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INPATIENT (I PPS) DOCUMENTATION
TIPS FOR PHYSICIANS

Why thishandbook iswritten by aphysician for physi-
cians: Inpatient (MS-DRG) documentation can be significantly
different from Evaluation & Management (E& M) documentation.
Physicians document acute care diagnosis, treatments, patient sta-
tus & progressin the hospital setting. Coders only take the docu-
mented diagnoses and convert them to 5 digit codes (International
Classification of Disease-9 [ICD-9)]) that are submitted for data
processing / reimbursement for servicesrendered. The5digit codes
haveto correlate to explicitly documented words within the medi-
cal record —and be present ‘verbatim’ when the medical record is
reviewed by Auditors. Period. (Thereforealab result isnot adiag-
nosis.) Repeat: Physicians document, Coders code.

This pocket manual ismeant to give you the most up to date
Documentation Hints that will help you to communicate the qual-
ity of carebeing provided to your patients. It canhelp youto docu-
ment the compl ete severity-of-illness, justify the utilization of re-
sources, and demonstrate medical necessity to 39 party payers. This
can/will correlate to better reimbursements and fewer denials—in
both the inpatient and outpatient settings.

Let us hear from you if there are any areas that you would
like addressed in future editions. As you know the rules are modi-
fied at least every year. Our goal isto provide up to date informa-
tionthat isrelevant, and usable, day-to—day inthecommunications
of our practice of medicine.

Email; BibbinsM D@DocuCompL L C.com
Phone (Toll-freg): (866) 227- 4407



I ntroduction

Thishandbook isfor al of usclinicianswho desireto cap-
turethe complete severity of illness, medical necessity aswell as
tojustify the consumption of resourcesin our practices—aswell
asto get paid for all the services that we provide.

Most 3 party payers (including Medicare-which isthe #1
insurance company in the US) have many requirements regard-
ing monitoring quality being provided to patients and non-over-
use of healthcare resources.

Coding Clinic Guidelines and CPT references in this manual
have been reprinted with the permission of theAmerican Hospital
Association and American Medical Association, respectively..
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