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Finalized and 
Free to Be:

Collaborative 
documentation

for better balance.



2

Collaborative Documentation
A practical take-home guide for progress notes and therapy care plans

Collaborative documentation is the practice of completing appropriate parts of the clinical record with the 
client—not simply about the client. It can improve accuracy, preserve the client’s voice, and reduce the 
amount of session reconstruction waiting for you later. It is also a skill. Feeling a little awkward while 
learning it is normal; nobody is born naturally narrating a progress note while maintaining therapeutic eye 
contact.

The goal: finish more of the whole service
The clinical service includes both the conversation and the record of that conversation. When 
documentation is postponed, the clinician has to rebuild the session from memory, translate it later, and fit 
it around everything else. Collaborative practice keeps more of that work connected to the session while 
the client’s meaning is still available.

Success is not “every word, every client, every time.” Success is completing every appropriate portion you 
can while protecting connection, privacy, safety, and clinical judgment. Every useful portion completed 
now is less work waiting later.

Three roles, one accurate record
 The client contributes what mattered, progress they notice, what helped, obstacles, and preferred 

next steps.
 Eleos may offer suggestions for a progress note. It does not make the clinical decision, and it is not 

used for the care-plan practice described here.
 The therapist remains responsible for medical necessity, clinical reasoning, corrections, sensitive 

information, and every word in the final record.

A good shorthand is: technology suggests, the client contributes, and the therapist decides.

What belongs in the shared layer—and what does not
Collaborative documentation does not mean the client writes the entire note. Think in two layers.

Shared or collaborative content:

 The client’s reason for the visit and their own description of what is happening.
 Progress, life occurrences, obstacles, and what the client found helpful or unhelpful.
 The client’s response to interventions, agreed-upon homework, next steps, referrals, and scheduling.

Therapist-only clinical content:

 Diagnostic formulation, clinical impressions, risk reasoning, and medical-necessity language.
 Sensitive third-party information, collateral information, and material the client has not directly 

disclosed.
 Any wording that must remain the therapist’s independent clinical judgment.

Clients may correct facts and add meaning. They do not replace the therapist’s clinical responsibility.
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A practical rhythm: stop, process, collaborate
1. Choose a stopping point before the session ends. Leave enough time to process and complete the 

appropriate documentation instead of hoping time will mysteriously appear later. It rarely does.
2. Use the pause purposefully. Depending on the client, this might be a worksheet, drawing, cleanup, 

reviewing takeaways, or simply shifting into a shared recap.
3. Open the note template. For progress notes, review the Eleos suggestions if available. Read, check, 

correct, and complete the appropriate sections together.

If you are new to this, start with an end-of-session block. As the skill becomes more natural, you may use 
brief strategic pauses during the session. Ongoing typing and narration require more comfort and should 
never come at the expense of connection.

Six small moves that keep typing conversational
 Share the screen when appropriate, and confirm that no other client information is visible.
 Explain the pause. Tell the client what you are doing and why.
 Use their words first. Add clinical language carefully and explain it when helpful.
 Read the wording aloud. Do not ask someone to agree with language they have not heard or seen.
 Invite real input. Ask what you missed or what they would change—not only, “Does that sound 

okay?”
 Stay present. If connection drops, stop typing. The note can wait; regulation and relationship come 

first.

Words you can actually use
Introducing the practice: “At the end of our sessions, I’m going to take a few minutes to write the 
appropriate parts of the note with you. I’ll read what I’m writing and check that it reflects what you 
meant. I’m still responsible for the clinical record, but your voice belongs in it.”

Explaining the pause: “I’m going to pause for a moment and capture that while it is fresh. I want to 
make sure I understood you correctly.”

Checking accuracy: “Let me read back what I wrote. What did I miss, or what would you say 
differently?”

Adding clinical language: “You described it as feeling like a wall went up. I’m going to keep your 
words and add “emotional shutdown” as the clinical description. Does that fit your experience?”

Honoring a refusal: “That’s completely fine. We can keep doing the note the usual way. The option is 
always here if you want to revisit it.”

Collaborative progress notes
Use the note template as a shared recap rather than a second interview. The client can help confirm the 
session objective, progress, important life occurrences, intervention response, obstacles, and plan or 
homework. The therapist reviews all suggestions, corrects inaccuracies, adds required clinical reasoning, 
and finalizes the note.
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An easy place to begin is the plan. It is naturally collaborative: What will the client try? What will the 
therapist do? What should be picked up next time? Once that feels comfortable, add progress and response 
sections.

Collaborative therapy care plans
A care plan should sound like a conversation about the client’s life—not an intake form wearing a nicer 
outfit.

Before the session:

 Review the assessment, diagnoses, previous care plan, and recent progress notes.
 Identify what is already known, what needs confirmation, and what truly requires new information.
 Pre-fill objective information when appropriate so the client is not asked to repeat the chart back to 

you.

During the conversation:

 Sit side-by-side when possible and ask whether the client prefers a parent or guardian present for all, 
part, or none of the discussion, within clinical and legal requirements.

 Build rapport before moving into required fields. Ask what is going well, what has been hard, and 
what they want help with.

 Use previous information transparently: “Your last plan identified school as the biggest stressor. Is 
that still true, partly true, or no longer true?”

 Translate the client’s language into a measurable clinical goal without losing the meaning. “I get mad 
really fast” may become a goal focused on recognizing anger cues and using coping skills before 
reacting.

 Use the client’s interests when it helps. Goals can be a blueprint, strengths can be a toolbox, supports 
can be teammates, and barriers can be boss battles. Yes, treatment planning can survive a little 
creativity.

Before finalizing:

 Review the clinical summary, strengths, needs, abilities, preferences, goals, services, frequency, and 
discharge indicators.

 Summarize what the client wants to change, the strengths and supports available, and the agreed-
upon plan.

 Ask, “Did I get that right?” and “Is there anything you would change?” Then make the corrections 
while the client is still present when clinically appropriate.

Adapt the practice; do not force it
Collaborative documentation is a continuum. A full shared note is one option, not the only option.

 Fully collaborative: complete all appropriate portions together.
 Mostly completed: finish a small therapist-only clinical portion afterward.
 Targeted collaboration: focus on progress, response, obstacles, and plan.
 Brief accuracy check: read a summary and ask whether you understood correctly.
 Not appropriate today: pause for crisis, safety concerns, significant distress, privacy concerns, or 

client refusal.
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For trauma work, offer a verbal summary before turning the screen. For youth, use clear, age-appropriate 
language and explain who may access the record. For low literacy or visual needs, narrate aloud. During 
crisis or dysregulation, return to safety and connection. If giant Legos are flying, regulate first. Document 
later.

Start small and build confidence
1. Try one client per day. Choose someone with whom success is likely.
2. Notice what works. Pay attention to connection, accuracy, client response, and how much 

documentation remains afterward.
3. Keep what helps and adapt what does not. Different clients and ages will need different versions.
4. Add clients gradually. The goal is a sustainable rhythm, not a heroic first week followed by never 

doing it again.

A quick reflection after practice
What helped the interaction feel collaborative?

Where did the screen or typing interfere with connection?

What did the client add, correct, or clarify?

What portion still had to be completed later, and why?

What is one small adjustment to try next time?

Keep this in mind
Collaborative documentation is not about typing faster. It is about integrating the record into care in a way 
that is transparent, accurate, clinically sound, and workable. Start with the smallest version that fits. 
Protect the relationship. Keep your clinical judgment. Let practice do what practice does: make the 
awkward parts less awkward.

Source materials
This take-home guide was condensed from the Wednesday Collaborative Practice presentation, the 
Therapist Guide to Collaborative Documentation, and CarePlanGuide provided for this training.
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