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Abstract

Clinical documentation has become a major source of burnout for
physicians, as increasing aspects of the clinical encounter must be
recorded in electronic health record (EHR) systems. Al scribes
have emerged as a potential solution, automatically converting
conversations between patients and physicians into clinical notes,
yet little is known about how physicians perceive and integrate
these tools into everyday workflows. We conducted clinical
observations and semi-structured interviews with 17 primary care
physicians in Canada who had experience using Al scribes. We
found that physicians primarily used Al scribes as transcribers and
legal documenters to reduce their cognitive load and ensure record
completeness. However, the scribes fell short of fully satisfying
these roles because of repetitive phrasing, irrelevant content, and
recommendations that overstepped clinicians’ boundaries. Our
work aims to explore how the roles and capabilities of Al scribes
can be refined and integrated to better support physicians — not
only in documentation, but also in broader aspects of clinical
workflows and care delivery.
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1 Introduction

The burden of electronic health record (EHR) documentation is a
leading contributor to physician burnout [12, 17, 20]. A single
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patient encounter requires physicians to manage extensive
documentation, including structured data like prescriptions, lab
orders, billing codes, and unstructured free-text -clinical
notes [1, 16]. These documentation tasks can consume between
25% to 50% of a physician’s working time, amounting to as much
as four hours each day [7, 9]. This substantial documentation
burden not only leads to burnout but also impairs the quality of
care, as physicians spend more time interacting with their EHRs
than engaging face-to-face with their patients [21].

Ambient Al scribes, also known as digital scribes, have recently
gained traction as a viable solution to alleviate the burden of
medical documentation. Designed to function as virtual medical
assistants, these systems passively listen to conversations between
physicians and patients in order to generate structured clinical
notes in real time [3, 5, 11, 13]. Recent advancements in
speech-to-text algorithms and large language models (LLMs) have
significantly advanced the capabilities of Al scribes [23], making
them more accurate and coherent while preserving contextual
understanding [22].

Despite the growing adoption of AI scribes, a deeper
understanding of how physicians are integrating them into their
daily practices is still needed. Preliminary studies have shown that
Al scribes reduce perceived burden and documentation
time [14, 19]. However, key questions about how well these
systems meet physician expectations, the challenges that persist,
and the future roles this technology should play in clinical
workflows remain largely unexplored.

This work presents a preliminary analysis of our ongoing
research investigating these questions. We have been using a
combination of clinical shadowing and interviews to understand
the roles that Al scribes have been serving and where they have
fallen short. In doing so, we seek to provide a comprehensive
overview of Al scribes’ capabilities and limitations, offering
actionable insights for developers, healthcare providers, and
policymakers involved in their deployment.

2 Methods
2.1 Participants

We recruited licensed primary care physicians in the Greater
Toronto Area through online forums, hospital organizations, and
regional health organization mailing lists from September to
November 2024. Physicians were only eligible if they had current
or prior experience using an Al scribe. At the time of this
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manuscript, 17 physicians (6 males, 11 females) have completed
the study protocol, and their average number of years in
independent practice was 11.3 + 10.4 years.

2.2 Study Design

Our study offered two enrollment options: in-person clinical
shadowing and virtual interviews. For physicians who were
willing to be observed (N = 5), two researchers visited their
practices and shadowed their patient interactions for up to four
hours. This was followed by a 30-minute interview to triangulate
observations with physicians’ past experiences and to reflect on
what transpired during the shadowing. Physicians who were
unable to accommodate clinical shadowing (N = 12) were asked to
provide a walkthrough of their typical scribe usage, offering
insights into what might be observed in their clinics. The
walkthrough was followed by a semi-structured interview similar
to one conducted with the other physicians. These sessions were
held online and typically lasted 1.5 hours.

It is important to note that the physicians in our study used a
range of Al scribe products with different features. Some clinics
endorsed and subsidized specific Al scribes, while in other cases,
physicians chose products on their own. A product comparison is
beyond the scope of our work, but the diversity of options
provided additional insight into the potential roles that Al scribes
can support.

3 Results
3.1 Primary Benefits of Al Scribes

Physicians often viewed Al scribes as serving two primary roles:
transcription and legal documentation. As a transcriber, an Al scribe
converts conversations into a summarized physician note in real
time. This contrasts with past experiences where physicians had to
simultaneously listen to patients while taking notes to document the
visit. By serving in this role, Al scribes helped physicians offload the

cognitive burden that they typically experienced when multitasking.

P14 claimed, "It’s the ability not to have to split my focus during the
visit that I have found more valuable than anything else."

Although complete medical records are crucial for protecting
healthcare providers and patients in the event of legal disputes,
physicians struggle to document all the details of a visit due to time
constraints and limited attention capacity. As a legal documenter,
an Al scribe captures consultation details that physicians may not
have otherwise typed themselves. P12 noted, "[The AI scribe] helps
to create a much better patient record and narrative. When you're
going back in time, you have a much better record of what actually
transpired.”

3.2 Primary Limitations of AI Scribes

Despite the aforementioned benefits, physicians recounted times
when their Al scribes fell short of meeting their expectations. For
example, many felt that AI scribes were unnecessary for
transcribing routine visits with a predictable procedure. As
explained by P12, "There are certain encounters where I have a very
specific template that I have made that I just have to click. I don’t use
an Al scribe [in those scenarios] because it takes me no time to finish
the note." In these cases, physicians felt that it was more expedient
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to directly enter structured information into their EHR templates
than to review and edit their AI scribe’s notes after the
consultation.

Those who viewed an Al scribe as a legal documenter noted
that AI scribes often struggle to balance thoroughness and
conciseness. While they appreciated having a complete record of
their consultations, this objective conflicted with their preference
for brevity and comprehensibility. P13 expressed, "I don’t care as
much if [all the information is] put on the note. The note is just not as
nice when I go back and read it, or doesn’t make sense from a clinical
perspective.” Since physicians use their notes to simultaneously
maintain a clear record and to inform future visits, achieving a
balance between these purposes was considered critical.

3.3 Anticipated Benefits & Boundaries for
Future AI Scribes

While transcription and legal documentation were the two most
prominent benefits experienced by the physicians, they also
identified secondary functions that Al scribes were either already
fulfilling or could better fulfill in the future. Physicians also
commented on boundaries that future Al scribes should not cross.

3.3.1 Administrative Assistance. Beyond reducing documentation
burden, most physicians saw opportunities for Al scribes to assist
with administrative tasks in their workflows. As P15 described,
“Being able to dictate a note and have the scribe also create lab
requisitions and referral letters would be a huge help.” Some
physicians envisioned triggering these actions using explicit voice
interactions (e.g., "Order a CBC"), while others foresaw Al scribes
taking a more autonomous role. For example, P8 explained, "If T
say T'm going to refer you to a cardiologist,’ the Al should generate
the consultation note and find a local specialist.”

3.3.2  Decision Support. The idea of using Al scribes for decision
support was met with a mixed reception. Some physicians saw
value in Al scribes surfacing clinically relevant information. For
example, P3 noted that Al scribes could reduce the need for manual
EHR searches by proactively retrieving useful information from
past visits and lab tests: “When patients say, ‘Do you remember when
I came in two years ago for knee pain?’ No, I don’t, but the chart does.
Right now, I have to manually search for past notes, but an Al could
surface them automatically.”

However, concerns emerged regarding how Al scribes could
subtly influence clinical decision-making. P17 described losing trust
in the system when it began suggesting next steps: ‘I was hoping it
would be helpful for history taking, but I was disappointed when it
would make inferences because that wasn’t the role I was using it for.”
Other physicians saw the potential for confirmation bias. Reflecting
on a time when their Al scribe justified a clinical recommendation
using references to literature, P10 commented, "I worry that it’s
giving me false reassurance, especially with a diagnosis. It could be
providing information supporting what I've already decided.”

Going a step further, physicians overwhelmingly rejected the
notion of using Al scribes to automate clinical decisions. They
consistently emphasized that Al scribes should assist rather than
interpret or modify clinical reasoning. In P4’s words, "I don’t want
it creating diagnoses based on a compilation of symptoms. I wouldn’t
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recognize that because it wasn’t in my line of thinking.” Some of
these concerns were based on past experiences when Al scribes
misinterpreted the conversation. For instance, P17 recounted a
situation where their Al scribe fabricated the phrase "referred the
patient to a specialist” in the note, misrepresenting the outcome of
the consultation.

4 Discussion
4.1 Validating Efficiency Benefits

Physicians emphasized that Al scribes must genuinely reduce
documentation effort rather than displace cognitive load elsewhere.
Some reported that the need to review and correct Al scribe
outputs limited the amount of time they saved by using one in the
first place. Our work highlights that AI scribes serve two
documentation roles with competing priorities. Conciseness is
essential for physicians who wish to have their notes transcribed,
while completeness is essential for physicians who wish to have
legal documentation for their consultations. This tension presents
an opportunity for designers to develop AI scribes capable of
balancing these needs.

4.2 Adding Roles with EHR Integration

Most physicians used Al scribes that were not fully integrated
with their EHR systems, so they frequently expressed frustration
with having to manually copy-and-paste text from their Al scribes
to their notes. Integrating Al scribes with EHR systems could not
only help streamline chart reconciliation and maintain more
accurate long-term patient records but also facilitate
communication across multiple physicians within a healthcare
team [4]. These opportunities have been largely underexplored
because of the significant technical and regulatory barriers that
have prevented Al scribe integration, particularly with respect to
interoperability and privacy [2, 6, 15, 22]. Nevertheless, designers
should proactively consider how Al scribes can support such roles.

4.3 Defining the Boundaries of Al Assistance

Physicians were cautious about the potential influence Al scribes
could have on clinical reasoning. While retrieving past test results
and patient history was seen as beneficial, some physicians
expressed concerns that Al-generated suggestions could have
undesirable consequences. Previous studies have validated such
worries in other clinical applications of Al reporting cases when
physicians overruled their initially correct judgments based on
erroneous Al suggestions [10, 18]. This raises another tension in
the design of Al scribes: one between automation and autonomy.
This tension has been well-reported in human-computer
interaction literature, leading to the idea of mixed-initiative
systems that are neither fully automated nor completely
manual [8]. In fact, Coiera et al. [3] reflected on this tradeoff in
their own commentary on Al scribes. By recognizing the different
roles that Al scribes serve, we believe that designers can begin to
probe the spectrum between automation and autonomy with
greater success.
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5 Conclusion

As Al scribes become more sophisticated and integrated into clinical
systems, it is increasingly important that we reflect on their roles
in supporting physicians. Although our preliminary findings have
confirmed the belief that Al scribes alleviate documentation burden,
we found that this affordance can actually be decomposed into two
roles: transcription and legal documentation. We also found that
physicians envision Al scribes serving additional roles ranging from
administrative tasks to various forms of decision support. Defining
these roles and establishing clear boundaries for Al scribes will be
essential to maintaining physician trust and ensuring that these
tools enhance rather than disrupt clinical workflows.
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