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Risk Adjustment 
Documentation & Coding  
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Medicare Rules 

• The date of service must be documented. 

• The encounter must be signed by the provider of services. 

• The provider of services must be of a specialty type that is acceptable for 
risk adjustment. 

• The documentation must be legible and acceptable. 

• The patient must be for an enrollee in the program during the date of 
service. 
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Presenter
Presentation Notes
These rules commonly apply to all claims and all coding for all payers; although, some payers, not MAOs, accept service providers that are not accepted by Medicare Advantage. For Medicare Advantage, the service provider must be treating the patient, not just doing diagnostic work for the treating physician.Abstracting a chart for risk adjustment begins by ensuring these rules that make a record valid have been followed.
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The Medical Record 

• Coders must abstract from the medical record the diagnoses pertinent 
to today’s encounter. 

• The record must be authenticated by the treating provider and the date 
of service identified. 

• What are some of the elements seen in a typical medical record? 
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Presenter
Presentation Notes
Answer: Elements include past medical history; problem list; physical examination; allergy list; medication history; imaging reports; laboratory reports; vaccination history; nursing notes; physician notes; referrals; chief complaint; assessment; copies of authorizations from the patient; preventive care records; and past family and social history.



© 2018 American Medical Association. All rights reserved. 

Patient Name and Demographics 

• Medicare identifies patients by:  

o The name linked to the patient’s Medicare enrollment. This name must be 
verbatim. 

o The patient’s date of birth (DOB). 

• Coders must verify the integrity of the patient identity. 

• What should a coder do if the record contains medical information 
for Robert Smith and Jason Smith?  
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Presenter
Presentation Notes
Answer: When two names are found in a file, a risk-adjustment coder should suspend work on that file and alert the quality team, as this could be perceived as a Health Insurance Portability and Accountability Act (HIPAA) violation. For other coders working in physician offices or hospitals, the chart should be flagged for review by management so that the records within the chart can be sorted out.
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Date of Service 

• Date of service (DOS) is the date or the range of dates during which the 
patient received the described care. DOS is usually a face-to-face visit 
but may also be a telemedicine visit. 

• Why is the DOS crucial to a risk-adjustment claim? 
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Presenter
Presentation Notes
Answer: All government and private payers require a DOS.In a risk-adjustment audit, the DOS must be reconciled with the claims data filed on that day by the physician.All insurance plans review DOS to see if it occurred within the coverage dates for the enrollee.DOS is necessary to meet legal medical records standards.
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CMS Signature Requirements 
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CMS Signature Requirements (continued) 

• Electronic signatures 
o What are some of the accepted language formats for electronic 

signatures authenticating medical charts?  

o What are some that are not accepted? 

o What is the problem with the following example? 

 Example: Encounter Sign-Off 
Encounter performed and documented by Jason Argo, PA 
Encounter reviewed and signed by Mildred Monson, MD, on 12/27/17 at 
2 PM, encounter signed off by Mildred Monson, MD, on 12/27/17 at 2 PM 
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Presenter
Presentation Notes
Acceptable electronic signatures:Electronically signed by Mildred Monson, MD on 12/27/2017 2:45 PMAuthenticated by Mildred Monson, MD on 12/27/2017 2:45 PMApproved by Mildred Monson, MD on 12/27/2017 2:45 PMCompleted by Mildred Monson, MD on 12/27/2017 2:45 PMFinalized by Mildred Monson, MD on 12/27/2017 2:45 PMReviewed by Mildred Monson, MD on 12/27/2017 2:45 PMValidated by Mildred Monson, MD on 12/27/2017 2:45 PMAccepted by Mildred Monson, MD on 12/27/2017 2:45 PMReleased by Mildred Monson, MD on 12/27/2017 2:45 PMVerified by Mildred Monson, MD on 12/27/2017 2:45 PMAuthorized by Mildred Monson, MD on 12/27/2017 2:45 PMConfirmed by Mildred Monson, MD on 12/27/2017 2:45 PMApproved by Mildred Monson, MD on 12/27/2017 2:45 PMElectronically authored by Mildred Monson, MD on 12/27/2017 2:45 PMEntered data sealed by Mildred Monson, MD on 12/27/2017 2:45 PMCreated by Mildred Monson, MD on 12/27/2017 2:45 PMPerformed by Mildred Monson, MD on 12/27/2017 2:45Unacceptable electronic signatures:Administratively signed byDictated, but not signedElectronic signature on file [with no other indication of a date/time]Electronically signed to expedite deliverProxy signature—signed via approval letter or statement, such as:I authorize my name to be electronically affixed by using my unique dictation computer key“Signature on file” or “Manually signed by” (The meaning of this is unknown. In some transcription/EMR systems, this might be acceptable, but it seems to mean the physician/practitioner will hand-sign the document after review.)�Errors with the Example:The encounter was performed and documented by an acceptable provider who did not sign off on the encounter. “Performed by” is an electronically generated identification of who was signed into the electronic health record at the time the data entry was made, but not an actual authentication of the encounter’s documentation.
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Attestations 

• Formal statement asserting that a specific medical record, while not 
authenticated sufficiently by the physician at the time of care, is authentic. 
An attestation must be signed by the author of the original record. 

• Attestations are valuable if the physician has not authenticated a record 
and the record is being audited. 
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Inpatient Records 

• There are very few differences in inpatient and outpatient coding, except 
“rule-out” diagnoses appearing in a discharge summary may be coded as 
if they were proven. 

• A properly authenticated discharge summary is key to coding inpatient 
records for risk adjustment. 

o Without this, the entire chart must be coded as if each encounter were 
separate, rather than as a hospitalization for a range of dates. 
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Inpatient Records 

• . 
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Presenter
Presentation Notes
This example shows how a substandard discharge summary signature changes the work involved in a risk-adjustment (RA) audit for the auditor coding the hospitalization. Because the discharge is unauthenticated, each individual encounter from each physician on each day must be separately coded and reported as an outpatient encounter. This is because the Centers for Medicare & Medicaid Services (CMS) requires an authenticated discharge summary for a hospital chart, and the only workaround is to treat each encounter as an outpatient encounter for the entire hospitalization. This is permitted by CMS, but time-consuming for the RA coder.
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Acceptable Providers for Risk Adjustment 

• Providers must be directing the evaluation or treatment of the patient. 

• Turn to page 36 to review the list of acceptable physician specialty 
types for risk adjustment.  
o What type of nurses are acceptable as “physician specialty types?” 

o Would a properly signed X-ray report from a radiologist stating the 
patient has pneumonia be acceptable to code pneumonia in risk 
adjustment?  

o Would it ever be likely that an acceptable physician type would not be 
an acceptable provider? 
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Presenter
Presentation Notes
Answers: Acceptable nurses include certified nurse midwives; certified registered nurse anesthetists; nurse practitioners; and certified clinical nurse specialists. These are all advanced-degree nurses.A radiologist is not an acceptable provider because radiologists are mainly supporting the treating physician by supplying data to the treating physician. The exception is the interventional radiologist, who acts as the surgeon using radiology (eg, during heart surgery in which the heart is approached intraluminally [through an artery or vein] under radiological guidance).If an acceptable provider type is on the Office of Inspector General (OIG) list of excluded individuals/entities, that person is excluded from participating in any risk adjustment for CMS. Likewise, a coder, who is excluded, cannot abstract codes from claims for CMS.
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Document Sources 
• Unacceptable document sources: 

o Anything signed by an unacceptable source (eg, nurses’ notes in an inpatient chart;  
laboratory report) 

o MS-DRG summary in an inpatient chart (administrative, not treatment) 

o Patient-transfer orders in an inpatient chart (administrative, not treatment) 

o Ambulance notes 

o Superbills 

• Exceptions 
o When guidelines allow documentation from unacceptable providers 
o When the radiologist’s report provides more granularity to the treating physician 

diagnosis, while not contradicting it (eg, adding more specificity to a fracture 
diagnosis) 
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Presenter
Presentation Notes
MS-DRG = Medicare severity diagnosis-related group
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Problem Lists and Medication Lists 

• Usually carried forward from a previous encounter documented in the 
electronic health record (EHR) 

o Difficult to authenticate as part of the current encounter 

o May include resolved or worsening conditions 

o CMS doesn’t always accept the codes abstracted from problem/medication 
lists 
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EHR-Specific Issues 

• Signatures 

• Cloning 

o Within a single patient’s record 

o Among patients 

• Altering text 

• Sharing access passwords 
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Chart Components 
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Chief Complaint (CC) 

• The CC is a statement by the patient regarding the reason for today’s 
encounter. For example: 

o I am sort of breath. 

o I need a flu shot. 

o My prescriptions have expired. 

• Is the CC subjective or objective? 

• May this be coded?   
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Presenter
Presentation Notes
Answers: The chief complaint is usually subjective, but can be coded in some cases; for example, if the patient is there for an annual examination or the patient experiences symptoms that are not further diagnosed during the encounter (eg, if the patient has a newly developed pain the lower left quadrant but a final diagnosis is not determined). Usually, in this case, the chief complaint will be echoed in the history of present illness, which is an objective finding.Subjective findings that are echoed by the physician in documentation and for which a more specific diagnosis is not available for abstraction (eg, patient’s reported knee pain is the reason physician ordered the X rays to determine the cause of the pain).
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History of Present Illness (HPI) 

• The HPI is a chronological description of the development of the patient’s 
present illness from the first sign and/or symptom or from previous 
encounters to the present. 

o Usually contains information pertinent to coding and may contain some 
diagnoses that are not listed in the final assessment/plan 

• Is the HPI subjective or objective? 
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Presenter
Presentation Notes
Answer:  The HPI is objective, and diagnoses or signs/symptoms in the HPI should be considered when abstracting the chart.
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Review of Systems (ROS) 

• An ROS is an inventory of body systems obtained through a series of 
questions to the patient, often in a sheet the patient is asked to fill out 
before the encounter. 

• Not usually a good source of abstraction, but may list signs and 
symptoms that support diagnoses from the physician. 

• Is the ROS subjective or objective? 
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Presenter
Presentation Notes
Answer: The ROS is subjective and not a good source for coding.
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Past, Family, and/or Social History (PFSH) 

• The PFSH is the patient’s past illnesses and surgeries; the patient’s 
recollection of the family’s hereditary or other diseases; and a history of 
contributing factors (eg, the patient’s marital status, smoking history, and 
drug or alcohol use). 

• Is the PFSH subjective or objective?  
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Presenter
Presentation Notes
Answer:  Because the PFSH is given by the patient, it is considered subjective. Even so, past family history and personal history may be the source for some coding, depending on the coding rules established by an organization. Usually, however, we want the physician to pull the PFSH into the HPI or assessment so that the PFSH is relevant to the current encounter.
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Physical Examination (PE) 

• The PE is a visual and tactile examination of the patient by a physician, 
which may focus on all or a subset of anatomical systems. The level of 
detail on the physical examination is at the discretion of the physician and 
is based on the symptoms or disorders for which the patient is being 
seen. 

• Is the physical examination subjective or objective? 
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Presenter
Presentation Notes
Answer: The physical examination is objective because it is the clinical judgment of the physician performing the examination.
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Assessment/Plan (A/P) 

• An A/P is a list of the diagnoses assigned to the patient, and the 
treatment or diagnostic testing being performed to monitor the patient’s 
conditions. 

o Usually listed at the end of the encounter. 

o The assessment may not be integrated with the plan, and the coder may 
need to infer which test being ordered is for which diagnosis. 
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Presenter
Presentation Notes
The fact that the plan does not always link back to the assessment shows us again why anatomy and pathophysiology are so important to risk-adjustment coding. Drug knowledge also helps. Luckily, we usually have the Internet on hand to help us when we run into a situation in which we don’t know the answers.
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Presenter
Presentation Notes
SOAP notes are a common way physicians document encounters. Let’s walk through this one:Subjective is essentially an expanded CC.Objective covers the HPI.
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Behavioral Charts 
Axis Description Example 

1 Acute clinical disorder 
Other comorbidities that may 
require attention 

Major depressive episode, recurrent, severe 
Alcohol dependence 

2 Personality disorder 
Intellectual disability 

Avoidant personality disorder 

3 General medical conditions that 
may influence behavior 

Alcoholic cirrhosis, hypothyroidism 

4 Psychosocial /environmental Smoker; lives alone 

5 WHO Disability Assessment 
Schedule 

(not performed) 
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Presenter
Presentation Notes
Sometimes, we will see behavioral charts that look a little different. This is an example of an axis chart. (Discuss how the items in the example might affect the overall recovery of the patient.)The WHO Disability Assessment Schedule assesses the patient’s ability to get along in the world on a scale of 1-100. “1” would be someone who is catatonic, and “100” would describe “Mary Poppins”—a person who is alert to problems, happy, helpful, and useful in society.
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Tips for Risk-Adjustment Coders 

• Verify the patient by checking the name and DOB against the file’s 
demographics. 

• Go to the inpatient discharge summary and review the chart for a proper 
signature, then skim the entire file for additional diagnoses. 

• For outpatient charts, start with the assessment/plan and then start again 
at the beginning. 

• Look for diagnoses in the physical examination and the history of present 
illness, not just in the assessment/plan. 

• Always code to the highest level of specificity and follow coding rules. 
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