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STO

AI Scribe
Smarter clinical documentation.

Solo project 4 weeks

Context

4:47 p.m. The patient left ninety seconds 
ago. The next one is already in the 
corridor. On the screen is an empty field 
waiting for a clinical note, and in the 
notebook are six words.

The rest of it is in the clinician’s head and 
already fading: the timeline, the thing the 
patient mentioned twice, the reason 
ibuprofen came up. It gets rebuilt now, or 
at 9 p.m. from less.


What get captured

lower back 
3 wks, no radiation 
ibuprofen prn 
?sleep

What is required

Subjective: The patient presents 
with a complaint of lower back 
pain that has been present for 
approximately three weeks. The 
pain is localized to the lower 
back, with no radiation reported 
to the legs or other areas. The 
patient reports using ibuprofen 
on an as-needed basis for pain 
relief. The available history does 
not specify the pain severity, 
exact location within the lower 
back, character of the pain (e.g., 
aching, sharp, or burning), onset 
or precipitating event, 
aggravating or relieving factors, 

Objective: No physical 
examination findings are 
available in the provided 
transcript. Vital signs, including 
blood pressure, heart rate, 
respiratory rate, temperature, 
and oxygen saturation, were not 
documented. There are no 
documented findings regarding 
gait, posture, range of motion of 
the lumbar spine, spinal or 
paraspinal tenderness, muscle 
spasm, neurological 
examination, lower-extremity 
strength, sensation, or reflexes. 
No imaging, laboratory 

An AI scribe listens to the appointment so nobody has to remember it afterwards. 
You hit record, you talk to your patient like a person, and by the time they’ve left 
there’s a transcript and a draft note sitting where the blank field used to be.


One Theracure does it on a phone, which is what’s already in the coat pocket. Record 
the consultation. Find it again three weeks later, from the home screen or from the 
patient’s file. Play back the thirty seconds you actually need, read what was said, 
then open the version already sorted into SOAP: subjective, objective, assessment, 
plan. The four headings every clinician has been writing under since medical school.



Record, find, read, structure. Four verbs, none of them difficult.
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The constraints are the boring kind. Minutes between patients. A 393 px screen. 
Recordings that breed. A note that goes into someone's medical record and stays 
there. None of it looked hard from where I was sitting. I built the obvious version in 
the first fortnight, and it was wrong. It took me three more weeks to see how, and 
the AI was fine.

Sneak peak

The real problem 

Record, transcribe, generate. Three arrows, one product. It solves the visible part of the 
problem: typing while a patient is talking. Either side of that, it does nothing.


Whose is this ? Record Transcribe Generate

Is it right ? Where did it go ? Does it count ?

Before the recording, a clinician needs to know which patient it belongs to. After it, they 
need to trust the note, correct it, find it again next Tuesday, and put it somewhere it 
counts.

“ How do we shorten the distance between a conversation and a note a 
clinician would actually sign? ”

What i asked, 
and what i didn’t

I avoided asking anyone what they 
thought about AI. Opinions about AI aren't 
much help in predicting behaviour.  I 
asked about the last note they wrote late.

The sample is constructed. Twelve 
participants built from documentation-
burden literature and clinical workflow 
accounts, each one defined by how they 
document: what goes down during the 
consultation, and what waits.

Family physician

22 consults / day

Writes three words per 
patient, finishes notes after 
clinic


Family physician

22 consults / day

Types during the 
consultation, apologises for 
it



General doctors

22 consults / day

Dictates into a voice memo 
between rooms



Family physician

22 consults / day

Keeps a paper list, 
transcribes it at 7 p.m.


Family physician

22 consults / day

Copies the last note forward 
and edits it


Specialist

22 consults / day

Long histories, re-reads old 
notes before every visit



Specialist

22 consults / day

Documents in bursts, loses 
detail on complex cases



Specialist

22 consults / day

Wants the source, not the 
summary



General doctors

22 consults / day

Narrative notes, avoids 
typing during sessions 
entirely



General doctors

22 consults / day

Writes from memory at the 
end of the day



Nurse practitioner

22 consults / day

Structured templates, rarely 
deviates



Clinical operations

22 consults / day

Chases incomplete notes 
across the practice



The interview set covered four things, and only one of them was about recording.


W hat do you write down while they’re still talking?


What do you deliberately leave out?


When does the notebook come out?
During the consultation

W hat do you have to look up again?

What do you remember without effort?


What makes a note take longer than you expected?

Straight afterwards

H ow do you find a consultation from last month?


What do you need to know before opening it?


How do you keep one patient’s history together?

Weeks later

W hat would make a generated note something you rewrite?

When would you go back to the recording?
What would you check before signing?

TRUST

Eight behaviour clusters came out of the affinity map. They collapse into one sentence: 
the documentation burden isn’t the writing. It’s the finding, recalling, checking and 
restructuring around it.


Documentation burden 

Structured documentation 

Patient context

Memory and recall

Behaviour 
clusters 

Transcript  

Retrieval 

Recording and playback 

Secondary actions 

The value arrives 

after the 

recording stops

Clinicians read in 
sections,not in 

paragraphs

Insights

Audio and text 
solve different 

recall problems

A patient is a 
better homefor a 

note than a 
filename

Retrieval breaks 
as soon as 
recordings 

accumulate

A closed grouping exercise across the same twelve participants. I ran it to find where 
agreement was thin.


Recording holds 
details, transcript 

and SOAP 

Profile sits apart 
from patients 

Recordings live 
under a patient 

12/12
 12/12
 11/12


Transcript and SOAP 
are one object, not 

two

Search belongs on 
Home 

Share, download 
and delete group 

together 

9/12
 8/12
 7/12


User personas

Two behaviour models came out of the synthesis. They’re built from documentation 
habits rather than demographics, and neither one is a person I met.


Maya
Family physician, 6 years, urban outpatient


22
 3 0
consultations a day

 words of shorthand each


 notes finished in the room


“I’m not writing during the appointment. I’m writing at seven o’clock, and by then 
half of it is gone.”


How she documents


Shorthand during, everything else after clinic. The backlog is same-day and it is always the 
same size.

Where it breaks


She has four minutes between patients. If finding today’s recording takes longer than starting 
the note from memory, she starts from memory.

What she drove


Recent recordings on Home, and a SOAP note that opens already structured. Retrieval 
had to cost seconds, not a search.

Arjun
Internal medicine, 17 years, hospital outpatient



13
 25-40 days
consultations a day

 minutes each



 before he returns to one


“I don’t want to listen to forty minutes again. I want the one line where she told me 
how long it had been.”


How he documents


Long consultations, dense histories, and he re-reads the previous note before every visit. He 
trusts the source over any summary.

Where it breaks


He needs one detail out of a long session, and he needs to check it against what was actually 
said before he acts on it.

What he drove


Transcript and SOAP one tap apart, with playback persisting across both. Verification 
could never mean leaving the note.

The turning point

I kept asking about recording. Participants kept answering about finding. A question 
about how the microphone should behave would come back as a story about a 
consultation nobody could locate three weeks later. Every conversation drifted the 
same direction, and I spent too long treating that as people going off-topic.


Ten stages of the consultation, compressed. The trough is not where I expected it.


In control

Where it actually hurts

Frustrated

Before

context is 
scattered

Talking

wants to 
stay 

present

is it 
capturing?

Recording

relief, workstill 
pending 

Consult ends Finding it later

ninety files,no 
owner

audio vs text

reviewing Documenting

structure 
already there

On day one this product is a recorder. By day thirty it’s a search problem 
with a recorder’s interface.

The second half of the finding had sharper 
consequences. In my first iteration, a 
recording was a file. It had a name, a 
timestamp, a duration, and no patient. 
Assigning it to someone was an optional 
action buried in a menu.

Think about what an unassigned clinical 
note actually is. It’s patient data with 
nothing tying it to a patient. That’s a 
clinical safety problem before it’s an 
architecture problem, and it’s one bad 
afternoon away from the wrong chart.


1st Iteration

Consultation


14 may, 10:52 - 12:30 

A recording belong to someone

Consultation


14 may, 10:52 - 12:30 

Consultation


16 June, 11:52 - 2:30 

Consultation, 14 may

New recording 45


23 march, 10:52 - 12:30 

Consultation, 2 Apr

Consultation, 11 Mar

Consultation


30 may, 11:52 - 1:30 
Details Transcript SOAP

Patient assignment moved out of the overflow menu and into the object model. A 
recording now belongs to someone before it belongs to a list, and it is reachable by 
time or by person without being stored twice.


AI scribe

Home

Recent recordings

Search

All recordings

Patients

Patient info

Patient recordings

Recordings - details/transcript/
SOAP

Profile

 Record a consultation

Home Tap mic Full screen record Stop

Processing Assign patient

Find and review a consultation

Recent recordings

Home Search

Patient

Recording 

Details

Transcript

SOAP

Read the structure note

SOAP Subjective Objective Assessment

No edit ? Plan

Three ways to build it


With the object model settled, one question was left: what does a clinician see when 
they open a consultation? Three answers were on the table. Before you read the 
matrix, guess which one loses hardest.



Recording first Transcript-first SOAP-first

Fast to capture

Fast to scan

Fast to verify

Ready to document

Strong

Capture is the whole screen

Fails

Audio has no shape

Strong

The source itself

Fails

Nothing is structured

Strong

Same capture step

Partial

Searchable, but long

Strong

Exact words, in order

Fails


Clinician does the sorting

Strong

Same capture step

Strong

Four known sections

Fails

Source is nowhere

Strong


Already in SOAP

Recording-first dies the moment the recording ends. Transcript-first hands over a wall 
of speech and asks the clinician to do the structuring themselves. SOAP-first reads 
fastest and is impossible to verify: the second a clinician doubts a line, the source 
conversation is gone.




So there was no winner. These are three depths of one consultation, and the clinician 
picks the depth.








Details

Is this the right session?

Transcript

What was actually said?

SOAP

How is it documented?

and back, whenever a line needs checking 

The rethink


In my first ideation i put transcript and structured note on the same screen. Source 
above, structure below. It seemed obviously right: verification without navigation. It 
collapsed. Two dense text blocks on a 393 px viewport fight for the same space, and 
neither one got enough of it.
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Transcript

SOAP

Recording is a mode


One decision I’d defend anywhere. When recording starts, the app should stop looking 
like an app. Everything goes except a timer, a waveform and stop, because a clinician 
in a live consultation should never be deciding what to tap.


IDLE

Home page

Expanding

The screen tranform to 

record screen

Recording

The recording mode on

Saved to patient

Stopped recording

Final screens

Twelve screens carry the core workflow. Here they are at the fidelity they were 
reviewed at.


What Can be better ?


The evaluation was simulated. It suggests the retrieval model works: participants found 
a target consultation by patient faster than by scrolling, and described the product as 
a documentation workflow rather than a voice recorder. That tells me something 
about the design. It doesn’t tell me whether it holds up in a clinic. 

Review and correction ? Clinician sign off ? Upload failure



Processing
 EHR handoff Empty states Error states

Review and correction matters because an AI note you can’t edit stops being a draft 
and becomes a liability. Sign-off is what turns a generated note into a clinical record. 
Until it exists, this is a very good transcript viewer.


The product I set out to build recorded consultations. The one I finished binds every 
conversation to a patient and keeps the source a tap away from the structure. It still 
works on the day you have ninety recordings instead of one.

Thank you


