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What Is Risk Adjustment?

Risk Adjustment is the payment methodology used by the
Centers for Medicare & Medicaid Services (CMS).

The goal is to reimburse fairly by considering the complete
health status of Members.

The methodology allows for greater payment for those with
more serious illnesses and/or chronic conditions.
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Why Do We Participate in Risk Adjustment?

)

Medicare pays MVP an
agreed-upon amount
for each Medicare
Member in our plan. In
turn, we pay for the
healthcare benefits that
Members use.

¢9

If a Member is at higher
risk due to chronic
conditions like diabetes,
then Medicare pays
more for that Member's

added healthcare needs.

A

We need to have
complete, accurate data
about our Medicare
Members' health so that
we can get the
appropriate Medicare
reimbursement for each
Member in our plan.
HCC coding is
prospective in nature.
The work done this year
sets the RAF and
subsequent funding for
next year.

m

The Risk Adjustment
team reviews the
medical records of our
Medicare Members to
ensure that the Provider
is documenting any
serious and chronic
conditions properly. This
validates that the data
we have on our
Members is accurate
and complete so that we
can coordinate with case
and disease
management for
appropriate patient care.




How Does This Affect the Provider?

Complete and accurate reporting allows for more meaningful
data exchange between MVP Health Care and Providers to:

= |dentify potential new problems early
= Reinforce self-care and prevention strategies
= Coordinate care collaboratively
= Avoid potential drug-drug/disease interactions \
= Improve the overall patient healthcare evaluation process
= |Improve office practice patterns and communication
among the patient’s health care team

i ,

It will also help Providers meet your own CMS Provider ’ N

obligations, which include: (( )) \
8y

= The use of diagnosis coding standards in medical record
documentation
= Reporting all conditions and diagnoses codes that exist on
the date of an encounter
= Participating in CMS Medicare Recovery Audit Contractor
(RAC) and Risk Adjustment Data Validation (RADV) Audits
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Hierarchical Condition Categories (HCCs)

‘]I’ The CMS Risk Adjustment Model measures the disease burden that includes multiple HCC

categories.
'} HCCs are a hierarchy of condition categories that correlate or link to corresponding diagnosis
| | .
= categories.
® CMS creates a hierarchy for chronic conditions to be coded at the highest level of known
(0 ] manifestation among related diseases.

m The number of HCCs and affected ICD-10 CM codes can change from year to year.
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Risk Adjustment Factor (RAF)

Annual documentation of a patient’s chronic conditions supports
comprehensive quality care and reflects disease burden. This results in
an accurate Risk Adjustment Factor (RAF).

/—~ /-—x

HCCs RAF

Baseline Risk

Demographics Coded with ! Adjustment

\Weights . ;\ \Factor

Each patient has an RAF that includes baseline demographics (age/sex and dual eligibility
status) and incremental increases based on HCCs from face-to-face encounters during
the calendar year. This will:

= Predict the future estimated cost of each patient’s care

= Reflect chronic conditions reported to the payer via encounters and claims

= Ensure accurate reimbursement to the payer

= Result in higher RAF for those with a greater disease burden and lower RAF for
healthier patients

©2026 MVP Health Care 6



Impact of Specificity

No Conditions Coded Some Conditions Coded All Conditions Coded
(Demographics Only) (Claims Data Only) (Chart Review by Certified Coder)

76-year-old female 465  76-year-old female 465 76-year-old female 465

Medicaid eligible 228 Medicaid eligible 228 Medicaid eligible 228

Diabetes not coded Diabetes without 166 Diabetes with Chronic 166
Complications Complications

Asthma not coded Unspecified Asthma, Severe Persistent Asthma, 818
uncomplicated uncomplicated

CHF not coded CHF not coded CHF coded .36

No interaction No Interaction + Disease Interaction Bonus 122

RAF (Diabetes +CHF)
Patient Total RAF .693  Patient Total RAF 0.859  Patient Total RAF 2.159

**Example based on non-dual aged patient

Properly documenting chronic conditions to the highest specificity will result in the most accurate RAF.
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Why Documentation Is Important to Risk
Adjustment

Each January 1, the Risk Adjustment slate is wiped clean.

All patients are considered completely healthy until all HCCs are reported on claims once per year.

Accurate risk-adjusted payments rely on complete medical record documentation and diagnosis coding.

This ultimately impacts the services and benefits MVP Health Care can provide to its ship.

Additionally, CMS requires all applicable diagnosis codes be reported to the highest level of specificity.

This must be substantiated by the medical record.

MVP conducts medical record reviews to identify additional conditions not captured through claims or
encounter data and to verify the accuracy of coding.

These reviews are performed to ensure all required ICD-10-CM codes are duly reported to CMS.

Finally, CMS requires that the medical record validates all diagnosis codes the physician has previously

reported.
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Medical Record Documentation

Y

What makes a medical record valid?

e Member name and date of service must be
recorded within the documentation

 Signatures & credentials are required for
physician assistants, nurse practitioners, or
physicians

» A face-to-face encounter must be documented.

« Diagnoses must be addressed or managed in
some way during the visit

* The date of service must fall within the data
collection period

« Notes must be from an appropriate source
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Documentation Criteria

Each note must stand alone completely.

« Supporting documentation may be found anywhere within the note for a face-to-face visit

» Documentation should include history of present illness, physical exam, and medical
decision-making process for the management of each relevant diagnosis in the assessment
and plan

» Documentation should include a clear link for all cause-and-effect relationships,
complications, and/or manifestations of a disease process
 Evidence of active conditions may be supported by the following documentation:
o Continued monitoring and/or treatment of the condition
o Diagnostic labs or imaging to monitor the severity of the condition
o Consult notes from specialists
o Current medications
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Documentation Tips

“If it isn't documented — it didn't happen
» Proper medical record documentation is the key to both accurate payment and successful validation.
» A diagnosis code may only be reported if it is explicitly spelled out in the medical record.

* M.E.A.T. must support the documentation of each diagnosis to validate coding.

Monitor — signs, symptoms, disease progression or regression

Evaluate — test results, medication effectiveness, response to treatment
Assess/Address — order tests, discussion, review records, counseling
Treat — medications and/or therapies

Condition Examples Supporting Documentation Examples

Heart failure Chronic CHF stable; continue current medication; follow up as scheduled.
Renal disorder due to Diabetes type 2 with CKD 3B; stable on medication; continue with
diabetes type 2 emphasis on diet and exercise; recheck labs as ordered.

Atherosclerosis of aorta Chronic, stable; continue to monitor for worsening of condition.

Above knee amputation Left AKA stable; continue to monitor for irritations or infections.
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Common Coding Errors
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The medical record does
not contain a legible
signature.

Documentation does not
indicate the diagnosis is
being monitored,
evaluated,
assessed/addressed or
treated (MEAT).

Lack of specificity (e.g., an
unspecified arrhythmia) is
coded rather than the
specific type of arrhythmia).

The electronic medical
record (EMR) was
unauthenticated (not
electronically signed).

Status of cancer is unclear.
Treatment is not
documented.

Chronic conditions or
status codes aren’t

documented in the medical

record at least once per
year.

Highest degree of specificity
was not assigned the most
precise ICD-10 to fully explain
the narrative description of the
symptom or diagnosis in the
medical chart.

Chronic conditions, such as
hepatitis or renal
insufficiency, are not
documented as chronic.

A link or causal relationship
is missing for a diabetic
complication, or there is a
failure to report a
mandatory manifestation
code.




Documentation Best Practices

Document to the highest level of accuracy and
specificity.

Document all diagnoses that receive management
and care during the encounter.

Establish medical necessity and clinical relevance
during a visit.

Note all cause-and-effect relationships with managed
conditions.

Document “history of” or “past medical history” only
when a condition no longer exists.
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- Identify laterality, “left,” "right,” or "bilateral,” whenever applicable.

"o nou

- Document episode/type of care, “initial,” “subsequent,” “sequela,” or
“complications.”

nou

- Indicate whether the condition is “acute”, “chronic”, or “subacute.”

- It is appropriate to document the patient's chronic conditions that
impact care and medical decision-making during the visit.

- Accurately assess, document, code, and report all relevant diagnoses
and conditions.

- Document all manifestations clearly. Things that are “clinically
intuitive” are not allowed to be assumed by coders unless ICD-10
guidelines allow the cause and affect assumption (e.g., “with”
guideline).

- Capture all current diagnoses which carry value as part of Medical
Decision Making (MDM) on a given date of service.
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Workflow Best Practices

/"

= This process assists in gap closure.

» Information is gathered and analyzed prior to the date of
service, including:

o Previous diagnoses, hospitalizations, procedures, lab results,

Pre-visit Planning < current medications

= This will help determine a patient’s risk profile by:
o Identifying potential risks to be added
o Reducing preventable adverse effects

(

= This process identifies coding and documentation issues.
Post-encounter _<

Reviews

= Coders review notes, claims data, suspect conditions, and
historical conditions.
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Thank youl!

Please reach out with questions or concerns

Contact: Christine Sutherland, RHIT, CCS, CCS-P. CRC
CSutherland@mvphealthcare.com
585-885-2555

Julie Eisen, CPC, CRC, CPMA
JEisen@myvphealthcare.com
518-901-0619
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