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If you’re reading this, you already know 
how vital Risk Adjustment Factor (RAF) 
scores are to value-based care. They’re 
the foundation for determining 
reimbursement rates, tied directly to 
documented patient conditions and 
predicted healthcare costs.



But here’s the reality: even with this 
knowledge, organizations still face 
challenges when it comes to managing 
RAF scores effectively. Whether it’s 
inflated or deflated scores, inaccuracies in 
documentation can lead to compliance 
risks, unnecessary audits, or lost revenue.



The question isn’t whether RAF scores 
matter—you already know they do. The 
real challenge is ensuring your team has 
the right strategies in place to stay 
compliant and avoid these pitfalls. So, 
how confident are you in your approach 
to risk adjustment?

inherently better—it must accurately 
represent the patient’s true health status.   

Conversely, low RAF scores can also be 
misunderstood. It doesn’t necessarily 
mean poor care or bad documentation; it 
might simply reflect a healthier patient 
population. However, the challenge arises 
when patients with complex health 
conditions are undercoded, leaving vital 
health risks undocumented. This can lead 
to insufficient funding for patient care, 
especially in managed care systems, 
where RAF scores directly influence 
reimbursement rates.



This brings us to a key issue—what 
happens when your metrics deviate too 
much?

RAF scores that deviate significantly from 
expectations, either too high or too low, 
can pose serious regulatory risks and 
operational challenges.

Excessively high RAF scores can trigger 
red flags with regulators such as the 
Centers for Medicare and Medicaid 
Services (CMS) or the Office of Inspector 
General (OIG), often leading to audits or 
deeper scrutiny. Even unintentional 
errors may be interpreted as indicators of 
fraud. The repercussions of inflated RAF 
scores are significant, ranging from 
financial penalties and clawbacks of 
funds to reputational damage for 
healthcare providers.

One of the biggest misconceptions is the 
belief that a higher value always indicates 
better documentation or improved 
compliance. While a high RAF score can 
reflect proper documentation of a 
patient’s complex conditions, it may also 
raise red flags for overcoding or 
misdocumentation in some cases.



Raising the score artificially, whether 
intentionally or not, often means 
documenting conditions that the patient 
doesn’t truly have. This can lead to severe 
compliance risks, including audits and 
penalties. In reality, a high RAF is not

The Most Common 
Misconception About RAF 
Scores

Understanding RAF Score 
Extremes

What Happens When RAF Scores 
Are Too High?
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One of the most common causes is a 
misunderstanding of diagnostic 
guidelines, where clinicians may over-
document certain conditions based on 
outdated or inaccurate assumptions. For 
example, chronic obstructive pulmonary 
disease (COPD) might be documented 
for patients with a long history of 
smoking despite the fact that this is not a 
widely accepted diagnostic guideline, 
leading to inflated scores.



Another common issue is assigning 
diagnoses to justify testing. Clinicians 
may document a condition before 
confirming it through testing, especially if 
a screening code is unavailable. If 
subsequent tests reveal the condition is 
not present, and the diagnosis is not 
retracted, the RAF score remains 
artificially high.



Additionally, some clinicians mistakenly 
redocument acute conditions as chronic 
ones, contributing to inflated scores. For 
instance, a patient who had a heart 
attack or stroke in the past may have that 
event inaccurately documented as an 
ongoing condition year after year.



This practice results in an inflated RAF 
score that does not accurately reflect the 
patient’s current health status, further 
compounding the issue of inflated values 
and increasing the risk of compliance 
violations.

What Happens When RAF 
Scores Are Too Low?

Low RAF scores often result from 
underreporting or incomplete 
documentation of chronic conditions. In

managed care settings, where 
reimbursement is tied to the complexity 
of a patient’s health, these low scores can 
lead to insufficient funding for necessary 
care.



Additionally, underreported RAF scores 
may signal missed opportunities for early 
intervention, which could allow health 
conditions to worsen, resulting in higher 
long-term costs.



It’s crucial to strike the right balance 
between thorough documentation and 
avoiding overdocumentation to ensure 
both compliance and adequate resources 
for patient care.



One of the main contributors to low RAF 
scores is the failure to redocument 
chronic conditions annually. For instance, 
chronic conditions like diabetes or COPD 
may go undocumented if clinicians focus 
only on a patient’s immediate concerns, 
leading to a lower RAF score that doesn’t 
accurately reflect the patient’s true 
health.



Another cause is the hesitancy to 
document new conditions. Primary care 
providers may defer new diagnoses to 
specialists or avoid documenting them 
altogether due to unclear guidelines 
within their organization. This reluctance 
to document can result in underreported 
patient risk and a lower-than-expected 
RAF score.



By addressing these extremes and 
ensuring accurate documentation, 
healthcare organizations can prevent 
regulatory risks, improve compliance, and 
secure appropriate reimbursement for 
patient care.
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Actionable Tips for RAF 
Extremes

Easy-to-Spot Red Flags in 
Documentation

Let’s explore actionable strategies to 
address both scenarios—empowering 
clinicians, coders, and organizations to 
maintain accuracy, improve compliance, 
and deliver better care.

When your values are unexpectedly low, 
it's important to investigate and ensure 
that nothing has been missed in 
documentation. A smart strategy is to 
compare a patient’s current score with 
one from the previous year. For example, 
if a patient had a RAF of 1.3 last year but 
only has a 0.8 this year, it’s worth digging 

Using broad or unspecified diagnosis 
codes can lead to lower RAF scores and 
missed risk-adjustment opportunities. 
For example, documenting “depression”

When your values are higher than 
expected, acting fast to resolve potential 
inaccuracies is essential. One practical 
step is for clinicians to review active 
conditions and ensure they align with the 
patient’s health status. For instance, if a 
patient’s record shows an acute condition 
that should no longer be active, it’s time 
to review and update the 
documentation. 



On the organizational side, involving 
coders or chart reviewers who can dig 
deeper into patient documentation helps 
identify unsupported diagnoses. Once 
issues are identified, clinicians can 
submit corrections to redact mistakenly 
documented conditions. This ensures 
that RAF scores are corrected, reflecting 
the actual health status of patients.

To ensure RAF scores accurately reflect 
patient risk, clinicians must be vigilant 
about potential documentation issues. 
Two major red flags to watch for include:

Managing Suspiciously High RAF 
Scores

Troubleshooting Low RAF Scores

Unspecified or Vague Diagnoses

into their chart to see if chronic 
conditions or previous diagnoses have 
been overlooked.



By targeting these patients and 
reviewing their documentation, you can 
identify undercoding and make the 
necessary updates to reflect their true 
health risks.



Clinicians and scribes play a crucial role in 
this process. This proactive approach to 
documentation can significantly improve 
low RAF scores and, ultimately, your 
organization's financial and compliance 
standing.



To wrap things up, let’s focus on what you 
can do right away.
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Low RAF Scores in High-Risk 
Patients

Next Steps to Ensure 
Compliance

How to Monitor RAF Scores 
Effectively

If a patient with frequent hospitalizations 
or multiple specialists has a surprisingly 
low value, it may indicate that key 
chronic conditions are missing from the 
documentation. RAF depends on annual 
redocumentation, so failing to record 
ongoing conditions each year can 
significantly underrepresent patient risk.



By addressing these documentation 
gaps, clinicians can ensure accurate RAF 
scores, appropriate reimbursement, and 
better patient care.



Paying close attention to unspecified 
diagnoses or surprisingly low scores in 
high-risk patients can help you identify 
and address common documentation 
issues before they escalate.



Beyond spotting red flags, consistent 
monitoring is key. Here’s how you can 
do that effectively.

Even with real-time tools, consistency is 
key. Setting up a regular review schedule 
for documentation is essential to 
maintaining accuracy. Aim for quarterly 
or monthly audits to assess your 
documentation against patient visits and 
conditions. A structured review process 
helps catch any discrepancies, ensuring 
you're always compliant and ready for 
audits.



With the right tools and a well-planned 
review process, you can effectively 
manage your RAF scores and avoid the 
pitfalls of non-compliance. Start 
monitoring smarter today—your future 
self will thank you.



But monitoring alone isn’t enough—what 
actionable steps can you take right now 
to improve your scores?

Here’s how you can effectively stay on top 
of your RAF scores using real-time tools 
and a regular review process:

does not risk adjust, but specifying 
“major depressive disorder, moderate, 
single episode” does. Similarly, conditions 
like kidney disease require accurate 
staging, as higher stages contribute more 
to RAF scores. Clinicians should always 
aim for the most specific diagnosis 
available.

Establish a Regular Review 
Process

Tools like PDAP (HCC Patient Diagnosis 
Assist Platform) can significantly 
streamline your efforts. These 
technologies allow you to track RAF 
scores in real time, alerting you to 
potential issues before they escalate. By 
integrating such tools into your workflow, 
you can identify red flags early, ensuring 
that no critical chronic conditions or 
diagnoses are overlooked. Real-time 
updates give you an edge in quickly 
addressing any discrepancies.

Leverage Real-Time Tools
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Fostering a compliant documentation 
culture within your organization is key for 
ongoing compliance. Make it a priority 
across all teams, from clinicians to 
administrative staff. This means regular 
training, reinforcing best practices, and 
ensuring that clinicians have the tools 
they need to document effectively.



A culture of continuous improvement in 
documentation not only strengthens 
compliance but also improves patient 
care outcomes.

In this section, we’ll explore practical 
steps to embed compliance into your 
organization’s DNA and ensure your team 
is equipped for long-term success.

compliant.



Don’t underestimate the power of a 
strong team and advanced software to 
streamline your documentation process 
and support compliance efforts across 
the board.

Building a Compliant 
Documentation Culture

Investing in the right tools and support 
teams can make all the difference when 
it comes to maintaining compliance. 
Tools like PDAP can help clinicians track 
chronic conditions, ensure screenings are 
completed, and flag potential issues in 
real time. Coupled with dedicated coders 
or scribes to help manage 
documentation workload, these 
resources allow clinicians to focus on 
patient care while ensuring their 
documentation is up-to-date and

Partnering with the Right Tools 
and People

Final Thoughts: Navigate RAF 
Scores with Confidence

Striking the right balance between 
overcoding and undercoding requires a 
proactive approach to documentation 
supported by education, technology, and 
regular review practices. By addressing 
common pitfalls like failing to 
redocument chronic conditions or 
overdocumenting acute ones, healthcare 
organizations can avoid audits, penalties, 
and funding shortfalls.



Leveraging tools like PDAP, fostering a 
compliant documentation culture, and 
maintaining consistent review processes 
empower clinicians to document 
accurately and efficiently. With these 
strategies in place, organizations can 
confidently manage RAF scores, ensuring 
compliance, optimizing reimbursements, 
and ultimately enhancing patient care 
outcomes.



To learn how DoctusTech’s AI-powered 
solutions streamline HCC coding, 
enhance RAF accuracy, and ensure 
compliance, visit doctustech.com.


Need Help Getting Started? DoctusTech is here to guide you 
every step of the way, and our solutions are designed to help 
your organization succeed.
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Checklist for RAF Score Management

Use this checklist as a proactive measure to support transparent 
and effective documentation practices in your practice.

Ensure Accuracy, Compliance, and Transparency in RAF Score Documentation

Check, 

if YES

Area

Patient Data Accuracy

Diagnosis Codes

Documentation 
Completeness

Clinical Review

Coding Accuracy

Audits & Compliance

Key Questions to Consider

 Are all comorbidities correctly documented

 Have chronic conditions been reviewed and 
updated?

 Are ICD-10 codes correctly assigned according to the 
patient's conditions

 Are ICD-10 codes updated to reflect the most 
current guidelines

 Were high-risk acute codes documented only while 
the condition was active?

 Is the clinical documentation thorough for all 
conditions contributing to the RAF score

 Are there any missing or ambiguous entries that 
could impact scoring?

 Has the patient's case been reviewed by a clinical 
team to ensure all conditions are documented

 Is there a system for ongoing review and updates to 
documentation?

 Are codes assigned according to current coding 
guidelines

 Have any unspecified codes been avoided?

 Has the documentation been audited for 
compliance with relevant coding and billing 
standards

 Are there any discrepancies between clinical records 
and coding?
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