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Abstract

Large Language Models (LLMs) are often proposed as tools
to streamline clinical documentation, a task viewed as both
high-volume and low-risk. However, even seemingly straight-
forward applications of LLMs raise complex sociotechnical
considerations to translate into practice. This case study, con-
ducted at KidsAbility, a pediatric rehabilitation facility in On-
tario, Canada examined the use of LLMs to support occupa-
tional therapists in reducing documentation burden.We con-
ducted a qualitative study involving 20 clinicians who partic-
ipated in pilot programs using two Al technologies: a general-
purpose proprietary LLM and a bespoke model fine-tuned on
proprietary historical documentation.

Our findings reveal that documentation challenges are so-
ciotechnical in nature, shaped by clinical workflows, orga-
nizational policies, and system constraints. Four key themes
emerged: (1) the heterogeneity of workflows, (2) the docu-
mentation burden is systemic and not directly linked to the
creation of any single type of documentation, (3) the need for
flexible tools and clinician autonomy, and (4) effective imple-
mentation requires mutual learning between clinicians and Al
systems.

While LLMs show promise in easing documentation tasks,
their success will depend on flexible, adaptive integration that
supports clinician autonomy. Beyond technical performance,
sustained adoption will require training programs and imple-
mentation strategies that reflect the complexity of clinical en-
vironments.

Introduction

Large Language Models (LLMs) have been heralded as
a turning point in healthcare. Popular tools like GPT-4
have demonstrated performance on par with or exceeding
physicians on benchmark evaluations such as the United
States Medical Licensing Examination (USMLE) (Brin et al.
2023), and are already being deployed in applications rang-
ing from patient triage to diagnostic support. The speed of
adoption has been unprecedented, with healthcare systems,
vendors, and startups racing to integrate LLMs into clini-
cal workflows (Ma et al. 2024; Peterson Health Technology
Institute Al Taskforce 2025). This is coming to fruition in
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many ways, with health providers exploring LLMs as clin-
ical assistants, scribes, and documentation tools. As adop-
tion accelerates, these tools are increasingly positioned as
transformative for clinical practice. Yet amid bold predic-
tions about replacing diagnosticians, a more grounded ques-
tion remains: can these models reliably handle the “easy”
tasks? And if they can, will that performance hold up under
the complexity of real-world settings?

Clinical documentation, especially when written in fre-
quently used standard formats like SOAP (Subjective, Ob-
jective, Assessment, Plan) have been pitched as a low-
risk and high-reward use case. SOAP notes are central to
both care delivery and legal documentation for many health
fields but are often criticized for their repetitive and time-
consuming nature. Because SOAP notes follow a widely
taught structure and account for the bulk of therapists’
record-keeping time, they’re often cast as “low-hanging
fruit” for automation (Biswas and Talukdar 2024).

However, our study challenges that assumption. We
present a detailed qualitative case study of a pilot program
testing LLMs in a pediatric rehabilitation clinic. The goal
was to reduce clinician documentation time by helping oc-
cupational therapists generate SOAP notes more efficiently.
In practice, clinicians begin with “scratch notes” (i.e. bul-
let points, memory cues, or brief sentences) that are writ-
ten during the patient interaction and transform them into
the SOAP format after the fact (Amenyo et al. 2025). On
paper, this task maps neatly onto current LLM capabilities:
convert unstructured text into a consistent, templated output.
Yet, deployment and follow-up interviews revealed layers of
friction such as formatting mismatches, user distrust, work-
flow misalignment, and perceived threats to clinician auton-
omy. These issues stem not from poor language generation,
but from deeper, systemic mismatches between real-world
documentation practices and user expectations of model be-
haviours.

Prior research has explored both the potential and lim-
itations of using LLMs for documentation. Some studies
have found success in using LLMs to summarize visit notes,
translate clinical jargon for patients, or assist with discharge
summaries (Ma et al. 2024). Yet even in these use cases, con-
cerns persist about output quality, interpretability, alignment
with clinician expectations, and the ability of Al systems to
enhance, rather than disrupt, existing care workflows.



Our findings suggest that while LLMs may be technically
capable of generating documentation, their real-world ef-
fectiveness depends on a web of sociotechnical factors: the
variability of clinician workflows, the adaptability of Al in-
terfaces, the depth of user training, and the policies gov-
erning documentation practices. In other words, even struc-
turally simple tasks require careful, context-aware imple-
mentation. Mollick (2025) promotes a similar sentiment,
that widespread enthusiasm for LLMs may not yield the
broader organizational benefits it promises. In particular, he
emphasizes that in order to realize meaningful gains from
tools like LLMs, organizations need to treat adoption as a
process of organizational learning rather than focusing on
the technical roll out.

While much of the discourse around Al ethics in health-

care has focused on fairness, transparency, and data prove-
nance and privacy, there is a tendency to treat technical fea-
sibility as a foregone conclusion (Satheakeerthy et al. 2025;
Ong et al. 2024). Specifically, in the context of building trust
in the end-user and what a “trustworthy” system really con-
sists of (Biirger et al. 2024). But, if even seemingly simple
tasks like documentation remain difficult to implement ef-
fectively, then efficacy itself must be treated as an ethical
concern. Deploying systems before they’ve demonstrated
consistent utility in real clinical environments risks introduc-
ing not just inefficiency, but also harm through wasting clin-
ician time, undermining trust, or producing documentation
that is misaligned with standards of care.
The objective of this study was to assess the feasibility
of using modern LLMs to reduce documentation burden
in pediatric occupational therapy. Although our analysis is
grounded in this specialized setting, the lessons learned
are broadly applicable across healthcare domains. This case
study makes three core contributions:

1. It exposes the gap between LLM capabilities and their
real-world clinical utility in documentation-heavy work-
flows.

2. It demonstrates how deployment failures often stem not
from model performance alone, but from misalignments
between tool design and the clinical context.

3. It underscores that healthcare documentation remains an
unsolved challenge, even for seemingly straightforward
tasks.

Our findings offer a revealing test case for evaluating
LLM readiness in healthcare. If we cannot successfully auto-
mate routine documentation, it raises critical concerns about
deploying these models for more complex, high-stakes clin-
ical applications.

Background
Adoption of LLMs in Healthcare

The integration of LLMs into healthcare has accelerated
rapidly over the past several years (Ma et al. 2024; Peter-
son Health Technology Institute Al Taskforce 2025). These
models have been positioned as transformative tools capa-
ble of enhancing productivity, supporting clinical decision-
making, and reducing administrative burdens. Among these
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applications, the generation of structured clinical notes has
emerged as a popular and relatively straightforward use case.

However, despite the technical feasibility, a number of
critical challenges persist. Research has highlighted con-
cerns about model interpretability, trustworthiness, and fit
with existing workflows (Farhat 2024). In some cases, the
outputs fail to meet clinician expectations, either due to
formatting mismatches, the use of inappropriate structur-
ing (e.g., summaries instead of SOAP notes), or unexpected
tone (Han et al. 2024). These challenges can be further com-
pounded by biases that are embedded in the training data
used for these large-scale models, which can be particularly
dangerous when applied to human behavior and groups that
have historically been treated unjustly (Farhat 2024).

A growing body of work has begun to explore not just
technical performance but the human and organizational
factors shaping adoption. One particularly challenging as-
pect is establishing healthcare provider comfort and con-
fidence with LLM use. For example, a study by Spotnitz
et al. (2024) quantified the experience of medical profes-
sionals across three axes: (1) years of clinical training, (2)
years of informatics training, and (3) hours of LLM use
in the past 12 months. Among diverse clinical experts with
novice LLM experience, the majority felt that using LLMs
to support clinical tasks such as translating technical reports
into layperson summaries (n=21/30) and creating discharge
summaries (n=20/30) were appropriate use cases. However,
tasks such as responding to patient questions about a techni-
cal report (n=7/30) or writing full reports (n=7/30) were less
accepted (Spotnitz et al. 2024).

This tension between the opportunity and hesitation of
adoption also appears in qualitative studies. For instance, Ma
et al. (2024) conducted a qualitative study aiming to better
understand the perceptions of mental health and Al experts
when considering the integration of LLMs into the related
field of mental health practice. Through semi-structured in-
terviews, a mixture of psychiatrists (n=12), mental health
nurses (n=7), and Al in medicine researchers (n=2) were en-
gaged to understand their perspectives on integrating these
tools. Participants were particularly enthusiastic about the
potential for LLMs to improve efficiency and quality of
work, specifically referring to how LLMs could help sup-
port the completion of routine text-generation tasks, freeing
up more time and attention for patient-facing tasks. Another
important finding concerned the prerequisites that should ex-
ist for integrating LLMs into the mental health field. These
highlighted the necessity of relevant training sessions to pre-
pare professionals for current and proficient use of LLMs
and, in general, the enhancement of digital literacy to sup-
port their continued use despite a rapidly changing land-
scape. Furthermore, clinicians cited concerns around creat-
ing proper guidelines for use and management, calling for
clear principles that would ensure these tools are being used
responsibly (Ma et al. 2024).

More specifically, some research has focused exclusively
on using LLMs to enhance clinician productivity through
supporting clinical note generation. For example, (Han et al.
2024) proposed AscleAl and conducted an interview study
exploring how LLMs could support clinicians in practice.



In the settings tested, challenges such as completing docu-
mentation while simultaneously engaging with patients were
frequently cited. Before the introduction of LLMs, com-
mon strategies to overcome these challenges included mak-
ing corrections to notes immediately following the end of a
session or using specific templates to reduce time spent writ-
ing during sessions. The outputs of the task seemed to be of
particular importance, where the results were met with in-
consistent feelings. Many of the concerns surrounded a mis-
match of clinician expectations and model outputs. For in-
stance, some participants were frustrated that the outputs of
AscleAl were not in the SOAP format but instead provided
a summary. Furthermore, some clinicians found that the in-
herent structuring (i.e., sentence-based vs. bullet form) did
not match their expectations for how they would like their
output notes to be formatted (Han et al. 2024).

Given this emphasis on efficiency, it is perhaps unsurpris-
ing that the proposed use of Al-based scribes has surged
in popularity. Modern Al-based scribes tout the potential
to passively record patient-provider interactions and convert
them into useful summarizations and documentation, simul-
taneously increasing patient volume while improving visit
quality. Based on a recent report from the Peterson Health
Technology Institute Al Taskforce (2025), approximately 60
ambient scribes are currently being applied in practice in
the United States. The adoption of these scribes represents
a significant deviation from the normal adoption pipeline
of the industry, historically known for long implementation
timelines and cumbersome workflow changes. The report
suggests mixed results along different axes of improving
workflows. Positive impacts have been observed for clinical
burnout, cognitive load, and the downstream quality of gen-
erated notes. Mixed feedback was observed regarding clini-
cian experience, time saved by technology adoption, and the
avoidance of “pajama time” where clinicians complete doc-
umentation requirements outside of working hours (Peterson
Health Technology Institute AI Taskforce 2025).

Nuances of Documentation in Pediatric
Occupational Therapy

Pediatric occupational therapy services are often provided in
multiple distinct environments, each with unique character-
istics and challenges. For instance, younger pre-school aged
children are often seen through in-center and virtual consul-
tations that are typically conducted with families present in a
structured environment. Clinicians often work with families
to tailor interventions to each child’s developmental needs,
creating personalized treatment plans (Cahill and Beisbier
2020). In contrast, School-Based services offer in-school
consultations without families present, in less structured and
more rapidly changing environments. These visits can range
from specific one-to-one visits or universal classroom visits
where all students and educators are observed in parallel.
Documentation in occupational therapy is a structured
process of recording client information, therapeutic inter-
ventions, and treatment outcomes. At the studied center,
documentation took on several forms, which depend both on
the program in which the clinician (i.e. In-Center vs. School-
Based) worked in and the point of treatment for the client.
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Progress notes are used across all visit types and are the only
form of documentation legally required by the provincial OT
regulatory body (Amenyo et al. 2025).

Documentation in healthcare settings, particularly in oc-
cupational therapy, serves multiple critical purposes beyond
simple record-keeping. The ultimate goal of this documen-
tation is to provide comprehensive understanding of client
abilities, progress, and limitations throughout their treat-
ment journey; however, in practice this may not be the case.
In its ideal form, effective documentation reflects all treat-
ment stages from initial assessment to ongoing interven-
tion. It captures not only physical aspects of therapy but
also environmental and contextual factors affecting client
participation in activities of daily living (Cahill and Beis-
bier 2020). Documentation acts as an essential communi-
cation tool among healthcare providers, supporting coordi-
nated care across interdisciplinary teams. Additionally, it
provides a formal legal and regulatory record that may be
reviewed for accreditation purposes, used in legal proceed-
ings, or examined for reimbursement claims (Gateley 2015).

While documentation remains a critical aspect of care, it
has increasingly become a burden for healthcare providers
at the studied center. Both clinicians and management per-
ceived that growing documentation demands were impact-
ing the organization’s ability to deliver services effectively.
The center was facing service capacity issues, marked by
long waitlists and an inability to meet the rising demand for
pediatric occupational therapy services. At the same time,
anecdotal evidence suggested that clinician well being is suf-
fering, with reports of burnout and difficulty keeping up with
administrative requirements. These concerns echo broader
trends identified in recent reports—such as one from the
Peterson Health Technology Institute Al Taskforce—which
link excessive documentation to provider burnout and de-
creased system capacity (Peterson Health Technology Insti-
tute Al Taskforce 2025).

Case Study: Pediatric Occupational Therapy LLM
Pilot Study

Our study was completed in collaboration with KidsAbility,
a pediatric rehabilitation center that provides comprehensive
rehabilitation services across several professions including
occupational therapy, speech-language pathology, and phys-
iotherapy. Within KidsAbility, Early Years (including En-
try to School) and School Years programs are delivered pri-
marily in-center, whereas the School-Based Rehabilitation
program operates directly within school environments. The
case study was part of a broader initiative to streamline doc-
umentation using LLMs, with the goal of enhancing ser-
vice delivery capacity and reducing wait times. To evalu-
ate this, the team conducted a pilot study using LLMs to
convert therapists’ brief session notes (i.e., scratch notes)
into structured clinical documentation (DiMaio 2024). To
do so the technical team adapted foundation language mod-
els which resulted in a bespoke version based on the Llama
3 8B architecture that was created purely for the process
of generating visit notes from scratch notes. Model train-
ing used thousands of de-identified historical SOAP-format
progress notes, supplemented with few-shot—prompted syn-



thetic scratch notes to create paired training examples. Fine-
tuning employed LoRA adapters with domain-adaptive pre-
training to reduce overfitting, and the model was evaluated
on a held-out test set before pilot deployment.

To evaluate both the effectiveness of this specific inter-
vention and LLM utility more broadly ten occupational ther-
apists participated in a comparative assessment period. In
the initial phase, clinicians utilized a secure version of Mi-
crosoft’s enterprise CoPilot program for three-weeks with
a subsequent phase employing the custom-developed solu-
tion (three-week duration) (DiMaio 2024). While the Llama
3 8B model is smaller than most commercial systems, it
was deliberately selected to limit overfitting during fine-
tuning and to test the feasibility of a domain-specific model.
For comparison, clinicians also evaluated a large general-
purpose model (Microsoft’s enterprise CoPilot) under the
same study conditions, attempting to distinguish size-related
performance effects from broader sociotechnical factors.

Methods

It is in this context that our study was implemented. We
conducted 30 interviews with 20 clinical staff members at
a pediatric rehabilitation center in Ontario, Canada to learn
about their perspectives on documentation and possibilities
for LLMs to assist with documentation tasks.

Recruitment/Participants

Participants in the study were clinical staff working for the
associated organization. They were recruited by center ad-
ministrative staff and referred to us for voluntary participa-
tion in the study. Participants were informed about the nature
of the study and assured of confidentiality before they con-
sented to take part in the study. In total, 20 clinicians took
part in this study.

Of the 20 participants, 6 worked in the Early Years pro-
gram (including Entry to School), 10 in the School-Based
Rehabilitation program, and 4 in the School Years program.
The Early Years and School Years programs were delivered
primarily in-center, whereas the School-Based Rehabilita-
tion program was delivered directly in school environments.
Participants’ total years of practice (including experience
prior to joining KidsAbility) ranged from 1 to 22 years (me-
dian = 10 years), representing a mix of junior, mid-career,
and senior therapists. Ten participants took part in the pi-
lot study (4 Early Years, 4 School-Based Rehabilitation, 2
School Years), with experience ranging from 1 to 22 years.
The remaining 10 participants did not take part in the pilot
(6 School-Based, 1 Early Years, and 2 School Years), with
experience ranging from 3 to 15 years.

Procedures

Independent of this study, the center conducted a pilot work-
shop in which participants were introduced to two different
LLMs and given instructions for how they could be used to
assist with documentation tasks (see above section). Of the
20 clinicians who participated in the present study, 10 had
taken part in the pilot program, and 10 had not taken part in
the pilot program. Clinicians who had taken part in the pilot
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program were interviewed twice, once before and once after
the pilot program. Clinicians who had not taken part in the
pilot program were interviewed only once.

The purpose of the semi-structured interviews was to un-
derstand the nature of the documentation burden on clini-
cians, their perspectives of the role of documentation in the
context of their work, and their perspectives on the possi-
ble role of LLMs in helping to assist with documentation.
Clinicians who had taken part in the pilot workshop were in-
terviewed twice so that they had the opportunity to express
their views before and after being exposed to two LLMs cur-
rently available to assist with documentation. In the inter-
views, clinicians were asked questions about their clinical
practice, the kinds of documentation required for their work,
what kinds of notes they take and how they take notes, and
how much time documentation takes. They were also asked
about whether they had previously heard about applications
of Al in healthcare more generally, whether they had ex-
perience with Al or LLM tools, and whether they thought
tools like ChatGPT could be appropriately used in clini-
cal contexts. Interviews were conducted virtually and were
recorded using the built in Teams functionality through Mi-
crosoft360. Interviews ranged in length from 20 to 35 min-
utes and were transcribed verbatim and verified by the re-
search team.

Analysis

Interview transcripts were coded with the help of NVivol4.
Braun and Clarke (2006, 2013) six-phase thematic coding
process was followed to identify dominant themes in the in-
terviews that identified the range of perspectives clinicians
expressed on the issue of documentation burdens, possible
ways of mitigating this burden, and the specific use of gen-
erative Al and similar technologies in this regard.

Results

Thematic analysis of our data revealed four primary themes:

1. Clinical documentation in occupational therapy is highly
heterogeneous

2. The sociotechnical nature of challenges existing at the
organization extend beyond the completion and creation
of SOAP notes

3. The need for flexibility and clinician autonomy

The requirement of mutual learning on both the end of
the clinician and the Al system to facilitate collaboration

Theme 1: Heterogeneity in Documentation
Workflows

Our analysis revealed substantial variation in documenta-
tion workflows across the organization, specifically when
we compared conditions related to the underlying process
of generating SOAP notes from scratch notes. Understand-
ing these workflows was essential to evaluating the potential
for Al-assisted documentation. Documentation workflows
varied considerably from clinician to clinician but there are
also notable differences in their anecdotal description of how
they complete their sessions, create scratch note or memory



cues, and complete their finalized documentation. Very gen-
erally speaking the documentation process typically follows
this progression:

1. Within Session: Creation of scratch notes or memory
cues

2. Post Session: Conversion of scratch notes into formal
documentation (SOAP notes)

Clinician accounts suggested that the execution of these
tasks was influenced by both intrinsic and extrinsic fac-
tors. Intrinsic factors included prior work experience, pro-
fessional training, and personal preferences for verbosity or
structure. Extrinsic factors encompassed the specific pro-
gram they worked within, the type of visit, client charac-
teristics, and scheduling constraints.

A notable distinction was observed between clinicians
working in the in-center programs (Early Years, including
Entry to School, and School Years) and those in the School
Based Rehabilitation program. One of the most significant
differences involved the tools and conditions available for
in-session documentation.

Clinicians in the in-center programs were able to make
use of jot or scratch notes during or immediately after ses-
sions. These notes that were created either digitally or on
paper were often more substantive and detailed. However,
even within this program, the format and content of scratch
notes remained highly individualized.

In contrast, clinicians in the School Based program fre-
quently conducted sessions in less controlled environments,
such as classrooms with multiple children present. These
conditions limited their ability to use documentation tools
during the session. As a result, scratch notes -if created at
all—were generally minimal, serving primarily as memory
aids rather than substantive written records. This environ-
mental constraint significantly impacted the nature and qual-
ity of intermediate documentation and could have negative
downstream impacts in a tool that was explicitly designed to
map scratch notes to completed SOAP notes. Furthermore,
in the School-Based program clinicians employ a tiered ap-
proach to care, where visits often consist of observing class-
room settings rather than in a one-to-one session.

This contrast in session context and documentation oppor-
tunity is captured in the following reflection from a School-
Based occupational therapist:

“So I work almost 100% in schools. I don’t do a lot
of like one to one treatment, so I wouldn’t have a kid
for like a session like a clinician in center might, but I
would either be embedded in the classroom and then
like have a space to work ideally or I would like a rare
occasions would pull a kid into like a small space to
do some work with, but for the most part I'm in their
classroom context or in like a separate spot on the
school working on something with that kid.” -P08

The less predictable nature of School-Based work also
shaped when documentation could occur. Early Years clin-
icians often had scheduled time between appointments to
write notes. In contrast, School-Based clinicians faced vari-
able schedules and frequent coordination with school staff.
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Continuing this point, Participant 08 explained how
scheduling constraints affect documentation timing:

“Some schools will have me booked in like a class-
room, but for the most part I sort of schedule it on the
fly so like I keep a running tally of things that I need
to do in my head. Go and check in on those kids check
in on their staff. See if there’s anything new, any like
priorities and then do that sort of for several hours
within the morning, and then by the time we hit about
like 1:30-2 o’clock, their break times are they’re sort
of winding down the day. And I have to start just doing
all the paperwork associated with that day.” -PO8

The main findings from this theme suggest that workflows
and intermediate documentation artifacts are not only highly
personalized but are also deeply shaped by programmatic
context. These variations include differences in scratch note
structure, the timing of documentation activities, and the use
of shortcuts or templates to streamline note conversion. The
combination of these factors introduces a significant chal-
lenge for general-purpose or even bespoke LLM systems,
as inconsistency in both input (scratch notes) and expected
output (SOAP notes) reduces the likelihood of generating
consistently high-quality results.

Theme 2: “SOAP notes aren’t the problem”

Many participants demonstrated a clear awareness of the
broader challenges facing the organization. Our analysis re-
vealed that the core issues clinicians face are not rooted in
the act of writing SOAP notes, but stem from a broader set of
systemic and contextual factors. Some of the key factors in-
clude the heterogeneity of clinicians, organizational policies
and decisions, as well as technology factors.

One in-clinic therapist framed the issue plainly, shifting
the focus away from writing toward broader workload chal-
lenges:

“No, I think if I had to tell you what I think the prob-
lem is, I don’t think it’s our ability to write, It’s the
amount of things we have to do.” -P03

This sentiment was echoed by another participant (P0S5),
who initially approached the LLM documentation tool with
optimism but later found it failed to address what they per-
ceived to be the real bottleneck:

“I think I was intrigued by it at first and then the real-
ity of it, I was like, it actually doesn’t save me time, It
didn’t save me time, in terms of the soap notes, any-
ways from that was my experience with it that it was 1
think our other processes are extremely inefficient and
you know but I think doing the soap note isn’t neces-
sarily the thing that takes the time” -P05

Although many participants described a challenging rela-
tionship with documentation, they also expressed a sense of
pride, ownership, and value in the notes they created. Several
emphasized that writing SOAP notes is a professional obli-
gation governed by the College of Occupational Therapists
and something they take seriously and value with ongoing
visits.



For instance, PO1 highlighted how notes served as a cru-
cial memory aid in ongoing care:

“It’s definitely a burden in some sense, because it
does take quite a bit of time to get those notes done,
but I find the notes that I write as sole valuable when
I go see that family again. So when I'm seeing like 60
families trying to remember who you did what with
and like most of our kids are two, three years of age.”
-P0O1

Another clinician reflected on the personal voice em-
bedded in documentation, expressing concern about Al-
generated text lacking their distinctive tone:

“Like even in an objective way where I'm stating ob-

Jjective, like you know I'm not being biased. Well, I'm
biased inherently, but you're trying to be objective,
you’'re showing measure like you're reporting. It still
has your person like, it has your sound to it. And so
when you're reading and it doesn’t have your sound,
like this is wild.” -PO8

A consistent thread across interviews was a concern with
how time is structured and constrained, rather than with doc-
umentation itself. Many felt they lacked sufficient time to ef-
fectively balance the direct and indirect tasks required to de-
liver high-quality care. Several clinicians, particularly those
in the School-Based program, noted that organizational poli-
cies limited their ability to create notes that added value be-
yond regulatory requirements. For example, PO8 described
how institutional expectations around formatting and dis-
semination reduced their motivation to engage deeply with
the documentation:

“...if I've done my documentation that day and kept up
on it, I have to do it again in these visit notes and our
process to disseminate them is annoying. So not only
is writing them annoying, but getting them out is an-
noying or has historically been annoying and there-
fore I don’t like to do them. But the other thing that
like because of the way these are structured and the
way they are sent out, it’s just as fast for me to write
an email and that’s how parents wanna read it.” -PO8

One factor contributing to clinicians’ feelings of over-
whelm and burnout appears to be the recent transition to a
new health record platform and the complexities associated
with documenting within it. While intended to streamline
workflows, many clinicians found the system clunky and in-
efficient—particularly when completing notes that required
duplicating information across multiple forms. For example,
many clinicians noted that completing notes often involves
repetitive clicking to input each component of a SOAP note,
which they found both frustrating and time-consuming. One
clinician described this repetitive structure as a fundamental
barrier to efficiency:

“So you’ve got the pre-assessment form, you’ve got a
soap note and you’ve got a consent form that are all
documenting the same interaction.” -NO3

Another clinician reflected on how the platform’s inef-
ficiencies compounded existing frustrations but reinforced
that writing notes, in itself, wasn’t the issue:
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“Yeah, I think, I mean, I think it further like confirms
that [EHR SOFTWARE] is extremely inefficient, like
there’s inefficiencies built into a lot of our processes,
which are getting in the way of us being efficient, but
actually our ability to write the notes isn’t necessarily
[THE PROBLEM] Right?” -P05

Together, these reflections complicate the assumption that
LLMs simply need to automate SOAP notes to be useful. As
participants emphasized, the real barriers to efficiency lie in
systems, structures, and workflows that shape how, when,
and why documentation gets done.

Theme 3: Flexibility of Proposed Tools and
Promoting Clinician Autonomy

A strong theme that emerged was clinicians’ dedication
to their work and the sense of professional identity they
brought to how they performed it. Many participants had
years of experience and had developed highly individualized
workflows and informal tools to manage both direct and in-
direct aspects of care. Among these were customized docu-
mentation templates and strategies that they had refined over
time. For example, several clinicians described how they
maintained external resources—such as written prompts or
structured text banks—outside of the official clinical record
to make documentation more efficient and personally mean-
ingful. As one participant explained:

“I feel like I mean some of it is changing with the
forms, but we’ve all had kind of our own little tem-
plates of things that we would use to support our doc-
umentation.” -NO1I

Another clinician elaborated on the cognitive benefits of
these personalized prompts:

“I've always lived with templates outside of the clin-
ical record because I found that they have been the
most efficient for me. They helped to prompt my mem-
ory of what I need to ask, what I need to say, what 1
need to write” -NO2

These reflections echo themes from earlier in the analy-
sis, particularly the heterogeneity of documentation work-
flows described in Theme 1. Yet here, clinicians emphasized
the value of autonomy in shaping these workflows, adapting
them in real time to meet client needs. For example, even if a
clinician typically relies on a specific tool during a session,
they may choose to forgo it if they believe it could nega-
tively impact the client’s experience. In such cases, they may
conclude sessions without the usual steps that support their
documentation workflow.

This adaptive flexibility also shaped clinicians’ percep-
tions of the LLM documentation tool piloted in the study.
While many began the trial with high hopes, several felt that
the tool did not yet align with their needs or standards. One
Early Years clinician reflected on their disappointment:

“Honestly, for me, I was hoping for a better outcome
like for me was a bit disappointing. I was really want-
ing it to be helpful and a little bit more efficient for me
and then I just, I don’t know if I think we’ll get there



for me it’s not ready, It’s not ready for where I think it
needs to be, so for me it was.” -P0O1

To thrive in this environment, clinicians need the auton-
omy to determine when and how to use tools that support
their documentation practices. During the pilot, several clin-
icians expressed that there were situations in which the use
of LLMs did not feel appropriate for the specific context, yet
they felt pressured to integrate them into their workflow. As
the pilot progressed, some participants began selectively dis-
engaging from the tool’s structured workflow. One therapist
(P02) described situations where they intentionally bypassed
the LLM system, especially when feeling overwhelmed:

“Yes, I would say a lot of the time with [the LLM tool],
I ended up doing that maybe like 50 to 75% of the
time I was doing it for myself because just the when
the notes came through, if I was, like flustered with
something else I was like, hey, I'm just gonna do this
on my own because, like, I don’t have the energy to,
like, go through and fix this note again.” -P02

Rather than signaling disinterest in Al altogether, these
decisions often reflected a desire for more control. Sev-
eral clinicians expressed curiosity about how generative Al
might be integrated more usefully into their broader work-
flows—particularly when they had flexibility in how the
technology was used.

This openness to experimentation extended beyond SOAP
notes. Clinicians who were less invested in the pilot’s pri-
mary goal still imagined other ways LLMs could support
their work, including automating family-facing documenta-
tion or helping create personalized resources for clients.

As one clinician summarized:

“I know you're focused on documentation, but I see
some huge advantages for helping clients to overcome
barriers, be more successful in you know their life and
their goals.” -NOI

These reflections reinforce the notion that tool usability
alone is not enough. Meaningful adoption of LLMs in clin-
ical practice will depend on whether the systems promote,
and not constrain, clinician autonomy and align with the in-
dividualized, context-sensitive nature of care.

Theme 4: Learning on Both Sides

As discussed in Theme 3, clinicians showed a strong inter-
est in exploring potential applications of LLMs beyond the
prescriptive documentation use case. While the pilot focused
on converting scratch notes into SOAP notes, several partic-
ipants experimented with broader applications, testing the
limits of the tool and imagining alternative integrations (see
Key Point 1, Table 5). These clinicians expressed excitement
about the long-term potential of LLMs—particularly if they
could be shaped to fit their individualized workflows. For
example, one clinician envisioned a tool that could not only
transcribe input but intelligently organize it into clinical for-
mats:

“It’s the repetitive process, like if I had a smart note-
book that I could write some things down and it puts
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it into typed like that would be great. But also like,
yeah, if it could somehow integrate that into my tem-
plate like ohh it knows that this is like a subjective
thing or it knows that this thing is goes into the ob-
Jective category, this part goes into analysis like how
cool would that be?” -NO2

Despite this curiosity, the pilot’s input method, where the
clinicians were asked to input raw scratch notes, posed barri-
ers. Scratch note practices varied significantly across partic-
ipants: some used full sentences, others employed shorthand
or symbols, and some relied entirely on memory. This vari-
ability made standardized inputs difficult, leading to mixed
results. As expected, clinicians whose habits already aligned
with the input assumptions of the tool adapted more easily
than those whose workflows diverged.

In order to participate, some clinicians, particularly those
who typically relied on sparse or no scratch notes, created
a new intermediary artifact: refined notes written solely for
use with the LLM. This additional step disrupted their estab-
lished routines and introduced inefficiencies. When asked
about the importance of scratch notes, participants consis-
tently emphasized that scratch notes serve a singular, simple
purpose: to support accurate post-session documentation.
These notes are typically informal, not saved, and rarely re-
visited. Formalizing them as part of the pilot process funda-
mentally altered how they were produced, leading to frus-
tration. Rather than change their in-session practices, many
clinicians chose to create an extra, more polished version of
their notes specifically for the system.

“I’m like this is too much effort for me to tell you what
to do. I already know what I wanna do, so I would
Jjust use my own note like I would just abandon it al-
together because it was like this is taking me too long
in terms of what I want this note to look like.” -P0O1

Another participant echoed this, explaining that the cog-
nitive load of preparing model-friendly inputs nullified any
benefit:

“I would just end up like scribbling notes. So, then to
take that information and type it, it was sort of like a
may as well, if I'm typing it anyways, I may as well
Jjust type it into SOAP format, right? So and then or if
I do a phone call that I do tend to type, but as I type,
I kind of organize it like sort of anyways. So I think,
yeah, I found it didn’t actually really save me time and
I ended up editing everything to go back to my usual
format.” -POS5

Many clinicians expressed skepticism that the model
could handle their typical scratch notes, leading them to
write much more detailed input than usual. In many cases,
rather than submitting authentic scratch notes, clinicians
preemptively wrote content that resembled finalized SOAP
notes and used those as inputs. Ironically, this strategy trans-
formed the LLM into a formatting assistant rather than a
generative tool and often eliminating any time savings. This
shift was especially apparent when participants were test-
ing the bespoke model trained on historical documentation
pairs, where clinicians feared minimal input might lead to
hallucinations or clinical inaccuracies:



“Sometimes I put it into like SOAP format a little bit...
but sometimes it was kind of in sections but it just
didn’t have the headings, which probably confused it.
But yeah, I think I varied—like sometimes I would sort
of do it as a SOAP, put it in and say like, see what
it gives me. But then things ended up getting kind of
shifted around and so I would kind of revert back to
what I did before.” —P05

This lack of trust reflects a deeper misalignment between
clinician expectations and system capabilities. Many partic-
ipants expressed discomfort with the idea that an AI sys-
tem could or should contribute substantively to clinical doc-
umentation. This was rooted in concerns about professional
responsibility, legal risk, and patient trust:

“No, I mean like parents come to come to us because
they like you're the expert, you know what we’re do-
ing? And I don’t know how they would feel if I said
"Yeah, some computer model generated these recom-
mendations’.” -P0O1

The Al systems also struggled when inputs deviated from
what they had been trained or tuned to expect. Several clin-
icians reported that models miscategorized content or omit-
ted key information:

“Like it just kind of would put stuff in areas in the
headings that it didn’t belong. So then I would have
to go through and edit it and then it would put nothing
in my subjective even though a lot of my notes are like
heavily subjective because it’s like updates from fam-
ily and then it would put it all in like the plan which
isn’t where it’s supposed to go.” -P02

“I found that it just caused a lot of errors in writing.
So, like sometimes if you said like the child was anx-
ious, it would change it to the child has anxiety and
like that’s a big known like I can’t say that.” -P03

“I found it mixed things up a lot like it was only sub-

Jective report and then it was saying that I observed
certain things or sometimes they’re just random in-
formation in there that was not I'm like relevant or I
found sometimes you know, like I put OT recommen-
dations and listed things I recommend and those were
like, gone with both models.” -P04

Beyond the technical issues, participants raised concerns
about the burden of adopting new tools in already demand-
ing clinical environments. Several clinicians noted that they
simply lacked the time or cognitive bandwidth to meaning-
fully engage with the pilot while maintaining their usual re-
sponsibilities. Despite these challenges, some clinicians re-
mained open to the idea of Al as a thought partner—not just
a documentation assistant.

As one clinician speculated:

“And I was like, this is really interesting. I remember
saying to him at that time, like in some ways, like I
think it could skew your information, but I also feel
like—I wonder if we could learn from it. In that, like,
when they 're doing an analysis and stuff like that, is it
going to think of things that I wouldn’t have thought
of?” —NO2
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This comment illustrates a subtle but important shift: a
move from viewing Al as a documentation tool toward view-
ing it as a potential clinical collaborator.

Discussion

Our findings show that clinician responses and experiences
with Al-assisted documentation cannot be fully explained by
the technical capacity of the systems alone. Instead, these re-
sponses are shaped by a web of social, organizational, and
technical factors, as well as the fit between them. To inter-
pret our results, we draw on the FITT framework (Ammen-
werth, Iller, and Mahler 2006), which conceptualizes tech-
nology adoption as a function of the alignment—or mis-
alignment—between individual users, the tasks they per-
form, and the technology they are asked to adopt. This
framework positions sociotechnical fit as a continuum, high-
lighting the interactions between each of the three objects.

We organize this discussion using the FITT framework,
with one section each for Individuals and Organizational
Context, Task Complexity and Variation, and Technology
Design and Assumptions. We conclude with an analysis of
how misalignments across these elements produced integra-
tion challenges and what this implies for the deployment of
LLMs in healthcare.

Individuals and Organizational Context
(Individual Dimension)

From a social lens, it is essential to recognize that users
of clinical documentation systems operate within diverse
personal and professional contexts. Each clinician brings a
unique combination of preferences, constraints, and experi-
ences to their workflow. These differences may stem from
variations in clinical training environments, years of pro-
fessional experience, personal stressors, and the specific de-
mands of their practice settings.

Our analysis underscored the heterogeneity in documen-
tation workflows among clinicians. Importantly, we found
no single optimal approach to completing documentation
tasks. Instead, workflows were highly individualized and of-
ten adapted over time. As such, it is counterproductive to
mandate a uniform approach to intermediary tools—such as
scratch notes—used during documentation. Rather, system
design should remain flexible and responsive, enabling clin-
icians to articulate and shape the ways in which Al systems
can support their practices.

Almost all clinicians we spoke to emphasized their legal
obligation to maintain good record keeping through docu-
mentation; however, this meant different things to different
individuals. Furthermore, different clinicians have different
comfort levels giving up control of their college mandated
documentation. Some clinicians felt that their clinical iden-
tity was reflected in their documentation and for others this
was not the case.

Clinicians’ approaches to documentation are shaped in
part by the training they received throughout their careers,
which varies considerably across individuals. Some clini-
cians were explicitly trained to use intermediary tools such
as scratch notes to support documentation whereas others



were not, and instead only do what is necessary to create the
final documentation. Within our case study, internal mentor-
ship also played a role in shaping documentation practices.
Senior clinicians often pass down tools, strategies, and tem-
plates to newer staff, contributing to informal but influential
norms around documentation.

Organizational policies were also highlighted as a major
barrier to successful participation and uptake of the pro-
posed Al systems. Two features were prominently high-
lighted here: (1) the number of documentation artefacts that
is required and (2) the recent transition to the new elec-
tronic health record platform. Both factors contribute to a
broader perception among clinicians that current documen-
tation practices are inefficient and burdensome. Participants
expressed that these challenges could be improved through
review of organization policy that minimizes the number of
tasks required and reanalysis of workflows for documenta-
tion in the prescribed platform. These concerns were partic-
ularly pronounced among clinicians in School-Based Pro-
grams, where the requirement to generate multiple docu-
mentation artefacts was commonly cited.

Additional barriers were highlighted for the School-Based
program. In our interviews clinicians emphasized the ex-
tremely dynamic and unpredictable environment in which
they deliver therapy. They suggested that this makes it dif-
ficult to complete documentation at regular or scheduled in-
tervals. Many clinicians reported that they had insufficient
time to complete documentation due to constraints imposed
by the daily variability of their settings—for instance, navi-
gating the expectations of different schools, teachers, or in-
stitutional routines.

Task Complexity and Variation (Task Dimension)

Although documentation is often described as a routine or
low-risk area for incorporating Al, our findings show that
it is far from standardized in practice. The nature of clini-
cal documentation varies significantly depending on the set-
ting, program, clinician role, and even client type. Within
the FITT framework, such variation reflects the complexity
of the task itself.

In this study, the task of transforming scratch notes into
SOAP notes was assumed to be consistent across contexts.
However, this assumption did not hold. In the Early Years
program, clinicians had access to tools and time to create
more structured scratch notes during sessions. In contrast,
clinicians in School-Based programs often delivered care in
unpredictable classroom environments and rarely produced
structured notes until much later, if at all.

Scratch notes were also not uniformly understood across
the organization. Some clinicians used shorthand memory
aids, while others relied on mental recall. There was no
shared standard for what constitutes a high quality scratch
note or how it should be used. This heterogeneity in inter-
mediary artifacts directly impaired the perceived relevance
and usefulness of LLM-based tools.
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Technology Design and Embedded Assumptions
(Technology Dimension)

The third FITT component—technology—considers how
well a system’s capabilities and constraints align with user
expectations and task requirements (Ammenwerth, Iller, and
Mahler 2006). In this case, many of the technical challenges
presented by participants arose from pilot design assump-
tions that did not align with their actual workflows. This is a
commonly documented phenomenon in Al systems known
as the translation gap, where systems that perform well in
highly controlled, benchtop settings fail to deliver similar re-
sults with real users upon deployment. When developing an
Al system, the practitioner embeds inductive biases into the
system through the modelling decisions they make. In the
case of the LLM pilot program, several assumptions may
have contributed to the relatively low clinician enthusiasm
for using the tools.

The ability of Al systems to work within a wide variety of
environments is known as the model’s capacity to general-
ize. The structure of the pilot implicitly assumed that input
and output formats were sufficiently consistent across the
organization and among clinicians. However, our analysis
highlighted significant heterogeneity in both documentation
practices and clinical roles at the partner organization, sug-
gesting that a single Al system is unlikely to support doc-
umentation workflows organization-wide. In particular, the
program in which a clinician works has a significant impact
on both the input (i.e., scratch note) and the required output
documentation (e.g., SOAP note, visit note). This variation
makes it difficult to design a model that performs well across
all scenarios—especially in the absence of additional con-
text indicating that scratch notes may be sparse or formatted
differently than the examples used during training.

One of the most significant inductive biases embedded
during Al system training is the selection of specific training
data. In the case of the bespoke LLM fine-tuned on historical
scratch—SOAP pairs, an implicit assumption about what con-
stitutes a “good” scratch input and a corresponding SOAP
output was reinforced. Our analysis suggests that this may
have posed challenges for clinicians, as there are no explicit
organizational standards for what a scratch note should in-
clude—or whether such notes should be created at all. Addi-
tionally, clinicians held varying perspectives on what makes
a high-quality SOAP note. When either of these expectations
diverged from the examples provided during fine-tuning, the
model often failed to perform as intended.

For the general-purpose model, Copilot, it is important to
recognize that these systems were not trained with clinical
documentation in mind. They were developed using general-
purpose internet text, which means that while fewer induc-
tive biases were embedded, the models also offered less
guidance on what was or was not appropriate. The only con-
text available to the model came through direct prompting.

Both models operated under the assumption that clini-
cians would provide an intermediary document in the form
of a scratch note containing meaningful information to sup-
port LLM-generated documentation. However, when this as-
sumption did not hold, many clinicians introduced an addi-



tional step of reformatting or rewriting their scratch notes to
better align with what they believed the model required. In
some cases, this involved providing excessive detail and ef-
fectively completing the SOAP generation process manually
before even inputting the note into the model.

Misalignment and Integration Failures

The full picture of adoption became more clear when we
considered how these three dimensions interact, not how
any single one behaves in isolation. The FITT framework
emphasizes that integration depends on the degree of fit
between individuals, tasks, and technology (Ammenwerth,
Iller, and Mahler 2006). In our study, misalignment at multi-
ple intersections led to breakdowns in adoption and integra-
tion.

First, there was poor Technology—Task fit: the tools as-
sumed structured scratch notes, but clinicians’ inputs were
often sparse, informal, or nonexistent. Second, there was
weak Technology—Individual fit: some clinicians felt the tool
undermined their control over professional documentation,
or demanded extra work without sufficient benefit. Finally,
there were strains in Individual-Task fit, as clinicians had
varied ideas about what good documentation meant and how
much effort it warranted.

These misalignments created friction that revealed a lack
of true workflow integration. Clinicians adapted by refor-
matting notes or supplying overly detailed inputs, often in
an effort to improve system performance. This overcompen-
sation reflected a trust calibration issue: clinicians overesti-
mated the AI’s capabilities and adjusted their behavior ac-
cordingly, but the system wasn’t designed to handle such in-
puts. As a result, rather than reducing effort, the tools often
introduced additional work and complexity.

A critical sociotechnical issue was the value misalignment
between what clinicians wanted from Al assistance and what
the tools provided. Clinicians varied in their comfort levels
with Al supported documentation. This disconnect shows
how the technology addressed aspects of documentation that
clinicians valued as part of their professional identity rather
than automating the truly burdensome administrative tasks.

The concept of change fatigue was also apparent in our
analysis, as the Al implementation occurred shortly after
the transition to the the new electronic health record plat-
form. This timing created additional resistance, with clin-
icians feeling overwhelmed by consecutive technological
changes without sufficient adaptation time. This illustrates
how organizational context significantly influences technol-
ogy adoption regardless of the tool’s technical capabilities.

We observed a mismatch in adaptation between users and
the technology. Clinicians, in an effort to support system
performance, often introduced an additional step of creat-
ing more structured or “refined” scratch notes specifically
for the Al tools. While this demonstrated clinicians’ will-
ingness to adapt, the Al systems were not designed to handle
the diversity of these modified formats.

Conclusion

This study set out to examine whether LLMs could as-
sist clinicians in one of the most routine and structured
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documentation tasks in healthcare: generating SOAP notes.
Despite the narrow scope and low-risk nature of this pi-
lot, our findings uncovered persistent sociotechnical barriers
that complicate the integration of generative Al into clinical
workflows.

Drawing on qualitative analysis and the FITT framework
(Ammenwerth, Iller, and Mahler 2006), we observed that
successful adoption hinged not solely on technical perfor-
mance, but on the complex interplay between individuals,
tasks, and technology. Clinicians varied in their professional
training, clinical contexts, and expectations of what docu-
mentation should achieve. The task itself, often framed as
standard, was in practice deeply contextual, shaped by orga-
nizational demands, time pressures, and personal documen-
tation habits. In contrast, the LLM tools operated on ide-
alized assumptions about user behavior, note structure, and
workflow uniformity—assumptions that failed to hold in the
real-world environment.

What emerged was a portrait of clinical documenta-
tion as a sociotechnical task. The heterogeneity of clinical
workflows, varying documentation requirements across pro-
grams, and distinct individual preferences all contributed to
an environment where a one-size-fits-all Al solution is un-
able to succeed. This analysis highlights the challenges clin-
icians face extend beyond the documentation process itself
to include organizational policies, workflow inefficiencies,
and technology integration issues that cannot be solved by
Al tools in isolation. Al tools that fail to account for this
complexity risk not only low adoption but also erosion of
professional trust.

To move forward, we argue for a more holistic strategy
to deploying and developing LLMs for clinical workflows
and documentation. These deployment strategies must bal-
ance technological innovation with flexibility, clinician au-
tonomy, and organizational readiness. This includes build-
ing adaptable tools that can respond to diverse workflows,
investing in clinician-facing Al literacy, and fostering ongo-
ing collaboration among clinicians, developers, and admin-
istrators.

We present the case of pediatric occupational therapy doc-
umentation not as an isolated incident, but as an early warn-
ing. If we are still struggling to integrate LLMs into some-
thing as well-scoped and “simple” as note-generation, we
must question its readiness for more complex and higher-
risk applications. This study highlights that successful inte-
gration depends not just on what current models are able to
do, but on how well it aligns with the realities of clinical
work. Responsible deployment in healthcare needs to start
with a better understanding of the people, practices, and sys-
tems these tools are meant to support.
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