
                                            
 
  ___________________________________________________________________________________ 
 
 

The Clinical Benefits of Collaborative Documentation  
And Other Important Considerations 

 
Bill Schmelter PhD 

MTM Services and the National Council 

 
Collaborative Documentation is a clinical strategy in which the clinician reviews the session with the 
client as they document this in the record (e.g. goals and objectives addressed, interventions provided, 
progress in meeting goals and objectives, clients response to the sessions today, and the 
plan/recommendations for things the client and if applicable the clinician will do prior to the next 
session). It replaces the clinical “wrap-up”, using a written medium to reinforce the above important 
aspects of the session/interaction. Collaborative Documentation does not extend the duration of 
treatment/interaction sessions!  
 
The client must be engaged in the documentation process by, at minimum, having the ability to view 
what is being written as well as the opportunity to express their perspectives and disagreements if 
applicable.    
 
 Collaborative Documentation is not Concurrent Documentation. It is not documenting throughout a 
therapeutic interaction just to get the note completed efficiently.  
 
 

Collaborative Documentation provides a number of important Clinical Benefits: 
 

1. Improved Care Coordination and Risk Management (Real Time Documentation Access by 
Other Clinical Team Members): The implementation of Electronic Health Records (EHRs) allows 
members of the treatment team (Therapists, Case Managers, Psychiatrists, etc.) to have easy 
access to documentation of previous encounters with other team members. However, this can 
only happen if the documentation is present in the chart. Documentation timeliness standards 
of 24, 48, or 72 hours (with typically 20-30% of documentation not meeting any of those 
standards) are no longer acceptable. If a prescriber sees a client today who was seen the 
previous day by a case manager or therapist, the prescriber should have access to the 
description of that encounter. This is good care coordination and also manages the potential 
risks associated with lack of such communication. Collaborative Documentation makes 
documentation timeliness standards a moot issue.  

 
2. Clinical Engagement: There is published evidence that Collaborative Documentation 

significantly reduces no-shows and cancellations and significantly improves medication 
adherence (Appendix 1- abstract of article published in the January 2013 Issue of Psychiatric 
Services). We also have significant evidence that clients feel more involved in treatment as a 



result of Collaborative Documentation (Appendix 2 - survey results from over 17,000 clients and 
families). Further support for improved engagement is reflected in the attached (appendix 3) 
abstract of the Robert Woods Johnson Foundation – “Open Notes Project published in the 
October issue of the Annuals of Internal Medicine.  
 
In addition, most clients have just a theoretical knowledge that there is a record of their 
interactions with us. However, when they actually see and can participate in the record of their 
treatment they become much more likely to clarify information, and express disagreements 
with recommendations and or perceptions.  
 

3. Improved Focus on Treatment Plan and Outcomes:   Most clients do not know their specific 
treatment plan Goals and Objectives. This is because during sessions clinicians do not regularly 
discuss these with clients and generally do not review progress in relation to specific goals and 
objectives. When they document the sessions after the client leaves they are they required to 
relate the intervention to current goals and objectives even though this was not specifically 
discussed during the session. Collaborative documentation forces the reference to the goals and 
objectives being addressed and encourages stating progress in relation to those goals and 
objectives, resulting in improved recall.  
 

4. Improved Clinical Accountability (Clients and Clinicians): Since documentation will be 
completed at the end of sessions clinicians are held accountable to actually provide focused 
interventions, review progress against goals and objectives, and make recommendations, as 
opposed to sometimes having a less focused conversations and then later crafting a note to 
meet regulations and standards. Many clinicians have reported that treatment is progressing a 
lot more quickly due to Collaborative Documentation. Also since treatment recommendations 
recorded in the “plan” section of progress notes becomes a written agreement to apply those 
recommendations, clients are more likely to question the benefits of a recommendation or 
suggest alternative recommendations when they know they are being documented. This 
inherently engages the client as participant in treatment 
 

5. Increases Clinical Capacity: While the time savings resulting from implementing Collaborative 
Documentation may viewed as reflecting that it is “just an efficiency tool to increase 
productivity”,  this really translates to  increased Clinical Capacity. This capacity is needed to 
better treat all clients by supporting rapid access to service, the ability to address crises in a 
timelier manner, and the ability to accommodate the reduction in no shows and cancellations 
that result from these clinical improvements. Clinical capacity should not be wasted by spending 
hours sitting offices completing documentation.  
 

 

Other Important Benefits and Considerations:  
 

1. Improved Compliance:  
a. Treatment Plans improve! As staff need to focus with the client on Goals and Objectives 

during Collaborative Documentation (see item 3 above) they come to realize that they 
need more useful Goals and Objectives. These need to actually make sense to the client 
and be measurable or observable outcomes that help clients and clinicians know if their 
work together is helping.  



b. Documentation of interventions improves! Since clinicians write their interventions 
with the client they will be stated in terms of what was discussed, observations made, 
etc.  Intervention statements such as, “Helped client process their feelings” or 
“Employed empathic listening” which do not add value to the record will disappear. 
More importantly failure to indicate any intervention at all but just reporting things the 
client said (an all too common occurrence and major threat to compliance) is much less 
likely to occur.  

c.  Accuracy improves! Progress notes written after 24 or 48 hours become “Impressionist 
“Paintings” of the session, beyond that – well – we’re in Picasso’s Cubism territory. 
Completing documentation at the time of service insures accuracy, and clients have the 
ability to clarify or disagree with what they perceive as incorrect interpretations of 
things they said. Clients also often ask for information that they found important during 
the session to be added.  

 
2. Is Informed Consent to Share/Release Clinical Information Really Informed?  

We have clients sign informed consent to release clinical information agreements as a 
condition to participate in treatment. However, clients do not generally understand the 
nature or content of what is being shared. When clients request to review their charts 
they are often upset at the conclusions, observations, and hypotheses that are recorded 
in “their” chart.  This is becoming an even more important issue as primary care 
physicians are increasingly being integrated into treatment teams. Recently a client was 
quite upset with their therapist when their primary care physician discussed the client’s 
substance use - which the client had not reported to them but only to the therapist. In a 
collaborative documentation model the therapist would explain that the information 
regarding substance use must be in the record because it is important information to 
help their physician and other team members treat them safely.  
 
The most ethical way to handle informed consent is to allow clients to know what is 
being recorded and to have the opportunity to include their perspective and/or 
disagreements.  
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Results of Client and Family Response Surveys  
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