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80%
of our clients have been with us 
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Since 1984
privately held company supporting

hospitals and health systems nationwide.
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Learning 

Objectives

At the conclusion of this 

webinar, participants will be 

able to...

Apply
Understand and apply risk-adjustment 

concepts in current practice. 

Evaluate
Begin to evaluate documentation and 

coding for risk-adjusted patients.

Build
Take initial steps to obtain support to 

build an outpatient CDI program for 

accurate risk-adjustment reporting.

Disclosure: The presenters declare they have no relevant relationship of a commercial interest to 

disclose. Neither presenter is receiving payment for the presentation and the presenters are not 

pitching a product.
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Agenda

Foundational Risk-

Adjustment Concepts

Where to Begin

Initial Steps to Build a Risk-

Adjustment Program

RA Concepts

Introduction to risk-adjusted payment 

Introduction to HCCs

Correlation of HCCs with documentation 

and reporting practices



Risk Adjustment Concepts
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• The Risk Adjustment Factor (RAF) is determined using a combination of demographic information with disease information to predict future 
healthcare costs for enrollees.

• RAF score is determined for each patient for a total year

• Demographics: age, gender, community-based or institution based, Medicaid disability

• Disease: Diagnoses correlate to an HCC, interactions between certain disease categories

• Hierarchical Condition Categories (HCCs)

• Multiple models (CMS-HCC, HHS-HCC, CDPS)

• Diagnoses accumulate over a year (any setting)

• Determines health expenditure risk

• Focus on long-term conditions (not acute)

• Learn more: https://bok.ahima.org/doc?oid=302516#.Yt2_kD3MJaQ

70,000+ ICD-10-CM Codes

Nearly 10,000 Map to an HCC

805 Diagnostic Groups (DXGs)

189 Condition 
Categories (CCs)

86

HCCs

https://bok.ahima.org/doc?oid=302516#.Yt2_kD3MJaQ


RAF Score and Financial Impact
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0.50

RAF

1.00 1.50

Healthier than What is Expected

Less Resources 

Lower Payment

$400

Adjusted Capitated Payment $800

Capitated Payment Established 

by CMS and Payer for Each 

Enrollee

Sicker than What is Expected

More Resources

Higher Payment

$1,200 

Adjusted Capitated Payment

Patient



CMS-HCC Examples
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HCC Category Description V24

17 Diabetes with Acute 

Complications

0.302

18 Diabetes with Chronic 

Complications

0.302

19 Diabetes without Complication 0.105

189 Amputation Status, Lower 

Limb/Amputation Complications

0.519



RAF Score and Financial Impact 
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Factors ICD-10-CM Score

Demographics - 0.308

HTN (no HCC) I10 0.000

DM (HCC 19) E11.9 0.105

RAF Score                   0.413

Factors ICD-10-CM RAF

Demographics - 0.308

HTN + heart failure I11.0/I50.9 0.331

DM complication E11.42 0.302

Morbid obesity E66.01 0.250

RAF Score                       1.191

Cap Payment x RAF = Adjusted Cap Amount

$800 x 0.413 = $330.40

Incomplete Documentation

67-year-old male patient with HTN and DM

Cap Payment x RAF = Adjusted Cap Amount

$800 x 1.191 = $952.80

Complete Documentation

67-year-old male patient with HTN and 

heart failure, diabetic polyneuropathy, and 

morbid obesity



New Year, New Patient
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• The RAF score is reset each calendar year

• HCC conditions have to be captured (or re-captured) each calendar year

• Providers need to report all active conditions and health status beginning with each new year

• Providers should evaluate, document, code, and bill all active coexisting conditions

BUT

• To report a condition, clinical documentation must demonstrate that the condition was actively 
monitored, evaluated, assessed, and/or treated

CMS HCC Category Description V24

189 Amputation Status, Lower 

Limb/Amputation Complications

0.519



The Documentation Challenge
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M.E.A.T. is an acronym used to describe factors that help determine if there is supporting documentation to report the code for a chronic condition.

MEAT Support Disease Example Documentation Example

Monitor Signs, Symptoms, Disease progression/regression 

Ordering of tests Referencing labs/other tests 

Diabetes Mellitus Type 2 Last A1c was 5.8, recheck in 4 

months 

Evaluate Review of Test Results

Medication effectiveness

Response to treatment

Physical exam findings

Major Depression PHQ9 down to “X”, mild

severity

Assess/Address Discussion, review of records

Counseling

Acknowledging

Documenting status/level of condition

COPD FEV1=50, moderate COPD

Treat Prescribing/continuation of medications

Planned surgery

Referral to specialist for treatment/consultation

Plan for management of condition

Breast Cancer Continue with Tamoxifen



UASI |  INSIGHT. INNOVATION. IMPACT. 14

Agenda

Foundational Risk-

Adjustment Concepts

Where to Begin

Initial Steps to Build a Risk-

Adjustment Program

Begin at the Beginning

Obtain key information on the risk-

adjusted patient population

Explore ambulatory clinic documentation 

and coding 

Share documentation findings to raise 

awareness with key stakeholders within 

your organization



Obtain Key Data and Information
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• Who are your risk-adjusted payers?

• What health plans are capitated or shared risk?

• Do you have risk-adjusted data from these health plans?

• Who are your risk-adjusted patients?

• How many risk-adjusted lives are your responsible for?

• What are your RAF scores?

• How do your RAF scores compare to benchmarks (regionally or by specialty)?

• How well does your RAF data represent your patient population?

• What is your prevalence of top chronic conditions compared to your region?

• Who assigns diagnosis codes in the ambulatory care clinics?

• Who is responsible for the specificity, accuracy, sequencing of Diagnosis codes submitted on ambulatory claims?

A distinctive 

characteristic of OP CDI 

is that is requires 

population level and 

individual level patient 

data views across the 

calendar year.



Examples of Population Data
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Examples of Population Data

UASI |  insight. innovation. impact.



Top Ten CMS HCCs Reported
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1. Diabetes Mellitus without Complication (HCC 19)

2. Breast, Prostate, and Other Cancers and Tumors (HCC 12)

3. Diabetes Mellitus with Chronic Complications (HCC 18)

4. Seizure Disorders and Convulsions (HCC 79)

5. Specified Heart Arrhythmias (HCC 96)

6. CHF (HCC 85)

7. Other Significant Endocrine and Metabolic Disorders (HCC 23)

8. COPD (HCC 111)

9. Major Depressive, Bipolar, and Paranoid Disorders (HCC 59)

10. Morbid Obesity (HCC 22)



Diabetes Diagnosis
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• Diabetes Types

• Type 1, 2, secondary to another condition or external cause

• Status

• Controlled, poorly controlled

• If the term “uncontrolled” is used, the documentation must include whether it is related to hypoglycemia or hyperglycemia

• Treatment

• Lifestyle modifications, oral hypoglycemic drugs, non-insulin injectables, or insulin  

• Linking terms between the DM and its complications to correctly report combination codes is important

• “Due to,” “diabetic,” “secondary to”

Codes Submitted Codes Supported

E11.9 Type 2 DM without complications; &

I73.9 Peripheral vascular disease, unspecified

HCC 19 & 108 (0.393 wt)

E11.51, T2DM w diabetic peripheral angiopathy 

without gangrene

HCC 18 & 108 (0.590 wt)



Cancer Diagnoses
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1. Active Cancer 
C34.10, Malignant neoplasm of upper lobe, unspecified bronchus or lung

2. Metastatic Active Cancer
C78.00, Secondary malignant neoplasm of unspecified lung

When documenting metastatic cancers, include both the primary site and the secondary site(s)

3. History of Cancer
Z85.118, Personal history of other malignant neoplasm of bronchus and lung

HCC 9

HCC 8

No HCC



Cancer Example
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“History of” Cancer or Active Cancer

Code Submitted Code Supported

C54.1 Malignant neoplasm of endometrium

HCC 12

Z08 Encounter for follow-up examination after 

completed treatment for malignant neoplasm

Or R82.91 Other Chromoabnormalities of urine

And Z85.42 Personal history of malignant neoplasm 

of other parts of uterus

No HCC



Depression Diagnoses – HCC 59
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Documentation must include:
Severity; mild, moderate, severe

Status and episodes; single episode, recurrent or in remission

Major depressive disorder (MDD)
F32.0, MDD single episode, mild 

F33.0, MDD recurrent, mild 

F33.40, MDD recurrent, in remission

F32.9, MDD, single episode, unspecified

F32.A , Depression, unspecified

HCC 59

No HCC



Depression Example
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HCC Opportunities

In order to support code F32.0, documentation must include terms “mild,” “major,” and “single episode.”

Code submitted Code supported

F32.0, Major depressive disorder, single episode, 

mild

HCC 59

F32.A Depression, unspecified

No HCC



The Financial Impact is Significant
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Morbid Obesity (HCC 22) Population Example

*Sampling of 1,000 patients for one condition only

Imagine the impact of 2k, 5k, or 10k patients across multiple chronic conditions



The Compliance Risk is Real – Documentation is key!
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The OIG identified these high-risk groups of HCC Diagnoses in recent reports.

https://oig.hhs.gov/oas/reports/region2/22001009.asp

https://oig.hhs.gov/oas/reports/region2/22001009.asp
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Agenda

Foundational Risk-

Adjustment Concepts

Where to Begin

Initial Steps to Build a Risk-

Adjustment Program

Initial Steps

Accurately interpret your risk-adjusted 

patient data

Anticipate and plan to overcome common 

challenges

Engage the right expertise and leverage 

internal people, processes and tools



Interpreting Population Data
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Interpreting Your Data
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Useful Data Elements:

• RAF Score YTD

• Most Recent AWV Date

• HCC Count

• HCC Recapture Rate

• Recapture Opportunities

• Number of Visits (CY-PY)

Sort/Filter by:

• Payer

• Provider

• Specialty

• Region/Location



Interpreting Patient 
Level Data
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Interpreting 
Provider 
Data
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Interpreting 
Provider Data
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Useful Provider Data:

• Patient attribution (CY-PY)

• AWV gaps

• HCC Change Rate

• RAF Score Compared to Avg.

• HCC Recapture Rate

• Query Response Rate

• Query Agreement Rate



Interpreting 
CDI Program 
Data

UASI |  insight. innovation. impact.

Useful Program Data: 

• Work Status

• HCC Change Rate

• RAF Impact

• HCC Recapture 

Rate (pre and 

post)

• Query Response

• Query Agreement 



Common Challenges, Solutions
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Deciding where to start, consider a pilot at one clinic location

Resourcing the effort, start small (one person)

Deciding what to do, specific RA plan target 1 or 2 conditions

Demonstrating improvement, define success (specific goals)

Staff resources and continuity, temp staff or cross-train

Provider engagement, provide visibility and incentives

Provider burden and competing initiatives, integrate FFS & RA efforts

Member attribution and utilization, process to identify and maintain

EHR imbedded HCC tools presenting too many options, pre-visit review

Provider workflow variation, shadow providers

Provider pick list difficulties, review “favorites”

Tracking CDI program performance, buy/build database tool to track performance metrics

Provider engagement, provider champion and advisor partners

Demonstrating sustained improvement, Incremental HCC recapture rate

Commonly Missed HCCs:

• Diabetes Complications

• Morbid Obesity

• Depression Episode/Severity

• Drug/Alcohol Addiction

• Cancer (current vs. history)

• Transplant Status

• Amputation Status

• Ostomy Status



Best Practices
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People

 Employ experienced OP CDS and HCC coders who are highly skilled and proficient in compliant risk-adjustment coding practices (CCDS-O, CRC 

credentials preferred)

 Train HCC coders side-by-side with clinical CDI staff to learn how to review charts for documentation to support MEAT criteria

Process

 Complete targeted previsit and post visit  chart reviews to identify opportunities for HCC diagnosis capture

 Complete ICD-10-CM diagnosis coding on every encounter – including both acute conditions (to support medical necessity for services provided) 

and chronic conditions impacting care (to support severity of illness, accurate RAF score) 

 OP CDI staff perform pre-visit chart reviews to validate clinical indicators for HCC capture/re-capture

 Intentional/accurate sequencing and linking of diagnosis codes on 1500 claim form (e.g., first code represents reason for the visit, next up to 11 

codes could be conditions addressed during the patient encounter)

 Use of separate work queue to monitor pre and post visit risk-adjusted patient encounters to help ensure compliant diagnosis coding

 Implement an electronic deferral process for second level support prior to releasing to the provider  previsit or to billing post visit

 Ensure chart reviews are compliant, addressing both diagnosis codes to add and/or delete based on supporting clinical documentation



Take Action now
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 Increase your knowledge of HCCs

 Take some initial steps

 Define the problem and priorities

 Obtain stakeholder support

 Use Internal and Payer data

 Set incremental goals

 Invest in people

 Leverage EHR tools

 Engage providers

 Buy or build CDI program tools

 Use multi-disciplinary approach



Resources
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Insert ACDIS introductory white paper (May 2016)

ACDIS CDI Blog “Introducing your outpatient departments to CDI” October 13, 2014. Volume 7, Issue 20 https://acdis.org/articles/introducing-your-
outpatient-departments-cdi

ACDIS CDI Strategies “Q&A: How to get started in outpatient CDI” July 21, 2022. Volume 16, Issue 29. https://acdis.org/articles/qa-how-get-started-
outpatient-cdi

ACDIS Podcast “Outpatient CDI: Prospective chart reviews” November 23, 2021 https://acdis.org/acdis-podcast/outpatient-cdi-prospective-chart-
reviews

ACDIS CDI Strategies “Q&A: Updating the problem list” January 12, 2023. Volume 17, Issue 2. https://acdis.org/articles/qa-updating-problem-list

Watson Monica. Ann Casto, Julie Davis, Mary Stanfill. "Documentation and Coding Practices for Risk Adjustment and Hierarchical Condition Categories." 
Journal of AHIMA 89, no.6 (June 2018): extended online version https://bok.ahima.org/doc?oid=302516#.Yt2_kD3MJaQ

Fee, James. Sonia Trepina, Jennifer Boles, Joel Sparks. “Focus on Population Health CDI Generates ACO Shared Savings.” Journal of AHIMA 90, no. 7 
(Jul-Aug 2019): 14-17. https://bok.ahima.org/doc?oid=302774

Insert ACDIS white paper Oct 2022 on queries

https://acdis.org/articles/introducing-your-outpatient-departments-cdi
https://acdis.org/articles/qa-how-get-started-outpatient-cdi
https://acdis.org/acdis-podcast/outpatient-cdi-prospective-chart-reviews
https://acdis.org/articles/qa-updating-problem-list
https://bok.ahima.org/doc?oid=302516#.Yt2_kD3MJaQ
https://bok.ahima.org/doc?oid=302774


Contacts

Mary H. Stanfill
Vice President, Consulting Services

mstanfill@uasisolutions.com

(513) 477-2544

Carrie A. Horn 
Director Outpatient CDI

Carrie.Horn@BSWHealth.org

Thank you for joining us
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