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A prospective chart review is a process to help physicians prepare for upcoming in-person or virtual patient encounters. 
This review ensures that providers are aware of all conditions that may not have been documented and coded, reducing 
the administrative burden on the physician and providing a more accurate representation of the patients’ disease burden.  
Regular assessment of chronic and complex conditions supports better care coordination and can improve outcomes. 
 
PROCESS  
Prospective chart review begins when a clinician or trained nurse reviews all available clinical information about a patient. 
They identify likely chronic or complex conditions that have not yet been documented and coded this year. Next, they 
communicate these findings to the physician, either by updating the problem list or sending a report before the visit. 
Finally, the physician addresses these conditions during the visit and documents and codes as appropriate.  
 
1. Identify patients for review 
Use the electronic medical record to identify patients with an upcoming Comprehensive Physical Exam (CPE) or Complex 
Care Visit (CCV). A strong program includes all risk-adjusted populations.  
  
2. Perform prospective chart review 
A thorough prospective chart review incorporates clinical information from across care settings for a complete picture of 
patient health. 
 

Source  Review the following and update the problem list or prospective review report to provider 
Prior visit BMI BMI >40 = class III/morbid obesity 

BMI 35-40 with co-morbid conditions = class III/morbid obesity) 
Medication List Conditions for which the patient is currently taking medications 

Population Health 
Tools 

Health risk assessments, in-home assessments, Healthy Planet, or other available tools 

Imaging Advanced imaging, plain films, ultrasounds, and echocardiograms to identify conditions 
that are often found incedentally  

Labs CBC, chemistry panel, rheumatologic panels, cardiology panels, immunology panels, and 
coagulation, for indication of presence or status of common chronic conditions such as 
chronic kidney disease, rheumatoid arthritis, and congestive heart failure 

Specialty Tests Spirometry, stress tests, EKG, and cardiac monitoring to identify common chronic 
conditions, such as COPD, angina, and atrial fibrillation 

Flow Sheets PHQ2 or PHQ9 score to determine if patient meets criteria for major depressive disorder 

Prior visits Issues addressed at prior visits 

In-house specialty Specialty visits such as cardiology, pulmonary, rheumatology, allergy and immunology, and 
behavioral health for chronic conditions commonly managed by these specialties 

Outside Records Specialty or primary care visits in other systems 

Hospital Records Inpatient stays, ER visits, imaging, labs, medications 

Health Plan Coding 
Gap Reports 

Determine if there is evidence to support suspected diagnoses. If not, invalidate and 
submit invalidation to plan. 



 

 

 
3. Document and communicate findings 
After review, update the problem list  

• Remove resolved conditions 
• Update inaccurate or non-specific conditions 
• Incorporate exclusion codes (to exclude from applicable quality measures) 
• Adjust conditions that should be reflected as “history of” 

 
Send a list of possible conditions that warrant further evaluation to the provider to consider for the visit.   
  
4. Physician documentation and coding 
Review the problem list, along with any additional findings from the prospective review, and evaluate conditions during 
the visit. Document any discussion about the conditions reviewed, code as appropriate, and update the problem list.  
 
 
For questions or more information about documentation and coding, email ProviderClinicalConsulting@Premera.com. 
 
Note: Tip sheets are regularly reviewed and revised with pertinent technical updates. 
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