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Audit Trails: What the EHR Can Reveal

The visible note tells you what the record says. The audit trail may tell you when, how, and by whom it got there.
WHY THIS MATTERS

Electronic health records can retain metadata and audit-history information about documentation activity. Depending on the
system, an audit trail may show when an entry was created, modified, authenticated, or corrected and which user performed the

action. For anesthesia auditing, this information can be important when the timing, authorship, or integrity of claim-defining
documentation is questioned.

THE CODING TIP

Read the note first. Use the audit trail when the chronology matters. An EHR audit trail should not replace ordinary coding
review. It becomes especially useful when documentation appears to have been entered or changed after the fact, when

authorship is unclear, or when the visible record conflicts with the timing of the clinical event.
THE 6-QUESTION AUDIT-TRAIL CHECK

WHO? Which user created, edited,
authenticated, or corrected the entry?

WHEN? When was the documentation actually
entered or changed compared with the
date/time of service?

WHAT CHANGED? Can the original and revised information
be distinguished?
WHY DOES IT MATTER? Does the change affect a code, time,

modifier, care model, medical necessity,
or separate service?

IS THE CHANGE TRANSPARENT? Was the correction/addendum handled
in a way that preserves record integrity
under policy?

DOES THE STORY MATCH? Are the audit history, visible note,
clinical timeline, and claim consistent?

e User identity associated with documentation activity.

e Date and time an entry was created, modified, signed, or authenticated.

e Changes to specific fields or documentation elements, depending on system capability.
e Late additions, corrections, or deleted/replaced information.

e Whether information was entered contemporaneously or substantially later.

e  Electronic workflow activity relevant to authorship or authentication.

e Version history or other metadata maintained by the specific EHR.

ANESTHESIA DOCUMENTATION WORTH CLOSER REVIEW

e Anesthesia start and stop times changed after initial completion.

e Medical-direction participation statements added after the case.

e Induction, emergence, or frequent-monitoring documentation entered substantially later.

e Physical-status modifier changed after coding or billing review.

e Regional-block anatomy, laterality, catheter status, or postoperative-pain intent added later.

e Ultrasound-guidance elements added after the original procedure note.

e Arterial line, central line, TEE, or other ancillary-service documentation added after billing questions arise.
e Post-anesthesia documentation entered at a time inconsistent with the visible clinical chronology.



LATE DOCUMENTATION IS NOT AUTOMATICALLY IMPROPER

A legitimate late entry, addendum, or correction may be necessary and permissible when completed according to applicable
policy. The compliance question is whether the documentation accurately reflects the service, clearly identifies the later entry or
correction, preserves the integrity of the original record, and is not presented as though it were contemporaneous when it was
not.

AUDIT TRAIL # CLINICAL PROOF

Metadata can help establish when and by whom documentation activity occurred, but it does not independently prove that a
clinical service occurred. A timestamp showing that a procedure note was created does not replace the procedure-specific
clinical documentation required to support the code.

Not every timestamp represents manual practitioner documentation. Some EHRs auto-save, auto-populate, interface data, or
generate system events. Auditors should understand the specific EHR's workflow before interpreting metadata. When the
meaning of an audit-trail event is uncertain, involve appropriate health-information, compliance, or information-technology
personnel rather than assuming what the event represents.

COMMON AUDIT MISTAKES

e Assuming every late signature means the underlying service did not occur.

e Assuming every timestamp represents the exact moment a practitioner personally entered the information.

e  Treating the audit trail as a substitute for the clinical record.

e |gnoring a material discrepancy because the visible note is currently complete.

e Concluding that a correction is improper solely because it occurred after billing.

e  Failing to distinguish an acceptable transparent amendment from an alteration that obscures the original record.
e Using EHR metadata without understanding what the system event actually means.

CODER'S TIP

The audit trail answers a different question than the note. The note asks, “What is documented?” The audit trail may help

answer, “When and how was that documentation created or changed?” Both may matter when claim-defining information is
disputed.

QUICK EXAMPLE

Scenario: A completed anesthesia record now contains documentation supporting physician participation in emergence. During
an audit, the chronology appears inconsistent with other overlapping cases.

Audit point: Review the complete clinical record and, when appropriate and authorized, the relevant EHR history to determine

whether the entry was contemporaneous, later clarified, or subsequently changed. Then apply organizational and payer rules
rather than relying on the current visible statement alone.

o Aclaim-defining field appears to have been changed after billing or after an audit request.
e The visible record no longer shows what was originally documented.

e Authorship of a material entry is unclear.

e Late documentation repeatedly creates support for separately billable services.

e  Medical-direction documentation conflicts with concurrency or other case timelines.

e Audit-history events cannot be interpreted without technical EHR knowledge.

e There is concern about record integrity, inappropriate alteration, or compliance risk.
AUDITOR'S RED FLAGS

e Multiple claim-defining changes made only after payer requests.

e Anesthesia times repeatedly edited after initial authentication.

e  Medical-direction attestations added in batches well after dates of service.

e Procedure details added after denials or audit findings.

e  Original documentation is overwritten with no transparent correction history.



User credentials or authorship do not align with the practitioner responsible for the documented service.
Patterns of late documentation disproportionately create additional reimbursement support.

AUTHORITATIVE RESOURCES

CMS Medicare Program Integrity Manual, Chapter 3 - current medical-record documentation and review guidance.
CMS medical-record documentation and signature guidance.

Applicable federal/state record-retention and health-information requirements.

Current payer policy and organizational EHR, audit-trail, amendment, authentication, privacy, security, and compliance
policies.

The final note shows the documentation. The audit trail may show the documentation's history.
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Educational use only. EHR audit-trail capabilities and access vary by system and organization. Verify current CMS, payer-specific, facility, privacy/security, and
organizational requirements before relying on metadata in an audit. This resource is not a substitute for official coding, compliance, legal, clinical, privacy,
security, or payer guidance.



