PUBLIC HEALTH NURSING & PROFESSIONAL DEVELOPMENT UNIT (PHNPDU)
Clinical Record Review (CRR) Procedure

Purpose:
 
To assure compliance with National Correct Coding Initiatives, clinical best practice guidelines, documentation guidelines and state and federal requirements (i.e., NC Division of Medical Assistance [Medicaid], DPH Consolidated Agreement) and Nursing Practice Scope and Standards.   Patient visits billed using CPT codes 99212 – 99215 and 99201 – 99205 will be reviewed.  This review is provided within the framework of PHNPDU Consultation services.  Each county/agency will be reviewed at least every three years. 

Methods:

Charts are reviewed using a standardized CPT Clinical Record Review Tool which measures the amount of data documented for each component of the visit: chief complaint, history of present illness, historical review of symptoms, past, family and social history, exam components and level of complexity.  The amount of documentation is tallied, and the level of visit computed per the CPT Clinical Record Review Tool.  The level of the visit coded/billed by the agency is then compared to the level of the visit reviewed for agreement by the consultant.  A report is generated for the locals which includes any corrective actions and/or recommendations for improvement.

Definitions:

· Consultation - The action or process of an expert formally providing advice; providing guidance. Consultation is a part of providing technical assistance.
· Technical Assistance (TA) - The process of providing targeted support to an organization.  TA may be delivered in different ways, such as one-on-one consultation, small group facilitation, or web-based support.
· Correctly Coded – correct CPT code was used and agreed with the reviewed code.
· Miscoded – visits that were either over-coded, under-coded, incorrect CPT code was used, and/or minimum documentation was not found to support coding or billing a visit.
· Misbilled – The amount of revenue gained by visits that were not billed but should have been billed; or the revenue lost by refunding visits that were billed but should not have been billed.

Procedure:

1. The need for Clinical Record Review (CRR) may be due to:
a. Consolidated Agreement
b. Request from Agency
c. Technical Assistance
d. Yearly requirements (counties that bill Medicaid must have a review every 3 years)
2. Attempt to coordinate visit with Administrative Consultant

3. Contact agency (nursing supervisor, nurse manager, or DON) via phone or email
a. Verify the county offers services under the Adult Health (AH), Sexually Transmitted Disease (STD) and/or Primary Care (PC) programs 
b. Verify # of providers (MD, Advanced Practice Practitioner [APP]) and in which programs they provide services.  The PHNPDU will not review services provided by ERRNs. 
c. Briefly review process including number of charts (five records/provider, 100% Medicaid patients), specific CPT codes that will be reviewed.  Encourage agency staff to participate in the review process if indicated.
d. Schedule visit and determine arrival time
e. Instruct agency to expect a Notification Letter 
4. Set up and send Outlook Calendar Invitation to agency contact and health director.  Include:
a. Notification Letter 
b. Attach forms agency needs to print or provide screenshot of website location if printing forms from the DPH website, and instruction re: how many to print
5. Call agency contact day before to check in to assure site visit is still feasible.
6. Visit agency
a. Arrive at predetermined time
b. Preconference:
i. Orient to worksite including type of record, computer and internet passwords, IT assistance contact person and number, clinical contact person and number
c. Review records
i. Use CPT Clinical Record Review Tool (audit tool) for each record reviewed. While completing the tool during the review, also record on each tool:
1. CPT Clinical Record Review Tool number (corresponds to CPT Coding and Documentation Review Tracking Form)
2. Patient identifier (medical record number assigned by agency)
3. Date of Service (DOS)
4. Coded/billed CPT code
5. Reviewed CPT code
ii. Use the CPT Coding and Documentation Review Tracking Form to record findings.
iii. Review tool number on tracking form needs to correspond to the number assigned on the CPT Clinical Record Review Tool.
iv. Leave completed CPT Clinical Record Review Tools (which contain PHI) at agency with the clinical contact person. 
d. Exit conference - Can be conducted before leaving agency or via webinar at a later date (agency decision).
i. Discuss CPT Coding and Documentation Review Tracking Form findings/recommendations: Final copy to be provided with Coding Review Consultation Report.
ii. Discuss next steps
1. Plan for technical assistance and consultation related to findings and recommendations
2. CAP timeline, if applicable
3. Schedule follow-up visit, if indicated
7. Deficiencies not related to coding or billing may require a corrective action.  Corrective action in this section is not reported on the PHNPDU Monthly Consultant’s Report.  

These include: 
a) Documentation quality issues including those that relate to documenting practice.
b) NC Nursing Practice Scope and Standards 
c) Agency policies, procedures and standing orders (SO)
d) Medical record documentation policy.
e) Abbreviations policy and list.
8. Deficiencies related to coding or billing that require corrective action include:
a) Absence of policy that states how the agency will correct coding and/or billing errors
b) Under-coded visits
c) Over-coded visits
d) Visits that were not billed but should have been billed 
e) Visits that were billed but should not have been billed
9. Steps for medical record review:
a) Request the agency to pull/identify 5 total Medicaid records for each provider.  If the provider works a combination of clinics, select a sampling from each of the clinics worked.
b) If 3 records reviewed are correctly coded, do not review the other 2 records.
c) If any records are miscoded, review the other 2 records.  If a minimum of 3/5 records are miscoded, then the PHNPDU Consultant will provide information and education on how to correct errors while onsite.  All attempts should be made to educate provider(s) before leaving the agency or soon after the site visit at agency’s convenience.
d) The remediation will then be noted in the PHNPDU Consultant’s report that the errors were corrected and no further follow-up is required. 
e) PHNPDU Consultants will recommend agencies to correct any miscoded visits.
f) Review and verify the agency is following their medical record documentation policy.  Refer to the CMS guidance document for documentation components at: https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf
g) Review and verify agency is following their abbreviations policy and list.
10. High Risk Status Criteria
a.  If all 5 records are miscoded, the agency will be required to submit a corrective action plan (CAP) to the PHNPDU Consultant within 30 days of the site visit.  The CAP is for the provider in question only and the Health Department is placed on a CAP for that provider; and/or  
b. Agency has not closed their previous PHNPDU CAP.
c. CAP reports are to be sent to Angie Murray (angie.murray@dhhs.nc.gov) who will enter CAP information on the CAP spreadsheet which is stored on the share drive at: Admin/Monitoring tracking spreadsheet/Excel Spreadsheet. Copy Phyllis Rocco on all reports (regular and CAP reports) and on emails to Angie Murray.
d. Record CAP on Consultant’s monthly report.
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11. CAP Follow-up – the following options are at the county’s discretion: 
a) Return onsite in 3 – 6 months and review 5 new records from the provider in question.  Follow Steps 7 – 10 based on findings of follow-up; OR
b)  Give the county an opportunity to perform their own internal medical record reviews using DPH record review tools and have them send their results along with their policy/procedures and tools that show they have the capacity to assure Medicaid integrity to their PHNPDU Consultant.  If option b is chosen, remind counties not to email any PHI as anything considered PHI must be encrypted prior to sending.
12. If no improvement is found when following options a or b above, place on a yearly monitoring schedule and require the internal record reviews monthly until correction is achieved.  Assess and offer trainings, resources and assistance as needed to effect positive change in practice.
13. After returning to the office, the following information needs to be sent to the agency within two weeks:
a) Consultant Report
b) Tracking Form 
c) List of Coding Articles (if indicated)
d) Instructions on how to remedy incorrectly coded visits
14. Performance goal: conduct a coding review of assigned counties at least once, every three years. 
Annual Performance Process: 
a) Each county/agency (due to some counties are configured as districts and are reviewed as one entity) will be reviewed at least once, every three years.  In general, this means that each PHNPDU Consultant will be reviewing 1/3 of their assigned counties each year.  Some years/cycles will not equate to an exact 1/3 due to some county health departments are in districts and function as one entity.
b) When completing the annual performance process, report reviews completed in the previous calendar year for the current fiscal year of the annual performance cycle.  For example, counties reviewed in the calendar year 2016, will be reported as a part of the annual performance process under the 16/17 fiscal year.
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