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Years ago, documentation was not submitted to Medicare or other payers.  The chances of 
a medical record becoming a legal document in a malpractice case was minimal. Most 
client records were only seen by the provider and their staff.  No standards existed for 
client records/documentation.  These times have changed significantly.  Documentation is 
not only required but critical for evidence of care for reviews, audits and malpractice.  It is 
also an integral part of the continuity of care with other providers. 
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The medical record has become the vital determining factor when assessing what is medically reasonable and necessary.

Medical Necessity Check

1. Does the record show a patient complaint that is consistent with an injury or condition? If a complaint is treated due 
to provider philosophy or technique or as part of a routine, then the care might not be considered medically 
necessary.

2. Are there objectives findings which explain the subjective complaint? Is treating the condition within the provider’s 
scope of practice?

3. Is the selected case management and treatment appropriate for the diagnosis and phase of the condition? For 
example, care for the same diagnosis might vary between two patients based on gender, age, comorbidities, etc. Are 
there specific measurable goals?

4. Is there documented progress based on a care plan? The plan should include specific measurable goals. Medical 
necessity is not presented if patient complaints and objective findings remain the same over long periods. 
Improvement must be noted over time.

The four elements of medical necessity 
1. Complaint
2. Explanation
3. Appropriate Treatment and
4. Progress
These can be applied to each and every procedure code billed on a claim. If all four elements are met, the service is likely 
to be deemed medically necessary.
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One of the biggest problems providers face when audited is the many services are deemed not medically 
necessary and are routinely denied. Much of the proof falls back on the medical record. Here are some 
specific situations as they relate to audits:

Unnecessary diagnostic testing. The need  for any diagnostic testing must be substantiated in the 
documentation. The rationale for ordering the test should be based on the provider’s inability to establish a 
diagnosis to a reasonable degree of clinical certainty without the test results.

Unnecessary services. It is inappropriate to bill for procedures for parts of the body that are not associated 
with the patient’s complaint, presenting problem or those found through objective measures. Be aware of 
individual payer policies of what they consider necessary.

Unjustified frequency of treatment. This is an issue when there is little or no documented clinical assessment 
of the patient’s progress that would require the billing for such services. Essential and required information 
should be in the daily notes. If progress has not been noticed, there should be a referral for further testing 
and evaluation.

Routine Services. Another issue is billing for services which are performed on a routine basis as opposed to 
clearly establishing and supporting medical necessity per third-party billing requirements. When these types 
of services do not meet coverage guidelines, they are easily identified when evaluation provider claims.
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Note: If Medicare pays the claim and Medicaid is only paying co-insurance and/or the 
deductible, those claims don’t count towards the threshold.
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