Black Book

DOCUMENTATION AND Al
READINESS GAP

Nurse Managers Say Al Must Fix Bedside Charting Burden, Not Add Another
Layer of Review Risk

WHITE PAPER | MAY 2026

A Black Book Research Nurses Week 2026 special report
Vendor-agnostic analysis for nurse executives, health system leaders, EHR vendors, Al documentation
companies, quality leaders, and policy stakeholders

BOTTOM LINE

Al documentation will not succeed in nursing because executives buy it or vendors demo it well. It will succeed only if nurse managers and bedside RNs
can prove that it reduces redundant charting, preserves RN control, lowers documentation risk, and fits the actual work of the unit.

AT A GLANCE

This white paper examines the nurse documentation and Al readiness
gap through a survey of 118 registered nurse managers. It translates
nurse-manager reported RN workflow concerns into a decision
framework for Al documentation strategy, EHR optimization, vendor
selection, legal accountability, and bedside governance.

Black Book Research takes a vendor-agnostic position. Al
documentation can create meaningful nursing value only when it

reduces redundant charting, preserves RN control, and fits the
nonlinear, multi-patient work of the unit.
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Selected indicators shaping the response

118 86% 82% 79%

REGISTERED NURSE DIRECT-CARE TIME REDUCED DUPLICATE CHARTING BEDSIDE RN GOVERNANCE GAP
MANAGERS COMPLAINTS
Surveyed Dec. 2025-Apr. 2026 Documentation displaces bedside Repeated fields remain dominant RNs not sufficiently included

work

/1% 68% 7% 4%

CONDITIONAL Al READINESS LIABILITY CONCERN LOW-RISK Al STARTING POINT PHYSICIAN Al MISMATCH

Nurse control is required Risk may shift to nurses Begin with high-friction tasks Nursing needs redesigned tools

BOARDROOM REALITY

The central Al documentation risk is not whether nurses will use Al. It is whether the tool removes nursing burden without adding verification,
liability, or workflow risk.

Executive summary

Black Book Research surveyed 118 registered nurse managers between December 2025 and April 2026 to assess how documentation
burden, EHR workflow design, and emerging Al documentation tools are affecting registered nursing practice.

The findings reveal a widening operational gap between the promise of Al documentation tools and the realities of bedside nursing
workflow. Nurse managers report strong staff RN interest in documentation relief, but warn that Al products may fail if they are designed
primarily around physician-note automation, billing capture, or executive demonstrations rather than the nonlinear, multi-patient,
interruption-heavy work of registered nurses.

The central finding is not that nurses reject Al. Nurse managers report that staff RNs are wary of technology that creates another layer of
review, adds legal exposure, silently pre-populates the record, or forces nurses to validate machine-generated content without removing
redundant charting.

Five conclusions for hospital leaders

Documentation burden is a direct-care displacement issue, not a simple usability complaint.

Duplicate charting remains the clearest target for immediate Al-enabled relief.

Nursing documentation must be redesigned around nonlinear, multi-patient work, not physician encounter notes.

Al trust depends on RN control, visible content, editability, audit trails, and source transparency.

Bedside RN governance must occur before procurement, configuration, pilot design, and rollout decisions are finalized.
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o1 Key findings: Al readiness depends on nursing
workflow proof

The findings show that nurse managers are not rejecting Al documentation. They are warning that adoption will fail unless Al tools
reduce duplicated work, preserve RN control, and fit the way nurses actually deliver care across an entire shift.

Finding Result Count Black Book interpretation
Documentation burden is reducing direct-care time 86% 101 of 118 Care displacement is the core problem, not simply clerical overhead.
Recurring staff RN complaints about duplicate charting 82% 97 of 118 Repeated fields, flowsheets, quality screens, and care-plan updates remain

dominant EHR frustrations.

EHR documentation does not match the sequence of nursing 76% 90 of 118 Nursing work remains interrupt-driven, multi-patient, and nonlinear while EHR
work workflows remain rigid.
Staff RNs are open to Al documentation help if nurses control 71% 84 of 118 The issue is control, transparency, auditability, and liability - not anti-Al sentiment.

final validation

Al could shift documentation liability to nurses without reducing 68% 80 of 118 Adoption risk is legal, licensure, audit, and operational - not merely technical.
workload

Bedside RNs are not sufficiently included in Al documentation 79% 93 of 118 The governance gap is the sharpest adoption risk.

decisions

Physician-style ambient documentation will not solve nursing 74% 87 of 118 Nursing documentation is shift-based, structured, longitudinal, and task-linked.

burden by itself

Al should begin with low-risk, high-friction documentation tasks 7% 91 of 118 RNs want Al to remove redundant work before touching high-liability clinical
judgment fields.

CENTRAL CONCLUSION

Al documentation will not succeed in nursing because executives buy it or vendors demo it well. It will succeed only if nurse managers and bedside RNs
can prove that it reduces redundant charting, preserves RN control, lowers documentation risk, and fits the actual work of the unit.
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02 Survey methodology and respondent profile

Black Book Research surveyed 118 registered nurse managers between December 2025 and April 2026 to assess how documentation
burden, EHR workflow design, and emerging Al documentation tools are affecting nursing practice. Respondents were licensed
registered nurses serving in nurse manager, assistant nurse manager, unit manager, clinical operations manager, charge nurse with
management responsibility, nursing informatics, quality, care coordination, case management, or comparable nursing
middle-management roles across hospital, health system, ambulatory, post-acute, and specialty care settings.

Findings should be interpreted as nurse-manager-reported RN practice feedback, not as a general-population survey of all registered
nurses. Nurse managers provide a concentrated view of repeated RN complaints, workflow failures, training issues, documentation
quality concerns, and rollout barriers visible across units and care settings.

Role profile

Profile category Respondents Share
Nurse manager / unit manager 61 52%
Assistant nurse manager / clinical operations manager 24 20%
Charge nurse with management responsibility 15 13%
Nursing informatics / documentation optimization manager 10 8%
Quality, care coordination, or case management nurse manager 8 7%
Total 118 100%

Organization type

Organization type Respondents Share
Community hospital 40 34%
Large integrated health system 34 29%
Academic medical center 18 15%
Rural or critical access hospital 11 9%
Post-acute, rehab, or specialty hospital 8 7%
Ambulatory, outpatient, or multi-site care network 7 6%
Total 118 100%

RN management span

Number of RNs supervised or supported Respondents Share
Fewer than 20 RNs 20 17%
20-49 RNs 43 36%
50-99 RNs 34 29%
100+ RNs 21 18%
Total 118 100%
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03 Thenurse documentation burden is a direct-care
displacement problem

Finding 1

86% of nurse managers report that documentation requirements regularly reduce staff RN time available for bedside care, patient education, family
communication, discharge preparation, or coaching newer nurses.

Analysis

Nurse managers increasingly describe documentation burden as a staffing and patient-care problem, not merely an EHR usability
concern. The burden is not limited to after-shift charting or screen fatigue. Respondents report that documentation requirements compete
directly with patient rounding, family updates, discharge readiness, mobility support, medication education, and clinical coaching.

This finding is important because nurse managers see both sides of the burden: the immediate pressure on staff RNs and the
downstream consequences for unit throughput, quality audits, patient experience, and staff retention.

Representative nurse-manager feedback themes

I Staff nurses are not asking to document less care. They are asking to stop documenting the same care in multiple places while patients and
families are waiting.

The chart often receives the uninterrupted attention that the patient should be receiving.
I Documentation burden becomes most visible during short staffing, admissions, transfers, discharges, and high-acuity census surges.

BLACK BOOK INTERPRETATION

Documentation burden should be measured as care displacement, not merely as a technology satisfaction issue. A tool that makes documentation
faster but does not reduce redundant documentation, review steps, or interruption burden may not improve nursing workflow in practice.
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o4 Duplicate charting and the accumulated EHR
burden

Finding 2

82% of nurse managers report recurring staff RN complaints about duplicate or overlapping documentation.

Duplicate charting remains the clearest and most actionable EHR failure point. Nurse managers report that years of added requirements
from quality, compliance, reimbursement, risk management, patient safety, population health, discharge planning, and department-specific
workflows have created documentation layers that nurses must reconcile during active patient care.

The problem is cumulative. A single required field may appear reasonable in isolation, but the total charting experience becomes
fragmented and repetitive when multiple departments add fields without removing older requirements.

Common sources of duplicate documentation

Duplicate documentation source Why RNs object

Repeated flowsheet fields The same clinical information is entered in multiple places.

Quiality and regulatory screens Measures accumulate, but old documentation requirements rarely disappear.

Care-plan documentation Often disconnected from actual shift priorities and interventions.

Education documentation Required even when teaching is informal, repeated, interrupted, or already captured elsewhere.

Discharge readiness fields Duplicated across nursing, case management, therapy, and provider workflows.

Risk screens Fall, skin, mobility, pain, nutrition, suicide risk, and social drivers can become separate documentation silos.

BLACK BOOK INTERPRETATION

Al documentation should not be evaluated only by speed of text generation. The higher-value opportunity is documentation burden removal: eliminating
duplicate fields, reconciling overlapping requirements, and enabling validated reuse of nurse-entered data across workflows.
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os  Why nursing workflow does not match traditional
EHR design

Finding 3

76% of nurse managers say EHR documentation workflows do not match the real sequence of nursing work on the unit.

Nursing work is nonlinear. Staff RNs assess, medicate, educate, escalate, document, coordinate, discharge, answer call lights, respond to
alarms, communicate with physicians, update families, assist other clinicians, and manage exceptions across multiple patients. This work
is frequently interrupted and reprioritized.

Traditional EHR documentation often assumes a cleaner sequence: assessment, intervention, note, task completion, care plan, and
discharge documentation. Nurse managers report that this mismatch creates workaround behavior, delayed documentation, after-shift
charting, and frustration among newer and experienced RNs alike.

Linear system Nonlinear unit

The EHR often expects a complete workflow in sequence. The unit creates interruptions, reprioritization, and unfinished loops.
Multi-patient reality Shift logic

Nursing documentation spans many patients, not one encounter. The record must capture assessments, interventions, reassessments,

handoffs, and exceptions.

BLACK BOOK INTERPRETATION

Al documentation vendors must account for the nonlinear nature of nursing. Nursing documentation is not one encounter, one conversation, or one
dictated note. It is a sequence of assessments, interventions, reassessments, escalations, education, handoffs, exceptions, and patient responses
across an entire shift.
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o6 Alreadiness: nurses are open to Al, but trust is
conditional

Finding 4

71% of nurse managers believe their staff RNs would use Al documentation support if the RN remains the final validator and Al-generated content
is visible, editable, and auditable.

Nurse managers do not describe staff RNs as categorically anti-Al. Instead, respondents report that nurses are open to Al when it clearly
reduces redundant documentation, helps summarize work already performed, drafts low-risk documentation, or assists with handoffs and
patient education.

The trust threshold is high because nursing documentation is a legal, clinical, regulatory, and operational record. Nurses want to know
what the Al generated, what source data it used, what was changed, and whether the final documentation remains under RN control.

Trust conditions identified by nurse managers

RN final validation Preserves professional judgment and accountability.

Visible Al-generated content Allows nurses to distinguish human-entered documentation from machine-generated suggestions.
Editability Enables correction, contextualization, and removal of inaccurate content.

Audit trail Supports compliance, quality review, and legal defensibility.

Source transparency Helps nurses determine whether Al relied on current, correct, and relevant clinical data.

No silent prefill Reduces risk of inaccurate documentation entering the record unnoticed.

MARKET MESSAGE

The most accurate market message is not that nurses fear Al. The more precise conclusion is that nurses require transparent, nurse-controlled Al that
reduces workload without transferring invisible risk to the RN.
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o7  Liability, licensure, and audit risk in Al-generated
documentation

Finding 5

68% of nurse managers worry that Al-generated or prefilled documentation could shift legal, licensure, audit, or patient-safety risk to nurses
without meaningfully reducing workload.

For nurses, documentation is not merely operational metadata. It is a legal record of assessment, intervention, patient response, education,
medication administration, escalation, reassessment, and handoff. Nurse managers report that staff RNs are concerned about being held
accountable for machine-generated documentation that may be incomplete, inaccurate, excessive, or entered into the wrong structured field.

The risk is especially relevant for structured nursing documentation. A wrong checkbox, incorrect timestamp, inaccurate assessment field, or
improperly prefilled reassessment may be harder to detect than an incorrect sentence in a narrative note.

Wrong words Narrative text may be incomplete, overconfident, or clinically imprecise.

Wrong fields Structured field errors can affect quality measures, claims, and audits.

Wrong timing Incorrect timestamps can create medication, reassessment, or escalation risk.

Wrong source data Al may rely on stale, incomplete, or irrelevant clinical inputs.

Wrong accountability The chart may make machine-generated content appear as nurse-entered documentation.

BLACK BOOK INTERPRETATION

Al documentation adoption in nursing must be governed as a patient-safety, licensure, and documentation-integrity issue. Providers should evaluate
error detection, auditability, nurse workload, review time, and professional accountability - not only productivity metrics.
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o8 The governance gap: bedside RNs are missing
from Al documentation decisions

Finding 6

79% of nurse managers say bedside RNs are not sufficiently included in Al documentation design, pilot testing, vendor selection, governance, or
rollout decisions.

This is one of the report's most urgent findings. Nurse managers warn that Al documentation tools risk repeating a familiar EHR
implementation pattern: executive approval, limited bedside validation, rapid deployment, and years of local workaround management.

Respondents distinguish between showing a demo to nurse executives and testing a tool with bedside RNs under real unit conditions. A
meaningful nursing Al pilot must occur during interruptions, high census, shift change, admissions, discharges, staffing gaps, and competing
patient priorities.

Minimum governance requirements identified by nurse managers

Governance requirement Purpose

Bedside RN pilot users Tests real workflow fit.

Nurse manager review Evaluates operational feasibility, training burden, and staffing impact.

Nursing informatics validation Reviews data mapping, build logic, and integration with existing documentation.
Legal and compliance review Clarifies accountability, audit trails, and documentation ownership.

Patient safety review Identifies clinical risk from incorrect or incomplete Al-generated content.
Vendor accountability metrics Ensures measurable reduction in redundant documentation and review burden.

GOVERNANCE STANDARD

Al documentation governance must move closer to the bedside. Nurse manager input is necessary, but not sufficient; staff RNs must be included
before procurement, not after configuration.
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oo Why physician ambient Al does not automatically
translate to nursing

Finding 7

74% of nurse managers say physician-style ambient documentation tools will not solve nursing documentation burden unless redesigned for
nursing-specific workflows.

The rapid growth of physician ambient documentation has created expectations that similar tools can reduce nursing documentation burden.
Nurse managers caution that this assumption is flawed. Physician documentation often centers on a visit, encounter, assessment, plan, and
treatment decision. Nursing documentation reflects a full shift of structured assessments, interventions, medications, patient education, risk
screening, reassessments, patient responses, family communication, handoffs, and exceptions across multiple patients.

Nursing documentation components requiring nursing-specific design

Nursing documentation component Why physician ambient Al may miss it

Structured assessments Often discrete fields, not narrative notes.

Medication administration High-liability, time-sensitive, barcode/eMAR-linked documentation.

Reassessments Requires timing and clinical response tracking.

Patient education Often repeated, informal, interrupted, and discharge-dependent.

Care plans Interdisciplinary, regulatory, and often disconnected from shift priorities.

Discharge readiness Depends on payer, family, transport, DME, home health, and medication access.

Handoffs Shift-based, risk-prioritized, and unit-specific.

Risk screens Falls, pressure injury, mobility, pain, nutrition, suicide risk, and social needs require structured capture.
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10 Highest-value Al documentation use cases for
nursing

Finding 8

77% of nurse managers prefer Al documentation tools begin with low-risk, high-volume documentation tasks before moving into autonomous
assessment or clinical judgment support.

Nurse managers are drawing a practical adoption roadmap for Al vendors: reduce redundancy first, summarize safely second, support
judgment later, and never remove RN control from final documentation. The strongest support appears around tasks that are repetitive,
reviewable, and lower risk. Support drops sharply when Al moves toward high-liability documentation such as full assessment prefill or
medication-administration documentation.

Preferred starting points for Al documentation

Draft shift summaries / handoff notes e 69% 81 of 118
Reduce duplicate fields across flowsheets [ 66% 78 of 118
Draft patient education documentation [ 61% 72 of 118
Draft discharge instruction documentation [ 59% 70 of 118
Summarize changes in condition for nurse review [ 57% 67 of 118
Suggest care-plan updates for RN validation [ 52% 61 of 118
Prefill full assessment fields I 34% 40 of 118
Automate medication-administration documentation I 28% 330f 118

BLACK BOOK INTERPRETATION

Al documentation vendors should prioritize measurable reduction in redundant documentation and review burden before expanding into
higher-risk clinical documentation functions.
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11 Implications for EHR and Al documentation
vendors

Nursing Al is a distinct product problem. The opportunity is not only text generation; it is workflow reconstruction, duplicate field
elimination, structured data reuse, cross-module reconciliation, and nurse-controlled Al validation.

Implications for EHR vendors Implications for Al documentation vendors

Treat nursing documentation as a distinct product problem, not a Avoid direct translation of physician-scribe models. Separate nursing
derivative of physician documentation. Build Al around shift-based use cases into low-risk, moderate-risk, and high-risk categories. Start
workflows, structured fields, and cross-module reuse. Demonstrate with handoffs, education, discharge documentation, duplicate-field
reduction in duplicate fields, not only faster note creation. Include reduction, and reviewable summaries. Avoid silent prefill of high-liability
bedside RNs and nurse managers in usability testing before fields.

deployment.

Product design requirement Adoption proof requirement

Al-generated content must be visible, editable, source-linked, and Measure review time, correction rates, documentation rework,
auditable at the field level. Unit-specific configuration must not create duplicate-field reduction, and after-shift charting. Speed alone is not
new local documentation silos. enough if verification burden expands.

VENDOR STANDARD

The winning nursing Al products will not be those that generate the most documentation. They will be those that remove the most redundant
documentation while preserving RN control and auditability.
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12 Implications for providers, payers, and nurse

executives

Provider organizations

Treat Al documentation as a nursing practice redesign initiative, not
merely a technology implementation. Require bedside RN participation
before procurement decisions are finalized. Include nurse managers in
pilot design, workload measurement, and post-go-live monitoring.

CNOs, CNIOs, and nurse executives

Set the Al documentation agenda before vendors or enterprise IT teams
define it. Establish a nursing Al documentation governance committee.
Define no-go criteria for tools that increase review burden or liability
exposure.

2026 PLANNING IMPLICATION

Payers and quality stakeholders

Reassess documentation requirements that duplicate existing structured
data. Reduce nonessential nurse-entered fields where claims, quality, or
risk data can be captured elsewhere. Avoid using Al-generated
documentation as a reason to add reporting burden.

Health system boards

Require a baseline of nursing documentation burden before approving
Al investment. Ask whether the tool reduces duplicate fields, after-shift
charting, documentation overtime, and professional risk for RNs.

Al documentation adoption in nursing will depend less on novelty and more on operational proof. Nurse executives should publish post-go-live
metrics to nursing staff and show whether Al actually reduced redundant charting, review burden, and documentation-driven overtime.
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13 Recommendations for responsible nursing Al
documentation

1. Reframe Al documentation as burden removal 2. Require bedside RN validation before procurement

Move beyond Al that writes faster toward Al that removes redundant Do not select tools solely from executive demos, physician success
documentation safely. stories, or vendor claims. Test under real unit conditions.

Begin with shift summaries, handoff preparation, patient education, Al-generated content must be visible, editable, source-linked, and
discharge documentation, and duplicate-field reduction. auditable. Nurses must retain control over final documentation.

5. Measure review burden as a core safety metric 6. Treat Al documentation as a legal and licensure issue

Track time spent reviewing, correcting, deleting, and re-documenting Define ownership, correction workflow, audit trails, and liability allocation
Al-generated content. among nurses, providers, vendors, and the organization.

7. Build nursing-specific Al, not repurposed physician scribes

Nursing documentation is shift-based, structured, multi-patient, longitudinal, and interruption-driven.

| 3. Prioritize low-risk, high-friction use cases first 4. Preserve RN control and final validation

LEADERSHIP STANDARD

Hospitals should not claim nursing Al readiness until bedside RNs can prove the tool reduces redundant documentation, preserves professional
judgment, lowers review burden, and fits the real work of the unit.
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14 Black Book Research position

Black Book Research supports a vendor-agnostic, evidence-based view of Al documentation in nursing. We do not assume that Al
documentation is automatically unsafe, nor that Al adoption automatically creates nursing value. Competitive advantage comes from
documentation-burden reduction, nurse-controlled validation, workflow fit, transparent governance, and measurable bedside proof.

Our position is clear. The most important issue in nursing Al documentation is not whether Al can generate text. It is whether Al can
remove redundant documentation without transferring hidden accountability to the RN. Where Al reduces duplicate fields, shortens
after-shift charting, improves handoff preparation, and preserves RN control, it can support nursing practice. Where it silently pre-populates
high-liability fields, adds review burden, or bypasses bedside governance, it risks repeating the worst EHR implementation patterns.

Implications for 2026 planning

Expect Al documentation pilots to face nurse adoption risk if they are designed around physician encounter notes rather than nursing shift logic.
Expect governance quality to become a differentiator: bedside RN validation before procurement will matter more than executive demos.
Expect liability and auditability to become central buying criteria for CNOs, CNIOs, compliance, and legal teams.

Expect the strongest use cases to start in handoffs, education, discharge documentation, duplicate-field reduction, and reviewable summaries.
Expect post-go-live metrics to shift from vendor productivity claims toward nurse review burden, duplicate-field reduction, and documentation

°
(]
(]
°
[ ] .

overtime.

CONCLUSION
The Al documentation market is moving quickly, but nursing adoption will be governed by an old operational rule: workflow proof beats product

promise. Registered nurses are not asking technology to document more; they are asking technology to remove redundant work, protect professional
judgment, and return time to patients.

For hospitals and vendors, the next test is not whether Al can produce a convincing nursing note. It is whether nurse managers and bedside RNs can
demonstrate that Al makes the unit safer, faster, clearer, and less documentation-heavy under real patient-care conditions.
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15 Appendix: Al documentation readiness checklist

Leadership teams can use this checklist before procurement, pilot design, configuration, and go-live. The objective is to validate burden
reduction and clinical governance before technology becomes another layer of nursing review work.

Checklist domain Decision question

Baseline burden Has the organization measured duplicate fields, after-shift charting, documentation overtime, review time, and rework before
implementation?

RN participation Are bedside RNs, charge nurses, nurse managers, nursing informatics, quality, legal, compliance, and patient safety
represented before procurement?

Workflow realism Will pilots occur during interruptions, high census, shift change, admissions, discharges, staffing gaps, and competing
priorities?

Validation control Can nurses see, edit, accept, reject, and audit Al-generated content before it enters the record?

Source transparency Does the tool show what source data it used and whether the data are current, correct, and relevant?

Risk tiering Are use cases divided into low-risk, moderate-risk, and high-risk categories?

No silent prefill Are high-liability fields protected from invisible machine entry or default acceptance?

Metrics after go-live Will leadership publish results on burden reduction, correction rates, review time, adoption, and safety signals?

DECISION TEST

The right question is not whether Al can generate documentation. It is whether Al can remove redundant documentation safely while preserving RN
judgment and accountability.
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APPENDIX:
SURVEY INSTRUMENT AND

COMPOSITE FEEDBACK THEMES

Respondent profile

Current role, RN license status, organization type, primary setting, RN span, years in
management, EHR platform, and governance participation.

Documentation burden

Frequency and sources of direct-care displacement, duplicate charting, affected
workflows, and after-shift work.

EHR workflow fit

Misalignment with nursing practice, workaround behavior, and screens that should be
eliminated, merged, or redesigned.

Al readiness

Likely accepted and resisted use cases, trust conditions, and training requirements before
deployment.

Risk and governance

Al liability concerns, bedside RN inclusion, policy ownership, vendor evaluation, and
required deployment metrics.

PUBLICATION STANDARD

Documentation burden

Stop documenting the same care in multiple places while patients and families are
waiting.

Duplicate charting

Every department gets a field; no one owns the burden of the total chart.

Workflow misalignment
The EHR wants documentation in order. Nursing work does not happen in order.

Al trust
Nurses will use Al if it drafts, summarizes, and reduces redundancy without silently filling
the chart.

Liability
If the nurse must verify every sentence and checkbox under time pressure, the workload
did not disappear.

Governance
A demo to executives is not a pilot; bedside nurses need real-unit validation before
rollout.

Physician Al versus nursing Al
Physicians need help writing the visit. Nurses need help documenting the shift.

Al documentation in nursing should be judged by burden reduction, workflow fit, legal clarity, auditability, and bedside proof - not by demo quality or text

generation alone.
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