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In their brief report, “Only One Quarter of Family
Physicians Are Very Satisfied with their Electronic Health
Records Platform,” Hendrix et al report on findings
from the American Board of Family Medicine’s
(ABFM) annual recertification survey about elec-
tronic health record (EHR) satisfaction.1 Between
2022 and 2023, 9932 family physicians who practiced
direct patient care completed the survey. Survey
completion is required as part of board certification,
so there is a 100% response rate. The physicians
were representative of family physicians nationally
and reported using 1 of the 8 most popular EHRs.
The authors found that only 26.2% of physicians
were “very satisfied” with their EHR, with the “best”
EHR only achieving a 35.0% “very satisfied” rate.
More than a third of clinicians were “somewhat dis-
satisfied” or “very dissatisfied” with their EHR.

If EHR satisfaction were a health outcome, these
findings would be completely and totally unaccept-
able. Imagine if only a quarter of a clinician’s
patients were very satisfied with the care they
received and more than a third were dissatisfied.
The clinician would be fired, go out of business,
and maybe lose their license. In my health system,
to be eligible for productivity bonuses, clinicians

must have at least 85% of patients say that they
would recommend the clinician to friends and fam-
ily. Most practices in our Virginia Ambulatory
Care Outcomes Research Network (524 prac-
tices belonging to every health system, distrib-
uted throughout the state, and representing all
structures of primary care) have similar quality
benchmarks.2 And yet, even after decades of
spending billions of dollars from federal incen-
tives to promote the uptake of EHRs and create
meaningful use,3 state investment to create inter-
operable information exchanges, and practice
and health system license fees for EHR use, we
still have a system whose primary users—physi-
cians—do not like it.

Recent reports from the National Academies of
Sciences, Engineering, and Medicine (NASEM),
Implementing High Quality Primary Care and
Achieving Whole Health for Veterans and the Nation,
have identified EHRs as an essential tool necessary
for the health care system to carry out its basic
functions, saying that “without high-functioning
digital technologies, many of the aspirations of this
report are not possible.”4,5 NASEM called for
EHRs to align their functionality with the functions
of primary care—to support relationships; to enable
access and continuous contact over time; to foster col-
lection and understanding each patient’s story; and to
have a person focus rather than a disease focus.6

By being essential infrastructure for day-to-day
tasks, EHRs have assumed a central role in clini-
cians’ daily lives. It is estimated that on average,
clinicians spend 6hours per day documenting care
in the EHR, much of this occurs during a clinician’s
personal time.7,8 Over a 30-year career, working
200 days per year, this represents 36,000hours or
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4 years of a clinician’s life spent using an EHR. It is
not surprising that technology remains the leading
cause of clinician burnout.9 Conceptually, the job
demands that contribute to clinician burnout relate
to workload, time pressures, and work inefficien-
cies. EHRs have the potential to either contribute
to or reduce clinician burnout. Both the design and
the implementation will determine whether an
EHR adds to or reduces workload.

I have always been an early adopter of technol-
ogy. I am grateful that I no longer need to hand-
write prescriptions for my patients and can access
external information more easily, see automated
alerts for overdue care, create registries for proac-
tive population health, and share results and send
simple messages to my patients. Yet these same
advances come with unintended consequences and
downsides. To use EHR functions requires learning
the EHR’s secrete language—which button to click
and which pathway to follow. My EHR’s and health
system’s solution is to provide training videos in the
EHR that always pop up when I am trying to care
for my patient, or a training session tacked on at
the end of the day, or creating super user clinicians
who can answer questions. While reasonable solu-
tions, an intuitive user-centered design would make
these workarounds unnecessary. This is exemplified
by smartphones that require no training to fully use
their functionality. In addition, patients increas-
ingly expect instant access to their clinician
through the portal. As much as I would like to
provide this access, my practice does not have the
resources to support this level of care, and my
patients do not realize that their increased access
means I am responding to them late at night
rather than being with my family or caring for
myself. Even billing compliance and insurance
prior authorization entities, who are probably
best served by EHRs, require more extensive and
meaningless documentation to justify payment
and authorization of care.

Artificial intelligence (AI) has been touted to
make EHRs more functional by writing clinician’s
notes, automating identification of patient needs,
helping make complex diagnoses, determining the
best hierarchical condition categories (HCC) code
to get high complexity care payments, and more. I
see promise in AI, but these same promises were
made about adopting EHRs in the 2000s. Ultimately
whether AI reduces or adds to clinician burnout will
depend on both its design and implementation. A

critical caveat is that AI will only be as good as the
data and EHR system it is built on. With inadequate
and inaccurate data, clinicians may spend more time
verifying that AI recommendations and notes are
correct. AI may not fully account for patient prefer-
ences and values, undermining the trusted relation-
ship between clinicians and patients, and driving
more biomedical approaches to care rather than fo-
cusing on what matters most to people. AI may also
interfere with workflow, making it hard to complete
tasks or pay attention to patients during visits.

The NASEM committee on Implementing High
Quality Primary care made 2 recommendations: (1)
develop the next phase of digital health certification
standards that support relationship-based, continu-
ous, person-centered care; simplify user experience;
ensure equitable access; and hold vendors accounta-
ble; and (2) adopt a comprehensive aggregate
patient data system usable by any certified digital
health tool.4 Neither has happened. The committee
also called for creating a scorecard to measure
national progress on all domains of their recom-
mendations (payment, access, workforce, and digital
health).4 The scorecard was to be built on existing
data and measures that were collected nationally. Of
concern, the committee could not identify any data
for a scorecard measure about digital health.

Hendrix et al. have identified what should be our
first national measure of digital health success – clini-
cian satisfaction with EHRs.1 If the EHR is founda-
tional infrastructure to deliver care then clinician
satisfaction with the EHR should be the outcome
that matters. EHR success should be the same as we
expect for care delivery—85% of clinicians should be
very satisfied with their EHR. All specialty boards
should ask the same question as part of licensure
requirements to create a broad and inclusive longitu-
dinal assessment and there should be consequen-
ces for EHRs that do not achieve benchmark
goals. Future measures could capture a similar
patient reported experience outcome.

A new roadmap to measure quality of EHRs is
needed and clinician satisfaction is the perfect out-
come to start measuring overall quality.

To see this article online, please go to: http://jabfm.org/content/
37/1/796.full.
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