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The Al Clinical Note Your Physician Didn't Write

Ambient Al scribes are drafting notes at 40,000+ physician practices. The physician signs. When the note
IS wrong, the liability doesn't move.
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Background

The market, the evidence, and the governance gap most health systems have not closed.



01 — BACKGROUND

Four enterprise platforms. Real results. One unresolved liability question.

« Microsoft Dragon Copilot (formerly Nuance DAX): 40,000+ physicians, deep Epic integration, enterprise gold standard. $400—600/month per physician.
« Abridge: $150M raised, UPMC partnership, Epic-native integration. ~$250/month. Strong primary care performance.

« Ambience Healthcare: Selected by Cleveland Clinic in Feb 2025 after piloting 80+ specialties — the most rigorous enterprise RFP published.

« JAMA study (5 academic medical centers): 13.4 min EHR time per session, 16.0 min documentation time, +0.49 visits/week.

« NEJM Al (Atrium Health, 112 clinicians, RCT): "widespread implementation unlikely to generate appreciable productivity gains."

« The liability framework has not changed: the signing physician is responsible for every note, Al-drafted or not.



Decision Required

The governance question your vendor RFP did not answer.



02 — DECISION REQUIRED

When the Al note is wrong, who is liable — and does your framework reflect
what you've deployed?

The signing physician is responsible for the accuracy of every note, regardless of whether Al drafted it. The BAA with your Al vendor covers data handling.
It does not allocate clinical liability.

The operational gap: are physicians actually reviewing Al drafts at the depth the liability framework assumes, or has automation bias shortened review
depth as workflows become routine?

I A declining edit rate over the first six months of deployment is not evidence the Al is improving. It may be evidence that review depth is decreasing.



03 — OPTIONS

Three deployment postures.

Option A

Enterprise-wide deployment with standard
onboarding

Fastest path. Does not address automation bias,
specialty accuracy gaps, consent workflow, or liability
framework. Defers governance until the first adverse
event.

Option B

Staged specialty-by-specialty rollout with
accuracy baselines
Pilot in 2—3 high-volume outpatient specialties. Set

minimum accuracy thresholds by department before
activation. Cleveland Clinic's approach.

Option C

Deploy with full governance: consent, re-
view standards, carrier notification

Updated patient consent by state, defined minimum
review standards for liability purposes, malpractice
carrier disclosure. Correct target state for any de-
ployment over 500 physicians.



04 — RECOMMENDATION

Build the case on wellbeing. Complete three governance deliverables before enterprise
activation.

Build the CFO case on physician burnout and retention — where the evidence is consistent — not productivity, where the NEJM Al RCT directly contradicts the
business case.

Update patient consent workflow by state before the first patient encounter. Audio recording consent is separate from HIPAA notice. Legal review required.
Notify your malpractice carrier. Ask what constitutes "adequate physician review" under your policy. Get this guidance before an adverse event, not after.

Measure accuracy by specialty before signing enterprise contracts. Request specialty-specific data from every vendor shortlisted. If unavailable, generate it in
your pilot.

Track edit rates monthly. Define a floor — if edit rates drop below a threshold, that is a governance trigger, not a quality signal.



05 — RISKS

Four material risks.

1.
Automation bias — declining review depth over time

A polished Al draft reduces the cognitive pressure to review carefully. Edit rates
typically decline over the first six months of deployment. A physician who spends
eight seconds reviewing a three-page Al-generated note has not reviewed it — they
have counter-signed it.

8,
Specialty performance gap and unknown accuracy floor

Published benchmarks are primary care dominated. Psychiatry, behavioral health,
and high-complexity subspecialties produce materially lower accuracy. Enterprise
deployments without specialty-specific pilots have an unknown accuracy floor in
their highest-risk environments.

2.

Patient consent and state law variation

HIPAA BAA covers data handling between health system and vendor. Patient
consent for audio recording is a separate obligation. Several states require explicit
consent. Deploying without state-by-state legal review creates independent liability
exposure.

4.

Productivity business case vs. peer-reviewed evidence

The NEJM Al RCT (Atrium Health, 112 clinicians) found ambient Al "unlikely to
generate appreciable productivity gains." Health systems that approved investment
on a productivity basis face a credibility gap at renewal. Build the case on wellbeing
— where the evidence holds.



06 — QUESTIONS YOUR TEAM SHOULD BE ANSWERING
If your team cannot answer these, that is your first deliverable.
Has your patient consent workflow been updated by state to address ambient audio recording — before the first patient encounter?
Has your malpractice carrier been notified? What constitutes adequate physician review under your current policy language?
What is the current edit rate on Al-drafted notes — and has it trended up or down over the past six months?
For which specialties have you measured accuracy against your own documentation standards, not vendor benchmarks?
Did your vendor RFP include a head-to-head accuracy evaluation using your own patient encounter types?

What is your incident response process when a physician reports a clinical error in an Al-drafted note?



Al INSIGHT LAB

The Deployment Memo

One enterprise Al deployment, dissected every Tuesday.
Written for executives who have to decide, not just read.

Subscribe at aiinsightlab.cloud — free during beta.



