: UNIFYING THE 

PURPOSE OF DOCUMENTATION FOR 
EDUCATION AND REIMBURSEMENT

Mary E. Lacy, MD, FACP; Lida Fatemi, MD, MPH; Justin Roesch, MD, FACP

Dr. Lacy (melacy@salud.unm.edu) is an assistant professor of internal medicine at the University of New Mexico and is the 
associate director for the Internal Medicine Clerkship. Dr. Fatemi (lfatemi@salud.unm.edu) is an assistant professor of internal 

medicine at the University of New Mexico and Clinical Operations faculty leader and director of clinical documentation for 
the Department of Internal Medicine. Dr. Roesch (jroesch@salud.unm.edu) is an assistant professor of internal medicine at the 

University of New Mexico, assistant director for Assessment and Learning at the School of Medicine, cochair for SGIM  
Educators of Medical Students Interest Group, and an associate editor for the SGIM Forum.

With the advent of retroactive reimbursement 
and its necessary dependence upon provider 
documentation, clinician educators have often 

found themselves at an awkward crossroads during 
rounds. Students may present cogent and sensical prob-
lems, like bacterial meningitis presenting with altered 
mental status, only to have the attending retort, “Well, 
technically we have to document it as metabolic en-
cephalopathy due to meningitis...” Much to the chagrin 
of students and residents, this dialogue is a microcosm 
illustrating the convoluted dynamic between documen-
tation and practice. Larry Weed’s creation of the SOAP 
format in the 1970s was meant to serve as a scientific 
document and memory aid to help the clinician organize 
data and reflect their critical thinking. Simultaneously, 
the SOAP format afforded the clinician a concise way of 
portraying the illness trajectory and management over 
time. Eventually, insurance companies and Centers for 
Medicare and Medicaid Service (CMS) started using 
the SOAP note as a tool for generating reimbursements, 
thus subtly but irrevocably transmuting the purpose and 
content of the medical record. In conjunction with the 
advent of electronic health records (EHRs), documenta-
tion requirements for billing have substantially increased 
the physician’s time spent on the computer rather than 
with the patient, leaving even less time for education and 
ultimately contributing to physician burnout and subop-
timal patient experience.1 It is not surprising then that a 
palpable tension has resulted from the dichotomous roles 
documentation is presently felt to serve. 

Clinical documentation supports effective commu-
nication and provider collaboration, can act as an aid 

to facilitate processing of information, and is used for 
coding and reimbursement.2 Despite this importance, it 
is often relegated to the absent curriculum of undergrad-
uate medical education and most post-graduate training 
programs. Within this void, trainees are expected to 
develop a secondary lexicon for medical documenta-
tion, which at times is seemingly at odds with or even 
antithetical to terminology described in texts or medical 
literature. Until recently, this bore little consequence for 
most students, as notes were often exercises in docu-
mentation but held little practical relevance. This was in 
part due to prior CMS guidelines that led to a misalign-
ment between billing requirements and the goals of the 
educational system to engage students in the documenta-
tion process. In February 2018, CMS changed its policy, 
allowing medical student notes to count for billing.3 
This change did not occur in a vacuum. For many years, 
multiple national medical entities, including the Alliance 
for Clinical Education (ACE), the American College of 
Physicians (ACP), and the Society of Teachers of Family 
Medicine have strongly advocated for medical students 
to be granted access to the EHR and subsequently to 
have the ability to document clinical encounters which 
may be used for billing purposes.4-6 New CMS guide-
lines no longer require clinicians to re-document large 
portions of a note which will reduce the burden on 
clinicians and improve preceptor recruitment. In many 
regions and settings, the onerous nature of redoubling 
documentation contributed to a shortage of high-quality 
clerkship preceptors. In fact, a summit held in 2016 to 
address a shortage of family medicine preceptors identi-
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and the AAMC help to develop clear 
recommendations for best practic-
es related to student education on 
documentation. In the interim, we 
entreat each school to carefully 1) 
engage all stakeholders (students, 
residents, faculty, community pro-
viders, documentation and billing 
staff, etc.) for input regarding cur-
ricular content, structure, outcomes, 
and assessments, and 2) acknowl-
edge how differences in terminology 
(e.g. altered mental status and septic 
metabolic encephalopathy) can be 
reconciled between documenta-
tion needs and clinical practices 
in a sensical fashion for learners. 
Appropriate implementation of these 
guidelines has the potential to re-
duce documentation duplication, im-
prove physician satisfaction, increase 
preceptor recruitment, and enhance 
the student role on the medical team 
through legitimate participation. 
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Ultimately, all surveyed students re-
ported agreement with the statement 
that “this process change helped me 
to be integrated into the care deliv-
ery team” (A. Rankin, MD, unpub-
lished data, 2018).

The results of this pilot are 
promising for students and faculty 
alike. In particular, faculty were still 
afforded the opportunity to provide 
feedback on students’ clinical rea-
soning processes, including the pri-
oritization and interpretation of clin-
ical findings to support diagnostic 
considerations. Understanding this 
potential value, medical educators 
should maintain vigilance that bill-
ing requirements can be formulaic 
and offer little room for the ambigu-
ity that exists in practice. Moreover, 
there is plausible risk of placing 
educational goals in greater tension 
with billing, and for the student role 
to be reduced to scribe, whose pri-
mary purpose is to complete billable 
documentation. It is paramount that 
we contemplate these dynamic bene-
fits and risks if we are to achieve the 
goal of integrating medical educa-
tion and documentation for billing. 

Many institutions are trying to 
figure out how to implement these 
recent CMS guidelines. While some 
aspects related to their use remain 
under debate—such as whether 
exams by students need to be directly 
supervised or simply repeated—these 
guidelines present an opportunity 
for the medical education system 
to appraise and revamp the current 
process on education related to 
documentation. Medical education 
is approaching a crossroads wherein 
institutions will need to contemplate 
whether teaching documentation 
standards can be neatly integrated 
into the standing curriculum, wheth-
er it warrants the creation of an en-
tirely new curriculum, or temporarily 
and perhaps less effectually, whether 
it should remain unaddressed and 
within the absent curriculum.

Ultimately, we advocate that na-
tional organizations such as SGIM 

fied a primary tactic to address this 
problem should be working with 
CMS to revise student documen-
tation guidelines.6 The 2018 CMS 
updates are expected to significantly 
decrease the administrative work-
load on faculty which will increase 
the number of physicians accepting 
medical students. A pilot study 
at the University of New Mexico 
(UNM) implemented new documen-
tation requirements allowing for 
billing of student notes within both 
clinic and inpatient ward encounters 
during the Family & Community 
Medicine Clerkship. 

Faculty were queried about 
their perceptions of the experience 
and the overwhelming response was 
favorable:

 
• “I didn’t have to re-write SOAP 

notes! Still had to tweak the notes 
like I would for an intern, but our 
Sub-I was pretty good at docu-
mentation. Huge time savings.”

• “Less data entry. More of a teach-
ing opportunity as I reviewed the 
note with them.”

• “They seem more directly in-
volved/engaged in patient care 
as they are the ones writing the 
actual note.”

The Alliance for Clinical 
Education’s (ACE) charge to allow 
students to document within the 
EHR was leveled with the intention 
of enhancing a student’s contri-
bution to the medical team while 
also promoting skill development 
through feedback to help focus 
content and clinical reasoning.4 In 
the same pilot study at UNM, a 
student survey after the experience 
noted “I felt being able to send 
notes and have them used for billing 
purposes gave me a larger sense of 
belonging on the team and felt my 
contributions were more meaning-
ful. ” Another student responded, 
“Sending endless notes into space 
that were never read and never 
looked at again was fatiguing. ” 
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