
Pediatric Resident  
Handbook for 

CDI/UM



1

TABLE OF CONTENTS

Introduction ...............................................................3

Cardiology .................................................................9

Endocrine and Metabolic .......................................15

Gastroenterology/Dietary ......................................19

General Pediatrics ...................................................27

Hematology/Oncology ..........................................39

Infectious Disease ...................................................47

Nephrology ..............................................................59

Neurology ................................................................65

Pulmonary ................................................................75

Rheumatology .........................................................83

Utilization .................................................................85



2



IN
TR

O
DU

CT
IO

N
IN

TR
O

DU
CT

IO
N

Introduction



3

Introduction

Congratulations on all your hard work! You’ve 
graduated medical school and have been 
accepted to your residency program! Now it’s on 
to the next phase of your medical education, your 
residency. The attending physicians, physician 
extenders, nurses, pharmacists, dieticians, 
therapists and other staff members of Wolfson 
Children’s Hospital welcome you to our hospital 
and our goal is to provide you with an exceptional 
education in the medical care of ill and injured 
children and families. The next few years will be 
fun and challenging, as you learn the skills needed 
to ensure your professional success. 

Clinical Documentation 

Patient care is always your highest priority. 
However, learning accurate and complete 
documentation helps ensure the success of 
both you and the institutions associated with 
your medical career. Complete and accurate 
documentation in the electronic medical record 
ensures quality and consistency in patient care. 
Good documentation decreases errors and 
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improves outcomes. Good documentation helps 
consultants when they are trying to help you with 
your patient. Good documentation protects you in 
the event of litigation. In addition, documentation 
of care provided is how physicians and hospitals 
are paid for their services. Your documentation 
directly impacts the ability of Wolfson Children’s 
Hospital to serve the children of this region. Take 
the time to learn how to document as completely 
and specifically as possible. 

This manual is provided to help you learn how 
to best document your patient’s condition within 
the EMR. ICD-10 (International Classification of 
Diseases edition 10) is constantly adding and 
redefining diagnoses and this handbook will 
endeavor to evolve paralleling those changes. 
This handbook is the most comprehensive 
resource that you have to help you learn the art of 
documentation for the pediatric patient. 

For many of you, this will be your first exposure 
to Clinical Documentation Integrity (CDI) and CDI 
specialists (CDIS). CDIS will round with you in the 
intensive care units and on general pediatrics. In 
addition to your clinical attendings, CDIs are there 
to help educate you on how to best document 
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patient care in the EMR. Take advantage of our 
expertise, and ask us questions when you need 
clarity. Documentation of care complements the 
care that you provide. One does not exist without 
the other. The quality of your documentation is a 
reflection on you, as a physician and the hospital 
in which you work. Take the time to be thorough, 
complete and professional.

Utilization Management 

It would seem that choosing the correct status 
for your patient to be admitted under would be a 
simple process. In fact, it is far more complicated 
than one would ever imagine. There are different 
criteria utilized by different insurance companies 
and Centers for Medicare and Medicaid Services 
(CMS) to help determine the correct status for 
a patient in the hospital. Every hospital has a 
utilization department dedicated to making sure 
the patient is placed under the correct status in 
order to have the hospital properly reimbursed 
for the care provided. Our goal is not to teach you 
how to be a utilization manager, but to provide a 
foundation of information on which to base your 
decision in choosing the appropriate status for 
your patient.
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General rules for determining the correct 
status for your patient.

If your patient is ill and requires treatment in the 
hospital for a few days, the decision, for the most 
part, is straightforward and the patient should be 
placed under inpatient status. However, for the 
patient that may only require hospital services 
for 1-2 days the decision becomes more difficult. 
Observation is a decision. The decision point is: 
“Should I admit the patient to the hospital for 
ongoing treatment or should I send them home 
after observing them for a while (and possibly 
providing some treatment).” As opposed to the 
“Two Midnight Rule” in the adult world, there is 
no specified time limitation or specific verbiage for 
the delineation of outpatient (observation) versus 
inpatient services for pediatrics. 

However, a hospital admission that is less 
than 24 hours in duration would be difficult to 
justify as an inpatient stay (unless there was a 
significant intensity of services provided, such as 
a diabetic patient in the ICU). Conversely, most 
hospitalizations lasting > 72 hours should have 
a clearly documented reason for the patient to 
require inpatient services, or have a specifically 
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documented need for ongoing observation. 
The time period between 24 and 48-72 hours 
of hospitalization, unfortunately, is the duration 
of stay for many pediatric patients. If it is clear 
on admission (and admission documentation) 
that the patient is ill and the assumption is that 
the patient will need at least 48 hours of care, 
make their status – inpatient. If the patient who 
is being admitted to the hospital will be going 
home the same or the following day and will not 
require significant services, place the patient in 
observation status. If you are unsure, err on the 
side of placing the patient under inpatient status. 
If a patient who is admitted under observation 
status should worsen and will require additional 
and ongoing services, that patient should have 
their status changed to inpatient at that time. 
Once a patient meets inpatient criteria, they 
will stay under this designation throughout that 
hospital stay, although the intensity of services 
provided may decrease as the patient improves. 

This handbook has the Utilization Management 
teaching points in red print and the 
Documentation teaching tips in black print to help 
delineate between the two related, but separate 
disciplines. 
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Congratulations on becoming part of our family 
here at Wolfson Children’s Hospital. We hope your 
time with us will be personally, educationally and 
professionally fulfilling.

Jerry Bridgham MD, FAAP, Chief Medical Officer, 
Wolfson Children’s Hospital

J. Douglas Campbell MD, FAAP, MHA
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Cardiology 

Definition of Heart Failure at Wolfson Children’s 
Hospital

Heart failure – The inability of the heart to meet 
the metabolic demands of the patient. Heart 
failure can be congenital or acquired in nature and 
should be further specified as to acuity: (acute, 
chronic or acute on chronic) and phase (systolic, 
diastolic or combined).

Criteria for Heart Failure:

1. Clinical Criteria – Stage II or greater of the 
modified Ross Criteria for pediatric heart failure  

A. Infants – diaphoresis or dyspnea with 
feedings secondary to cardiac disease   

B. Older children – dyspnea on exertion 
secondary to cardiac disease

2. Pharmacologic Criteria – The need for 
medications in attempt to improve cardiac 
function.               
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A. Medications that decrease preload, 
such as Lasix

B. Medications that increase cardiac 
contractility – such as digoxin, 
dobutamine epinephrine milrinone 

C. Medications that decrease afterload, 
such as ace inhibitors and beta blockers  

D. Antiarrhythmic medication, such as 
Sotolol, beta blockers, amiodarone   

E. Inhibitors of maladaptive remodeling, 
such as carvedilol, aldactone

3. Echocardiographic Criteria – Left ventricular 
ejection fraction < 55% secondary to a cardiac 
etiology with signs of decreased cardiac output

4. Laboratory Criteria – 

A. BNP – brain natriuretic peptide                

1. A BNP value of > 300pg/ml can 
be utilized to help diagnose acute 
heart failure in patients that are 
not known cardiac patients on 
initial presentation with signs and 
symptoms consistent with acute 
cardiac disease. 
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2. If known cardiac patient with an 
established and elevated BNP’s that 
require pharmacotherapy for their 
chronic cardiac disease / chronic 
cardiac failure, have an increase of 
> 20% over their baseline BNP level 
requiring an intervention, will be 
classified as acute on chronic heart 
failure      

B. Elevated serum lactate > 2.0 mmol/L felt 
secondary to cardiac dysfunction 

Document signs of heart failure if present on 
your physical examination: dyspnea, JVD, rales, 
arrhythmias, hepatomegaly, peripheral edema…                 

Patients admitted with acute heart failure should 
be admitted under inpatient status. Failure 
should be confirmed with imaging

Cardiomyopathy – Document as dilated/
congestive or obstructive

Hypertension – Document etiology if known 
(idiopathic/essential, renal, medication…)

Hypertensive urgency – An acute severe elevation 
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in BP without life-threatening symptoms or 
evidence of acute target-organ damage describes 
hypertensive urgency

Hypertensive emergency – An acute severe 
symptomatic elevation in BP with evidence 
of potentially life-threatening symptoms 
or target-organ damage (i.e., hypertensive 
encephalopathy, heart failure or renal disease) 
defines a hypertensive emergency. BPs are 
commonly elevated far above the level of stage 
2 hypertension. Patients with a hypertensive 
emergency warrant rapid assessment to exclude 
conditions that might alter BP management, 
followed by emergency administration of 
intravenous (IV) antihypertensive agents to rapidly 
lower BP.

Patients admitted with hypertensive urgency or 
emergency should be admitted under inpatient 
status (To meet inpatient criteria, patients should 
receive an antihypertensive medication and have 
their BP measured at least every 4 hours.)
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Systolic blood pressure
> 120 (age ≤ 12 mos
> 130 (age > 1−3 yrs) 
> 150 (age > 3−12 yrs) 
> 180 (age > 12−18 yrs

Diastolic blood pressure
> 90 (age ≤ 3 yrs) 
> 100 (age > 3−12 yrs) 
> 110 (age > 12−18 yrs)

Pulmonary hypertension – Document if primary or 
secondary, and if associated with heart failure.

Arrythmias/Dysrhythmia 

Arrhythmias/dysrhythmias – When documenting 
arrhythmias, include the following:            

1. Location – Atrial, ventricular, supraventricular, 
etc.                 

2. Rhythm name – Flutter, fibrillation, long QT 
syndrome, sick sinus syndrome, etc.

3. Acuity – Acute, chronic, acute on chronic

4. Etiology – Hyperkalemia, hypertension, alcohol 
consumption, digoxin, amiodarone, verapamil 
HCl
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Syncope – Admit patient under observation 
status unless syncope is suspected to be cardiac 
in origin. If cardiac in origin, admit as inpatient 
and the patient must have one of the following 
findings: abnormal cardiac auscultation, 
abnormal ECG, family history of sudden cardiac 
death, known cardiac abnormality, palpitations 
prior to syncopal episode or syncope during 
exertion or while supine. For inpatient 
status, the patient must have continuous 
cardiopulmonary monitoring and an ECG and 
echocardiogram should be performed.
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Endocrine and Metabolic

List the specific disorder, disease, defect, 
deficiency or syndrome.

Identify any underlying condition (i.e. feeding 
difficulties, malnutrition…)

Specify the significance of abnormal laboratory 
findings.

Document disorders as being congenital, 
hereditary, primary, idiopathic, secondary, CO, and 
familial when applicable (i.e. hypopituitarism).

Hypothyroidism – Document as to congenital or 
acquired. If known, further define with or without 
goiter.

Diabetes mellitus – Specify type (i.e. type I or type 
II). Document compliance with diabetes regimen. 
Document if well or poorly controlled). If the 
diabetes is secondary, document the underlying 
condition, drug, or chemical responsible for 
secondary diabetes (i.e. steroid-induced, cystic 
fibrosis…) This is not diabetes type I or II so 
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document diabetes secondary to (entity) causing 
the diabetes.

Document as with/without ketoacidosis and with/ 
without coma.        

If the patient has altered mental status 
secondary to ketoacidosis, document metabolic 
encephalopathy (with or without cerebral edema) 
as this is not inherent to the diagnosis of DKA.

Document any episodes of hypoglycemia, insulin 
initiation or adjustment and diabetic education. 
DKA documentation should include ABG, ketones 
or Beta−hydroxybuterate, and serum HCO3.

Patients admitted with DKA or with new onset 
diabetes should be admitted under inpatient 
status. (Electrolytes should be monitored at 
least 3x in first 24 hr) 

Diabetic patients with fasting blood sugar 
over 180 and inability to adhere to prescribed 
regimen should be placed as inpatient. Patients 
with diabetes admitted for hyperglycemia 
without ketoacidosis should be placed under 
observation status. 
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Hypoglycemia – Document etiology, if known. 
If patient has an altered mental status or coma 
secondary to hypoglycemia, this should be 
documented with the appropriate linkage 
(hypoglycemia and, coma secondary to 
hypoglycemia from drug ingestion). Document if the 
hypoglycemia is a complication to diabetes mellitus 
or treatment of diabetes mellitus. In addition, 
document if the hypoglycemia is secondary to 
hyperinsulinemia or anorexia/dehydration.

Patients with transient hypoglycemia secondary 
to an identified etiology should be admitted 
under observation status. Patients admitted 
with hypoglycemia of unknown etiology and 
who require IV fluids and frequent glucose 
measurements should be admitted under 
inpatient status.

Clarify any cause and effect relationship between 
diabetes and other conditions felt secondary to 
the patient’s diabetes (i.e. renovascular disease, 
peripheral vascular disease, gastroparesis other…) 
Always document kids who are noncompliant with 
diabetes treatment resulting in admission. This may 
assist when patients are noncompliant requiring 
frequent hospitalizations
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Adrenal insufficiency – Document as if primary 
or secondary disorder. If adrenal insufficiency is a 
secondary disorder, identify etiology if known (i.e. 
drug induced, postprocedural)

Diabetes Insipidus – Consider when: 

1. Urine Sg < 1.010 

2. UOP > 5cc/kg/hr

3. Serum Na+ > 145 or <130

Document as central or nephrogenic and the 
etiology if known (i.e. central DI secondary 
to neurosurgery). Document the associated 
hyponatremia or hypernatremia as a side effect of 
the DDAVP treatment for DI.

SIADH – Consider when:

1. Hyponatremia

2. Hypoosmolarity

3. Una+ > 40 mEq/l 

4. UOsm > 100mosmol/kg

Document etiology if known (i.e. SIADH secondary 
to pneumonia, chemotherapy, other…) 
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Gastroenterology/Nutrition 

Malnutrition – Regard dieticians note, (look in 
forms or nutritional assessment in ClinDoc) and 
include their assessment in your documentation 
if you agree with the dieticians assessment. 
Dietician’s assessment utilizes ASPEN criteria. 
Document as mild, moderate or severe protein 
calorie malnutrition. If patient meets criteria for 
malnutrition (mild, moderate or severe), document 
“Malnutrition (and degree of malnutrition)” 
instead of “Failure To Thrive”

Malnutrition/FTT – If the patient meets criteria 
for moderate or severe malnutrition, or abuse/
neglect or deprivation suspected, place 
under inpatient status. Must do – nutrition 
assessment, monitor I&O, daily weight, 
observation and documentation of feeding 
pattern. Patients with feeding issues, or who 
do not meet criteria for severe or moderate 
malnutrition, should be admitted under 
observation.

Ingested foreign body – Document location and 
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type of foreign body. Button batteries – need 
to document with or without esophageal injury 
(or other location). Document damage from 
ingestion, (i.e., erosion of esophagus, esophageal 
perforation…)

Ingested foreign body – admit as observation, 
even if requires endoscopy, unless there are 
complicating factors such as button battery 
with prolonged impaction which can be placed 
as an inpatient. 

Pancreatitis – Document as acute/chronic and 
etiology, if known (familial, post traumatic, 
medication, gallstone, idiopathic, other). Is 
the pancreatitis associated (secondary to) with 
gallstones, trauma or biliary tract dysfunction? If so 
document the etiology if known. 

Patients with pancreatitis requiring IV fluids, 
serial laboratory testing and pain medication 
should be admitted as an inpatient. 

Gastritis – Document as acute or chronic and: 

1. Etiology if known

2. Is the gastritis associated with bleeding (or not) 
and/or an ulcer (or not)? If so document as such. 
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Gastroparesis – Document etiology, if known. 
Is patient is on prokinetic agent (reglan, 
azithromycin)? Document if the gastroparesis is a 
sequellae of long term insulin noncompliance?

Cholecystitis – Document as acute or chronic. 
Document if there is associated cholelithiasis or 
choledocholithiasis. 

Acute cholecystitis requiring intravenous fluids 
and antibiotics should be admitted as an 
inpatient.

TPN cholestasis – Document on infant/child on 
long term TPN with a conjugated bilirubin level 
2.0mg/dl or greater.

Transaminitis – Document in patients with elevated 
hepatic transaminases. Document etiology, if 
known (hepatitis, medication, celiac disease, 
chemotherapy, other). 

Jaundice of newborn – Document as conjugated 
or unconjugated and etiology, if known (ABO 
isoimmunization, hemolysis, breast milk, breast 
feeding, prematurity, biliary atresia). 

Crohn’s Disease – Document location of disease 
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involvement (small intestine, large intestine, both). 
Document if there are associated fistula, strictures, 
abscesses, obstruction or bleeding). Is there some 
degree of malnutrition? Does the patient have 
chronic anemia, secondary to their disease? (If 
so, document malnutrition/anemia secondary to 
Crohn’s disease. 

Ulcerative Colitis – Document location, 
associated complications such as: abscess, fistula, 
obstruction, rectal bleeding, malnutrition and 
chronic anemia.

Children admitted with an acute on chronic 
flare of their inflammatory bowel disease 
requiring intravenous antibiotics, intravenous 
antibiotics or parenteral nutrition should be 
admitted under inpatient status.

Constipation – Document the number of days 
since last bowel movement. Does patient have a 
fecal impaction? If known, document the specific 
type of constipation, (i.e., slow transit, chronic 
idiopathic, drug induced, psychogenic, outlet 
dysfunction, functional, other…)
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If patient documented to have > 7 days with 
no bowel movement and has failed outpatient 
therapy with laxatives or if the patient has a 
fecal impaction, may admit as inpatient. If < 
7 days without BM, or there was no use out 
laxatives, or no fecal impaction, admit under 
observation status.

GI bleed – Document location (or suspected 
location), if possible. Document the acuity, 
(acute, chronic, or acute on chronic). Is there an 
associated anemia felt secondary to the intestinal 
bleed? Is this an acute blood loss anemia? If so, 
document acute blood loss anemia secondary to 
gastrointestinal bleed of…? Is there an associated 
gastric ulcer? Is there an associated intestinal tract 
perforation? 

Admit patients with acute gastrointestinal 
bleeding as an inpatient.

Hepatitis – Document acuity (chronic or acute) 
and specific etiology, if known (CMV, EBV, 
drugs, type A, B, C). Also, document if there is 
hepatic encephalopathy, coma or hepatic failure 
associated with the hepatitis. 
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Abdominal pain – Identify the regional quadrant 
of the abdomen with symptom resides. Document 
etiology of the abdominal pain, if known. 
Document the quadrant, the quality of the pain, 
consistency of the pain and what brings relief. 

Abdominal pain without etiology – admit as 
observation. With specific etiology such as 
pancreatitis or cholecystitis, admit as inpatient.

Gastroesophageal reflux (GER) vs. gastro-
esophageal reflux disease (GERD) – If the patient 
is symptomatic and medical treatment is provided, 
document as gastroesophageal reflux disease. 
Is there an associated esophagitis? Is there 
eosinophilic esophagitis?

Gastroenteritis – Acute gastroenteritis is a 
common reason for a child to be admitted 
to the hospital. Gastroenteritis involves both 
gastritis and enteritis (upper and lower GI 
symptoms, commonly vomiting and diarrhea). 
Most gastroenteritis is acute in nature and viral 
in etiology. Gastroenteritis can be associated 
with dehydration, metabolic acidosis and 
associated named electrolyte abnormalities.                          
Documentation of gastroenteritis should 
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include: acuity (usually acute), and etiology 
(most can be presumed viral). Is there associated 
dehydration? Can the dehydration be graded 
as to: mild, moderate or severe? Document the 
etiology of the diarrhea, if known (i.e. “acute 
gastroenteritis secondary to Clostridium difficile”, 
“acute EPEC gastroenteritis”, & “acute viral 
gastroenteritis”). Most gastroenteritis in children 
can be documented as “presumed acute viral 
gastroenteritis.”

Documentation – If dehydrated >2 (absent tears, 
delayed capillary refill, dry mucous membranes, 
listlessness or lethargy); metabolic acidosis if 
present; presumed or known etiology. 

Enteritis – Document acute infectious enteritis 
if there is no upper intestinal component of the 
child’s disease. Document etiology, if known (i.e. 
“acute c. diff enteritis” and “acute salmonella 
enteritis.”

Gastroenteritis/enteritis – inpatient – if 
unresponsive to oral rehydration therapy; 
requires ongoing IV fluids not just bolus in ED; 
oliguria.
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General Pediatrics 

General Principles of Documentation

All conditions that are monitored, treated or 
evaluated should be documented in EMR. 

“History of” – If the patient either has the disorder 
or is currently being treated for the disorder they 
do not have a “history of” the disorder/diagnosis, 
they actually have the diagnosis/disorder. This is 
important for documentation as we cannot code 
a “history of” but can if the condition actually 
exists. For example, it’s not a “History of Down 
Syndrome” but instead, the patient has Down 
syndrome. If you are treating the patient with 
Flovent for mild persistent asthma, they don’t 
have a “history of mild persistent asthma” they 
have mild persistent asthma which should be 
appropriately documented as such. 

The patient needs to look as sick in the EMR as 
they do in the bed. Paint a picture utilizing your 
documentation. 
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Note laterality – State: right, left or bilateral. If 
there are multiple locations involved, document all 
in the EMR.

Use Strong Words – When a condition is being 
treated, but there is no confirmatory evidence, 
utilize the verbiage (presumed, suspected, 
probable or likely). Avoid weak words (possible, 
consider, consistent with, suspicious for). (ie. 
Cellulitis of left lower leg presumed secondary to 
Staph…) This is important as coding can utilize 
diagnoses if associated with a strong word, but 
cannot code the disorder if it is associated with 
a weak word. Learn at least one strong word and 
utilize that. Avoid use of the all the weak words, if 
possible. 

Note acuity - Is the disease process being 
treated, an acute one, a chronic disease or an 
acute worsening of a chronic disease (acute 
on chronic…). Most children admitted to the 
children’s hospital have an acute condition, and 
this acuity should be documented in the EMR. If 
a patient has a significant worsening of a chronic 
condition requiring additional evaluation or 
therapy, document “acute on chronic…” Lack 
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of the word “acute” may result in a code for a 
chronic condition by coding rules.

Copy and paste – This can be a useful tool, 
however all information copied and pasted should 
have that information annotated as to where and 
when it was copied and pasted from. You should 
document something in each note that shows you 
were there that day. Payers have been known to 
refuse to reimburse if they feel there was no care 
provided that day and their primary evidence is 
a copied and pasted note without changes or 
without an indication that the patient received 
treatment on that particular day. 

Present on Admission – If a condition (or 
indwelling device) is documented in the H&P, 
it is assumed to be present on admission 
(POA). If a condition that was present on 
admission is documented after the initial H&P, 
it will be assumed to have occurred during the 
hospitalization. If this is not the case, please 
document that the condition/diagnosis was 
present on admission. (i.e. An 18 month old 
child admitted with fever and unknown etiology 
and placed on IV antibiotics, 2 days later the BC 
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drawn on admission grows enterococcus – the 
documentation should reflect that this condition, 
bacteremia secondary to enterococcus present on 
admission…) 

Many patients are initially treated in the ED – 
regard the ED note. How did the child look on 
initial presentation? Include this information 
when you are doing your documentation. For 
example a patient presenting with hypovolemic 
shock, secondary to dehydration from acute viral 
gastroenteritis. In the ED the patient might be 
successfully fluid resuscitated and not be in shock 
when transferred to the floor, but the diagnosis 
of hypovolemic shock, secondary to dehydration 
from acute viral gastroenteritis, should be included 
in the H&P. 

If the patient was treated in the ICU – regard 
their documentation and make sure to include all 
diagnoses in discharge summary. (i.e. A patient 
treated in ICU for acute hypoxic respiratory failure, 
secondary to RSV bronchiolitis, still needs to have 
that specific diagnosis included in the patient’s 
eventual discharge summary even though you did 
not treat that specific diagnosis on the floor.) 
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Link drugs with diagnoses – If you are ordering a 
medication, there is most likely a disease entity 
associated with the need to give that particular 
medication. For example, a patient with moderate 
persistent asthma on Advair is admitted for 
cellulitis. You will still order the patient their Advair 
so you are still treating the patient’s moderate 
persistent asthma, which should be included in 
your current documentation not just in the past 
medical history.

Coding cannot be done from laboratory, 
microbiologic or radiologic reports — must be 
in MD documentation (can copy and paste the 
radiology report into note rather than describing 
the findings in the report. However, here you 
should document “Agree with above MRI/CT/
Xray” in the EMR directly below the copy and 
pasted report. NEVER just document “RSV+”. 
That is a only lab result. Instead, document acute 
RSV bronchiolitis” or “RSV pneumonia”. Link the 
lab result with the disease process.

General Pediatrics - 

General Appearance – Describe the child’s general 
appearance. Use terms such as “ill appearing” 
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or “well appearing”. If the patient is in distress 
or has difficulty breathing, that also should be 
documented. The term “no acute distress” 
although commonly utilized, is very subjective and 
non-specific. Avoid using “No acute distress” as 
verbiage in a note when the patient is actually ill. 
If the patient is not ill, why are they in the hospital 
and can the hospitalization be justified?  

Child Abuse – best documentation practice – do 
not document non-accidental trauma (NAT) if child 
abuse is present. Define child abuse as either: 
suspected; confirmed or ruled out. Document 
specific injuries. You should document “physical 
child abuse” or “child neglect” and document if it 
is: suspected, confirmed or ruled out. 

Physical child abuse or child neglect – If injuries 
are sustained (fracture, burn, head trauma, 
vagina trauma or infection), or severe or 
moderate malnutrition is identified, the patient 
should be placed under inpatient status. For 
malnutrition, you will need nutrition consult to 
define malnutrition as moderate or severe. 



33

 If malnutrition exists, document, daily weight, 
intake and output and document observed 
feeding pattern. 

Electrolyte abnormalities – Document 
specific abnormality and treatment. Do not 
say low or high when referring to electrolyte 
abnormalities (the patient’s K+ was low will 
need oral supplementation.) Utilize appropriate 
medical terminology – hypo or hyper (patient 
with hypokalemia requiring oral potassium 
supplementation). 

Diabetes Insipidus – Consider when:

1. Urine Sg < 1.010

2. UOP > 5cc/kg/hr

3. Serum Na+ > 145

4. Serum osmolarity < 300

Document as central or nephrogenic and the 
etiology, if known (i.e. central DI secondary to 
neurosurgery)
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Specific electrolyte abnormalities that meet 
inpatient admission criteria: (abnormality must 
be symptomatic or patient needs to receive serial 
monitoring or treatment).

Hypercalcemia – Calcium > 12.1mg/dl (polyuria, 
constipation, AMS, HA, abdominal pain…)

Hypocalcemia Calcuim < 7.4mg.dl (muscle 
cramps, spasms, muscle weakness, twitching, 
Sz…)

Hyperkalemia – Potassium > 6mg/dl (nausea, 
muscle weakness, tingling sensations…)

Hypokalemia less than 2.5mg/dl (weakness, 
fatigue, palpitations, muscle aches, cramps, 
spasms…) 

Hypomagnesium – Magnesium < 1.5mg/dl 
(muscle weakness, tremors, SZ, paresthesias…)

Hypernatremia – Sodium > 151mg/dl (hyper 
reflexia, AMS, muscle weakness, restlessness…) 

Hyponatremia – Sodium 120-129mg/dl (HA, Sz, 
AMS, muscle weakness or nausea…)



35

Hypophosphatemia Phosphate 1-1.4mg/
dl (muscle dysfunction, weakness, difficulty 
breathing…)

Ingestions – Document if accidental or intentional 
and document what substance ingested. 
Document any sequellae of that suicide attempt 
– “toxic encephalopathy secondary to opioid 
overdose/suicide attempt”. 

The majority of ingestions can be placed under 
observation status. However, place patient 
under inpatient status if the patient has one or 
more of the following:                 

1. Patient requires specific therapies such as 
Mucomyst for acetaminophen overdose   

2. Persistent mental status changes (agitation, 
lethargy, disorientation)

3. The need for ongoing intravenous fluids.                         

4. Ongoing supplemental oxygen with 
monitoring 

Decubitus Ulcers – Perform skin surveillance 
of patient’s entire body on admission during 
H&P, especially in an immobile child. Pressure 
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areas need to be graded – use the wound care 
note in Form Browser in ClinDoc’s in Cerner 
to get information to assist with your own 
documentation. If a decubitus ulcer is present 
on admission, this must be documented as 
to location and depth in the H & P. If not 
documented in the H&P, the decubitus may be 
regarded as a hospital-acquired condition (HAC) 
and this is reported to the Joint Commission on 
Hospital Accreditation and negatively impacts the 
hospital’s rating.

Stage 1 – non-blanching redness without the 
presence of a wound                               

Stage 2 – injury extends beyond epidermis to 
dermis

Stage 3 – involves full thickness skin injury with 
exposed adipose tissue 

Stage 4 – full thickness skin injury with exposed 
muscle, fascia, tendon, bone

Scoliosis – Need to document type (congenital, 
adolescent, juvenile, idiopathic, neuromuscular, 
other) and anatomic involvement (cervical, cervico-
thoracic, thoracic, thoraco-lumbar, lumbar, lumbo-
sacral). 
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For dehydration – Should document 2/4 of: 
absent tears, delayed capillary refill, dry mucous 
membranes, listlessness or lethargy. Were any 
of these documented in ED? Document the 
presumed etiology of the dehydration. Document 
the need for oral rehydration therapy or 
intravenous fluids.

Review each admission for their nutritional status 
– malnutrition or obesity/extreme obesity must 
be documented and addressed when present on 
admission.
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Hematology/Oncology

Anemia – document If acute or chronic. If known, 
doc. etiology if known (sickle cell disease, aplastic, 
hemolytic, nutritional, blood loss, drug induced (ie. 
Chemotherapy), iron deficiency, chronic disease).

Address each cell line affected (red blood cells, 
white blood cells, platelets). Document anemia, 
thrombocytopenia, leukopenia and neutropenia. 
Document the etiology of the cell line abnormality 
if known, (i.e. thrombocytopenia secondary to ITP; 
neutropenia secondary to chemotherapy); if all 
cell lines are affected, document pancytopenia. 
When the etiology of the pancytopenia is known, 
document that also (i.e. pancytopenia secondary 
to aplastic anemia; pancytopenia secondary to 
chemotherapy…).

Sickle Cell Disease – does the patient also have:  
Document all associated conditions. (Anemia is 
inherent in sickle cell anemia)

1. Acute chest syndrome – (fever and/or 
respiratory symptoms and a new density  
on CXR). If suspect concomitant pneumonia, 
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document this as pneumonia is not inherent 
to acute chest syndrome (ie. acute chest 
syndrome with presumed acute bacterial 
pneumonia).

2. Acute vaso-occlusive crisis – document 
location(s) with VOC

3. Splenic sequestration – rapidly enlarging 
spleen and a marked decrease in hemoglobin 
or platelets secondary to the sequestration

Patient’s admitted with acute chest syndrome, 
vaso-occlusive crisis or splenic sequestration 
should be placed under inpatient status.

Sickle cell patients admitted with a vaso-
occlusive pain crisis requiring IV pain 
medication, but without fever and no need for 
antibiotics should be placed under observation 
status.

Bleeding abnormalities – coagulopathy vs DIC  
Document etiology if known (sepsis, trauma, 
intravascular hemolysis, malignancy, others)

Laboratory abnormalities associated with DIC 
(elevated – FDP’s, D-dimer; reduced – plts, 
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fibrinogen, factors 5 & 8; prolonged – PTT, TT, 
PT). Suspect DIC with platelet consumption and 
prolonged bleeding time. Document the etiology 
of the DIC if known. (i.e. DIC secondary to sepsis)

DIC - ISTH (International Society on Thrombosis 
and Hemostasis) 

DIC scoring system (use in patients who have an 
underlying disorder known to be associated with 
DIC)

> 5 compatible with overt DIC  
(< 5 suggestive for non-overt DIC)

Platelet count:    
> 100K - 0    50-100K - 1    < 50K - 2

Fibrin-related markers (FDP D-dimer):      
no increase – 0    moderate increase – 2    
strong increase – 3                                                                        

PT:   
prolonged < 3 seconds – 0       
prolonged 3-6 seconds – 1        
prolonged > 6 seconds – 2
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Fibrinogen level: 
> 100mg/dl – 0    
< 100 mg/dl – 1

Hemophilia – specify type (A, B, C) and if classical 
(hereditary), rarely - autoimmune or acquired

Hemoglobinopathies – document specific blood 
disorder. Ie - sickle cell disease, and thalassemias 
(alpha or beta, hemoglobin SC disease, sickle beta 
thalassemia, hemoglobin C disease, others

Idiopathic thrombocytopenic purpura (ITP) – 
document if acute or chronic

Patient’s admitted with ITP requiring more than 
just serial laboratory monitoring should be 
admitted under inpatient status.

Thrombus – document if acute or chronic, or if 
there was a history of a prior thrombus. Document 
vessel location and laterality if thrombus present.

Patient admitted with a deep vein thrombosis 
confirmed by imaging should be placed under 
inpatient status.

Cell line abnormalities in patients with 
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cancer – document anemia, neutropenia and 
thrombocytopenia or pancytopenia. Document 
the etiology of the cell line abnormality if known. 
Pancytopenia should be linked to either the 
neoplastic process or chemotherapy.

Pancytopenia – document if patient has all of 
the following: neutropenia, thrombocytopenia 
and anemia. Document etiology if known (ie. 
chemotherapy, malignant process, aplastic  
crisis, other).

Mucositis – document etiology – chemotherapy, 
radiation therapy, other

Document location – oral, gastrointestinal, 
vaginal, anal. Document the link of mucositis to 
the chemotherapy (i.e. oral mucositis secondary 
to chemotherapy; gastrointestinal tract mucositis 
presumed secondary to chemotherapy )

Graft-versus-host disease - document as acute 
or chronic or acute on chronic. Document if 
secondary to transplant and type of transplant (ie. 
acute graft-versus-host disease secondary to bone 
marrow transplant)
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Leukemia – document one of the following for all 
leukemia patients: In remission, never in remission, 
relapse

Neoplasm – document tumor type (morphology) 
malignant, benign, in situ, etc., location, stage, 
laterality (right, left, bilateral). Document the 
metastatic sites if known. Document the principal 
site and all sites of metastasis.

Leukemia – document specific type (i.e. acute 
lymphoblastic-type of ALL (i.e. B cell or T cell), 
acute myeloblastic, acute promyelocytic, acute 
myelomonocytic, acute myeloid) For patients with 
AML, document the type of AML. Document – not 
yet (never) in remission, in remission, in relapse.

Lymphoma must be documented by specific type 
and location – i.e. nodular sclerosis Hodgkin’s 
lymphoma of anterior mediastinum

Rashes – document location and etiology if known 
(i.e. Rash of anterior R thigh presumed secondary 
to acute graft vs. host disease)

Pain – identify etiology (oral mucositis, neuropathy 
(document pain location and secondary to 
chemo), chemotherapy, typhlitis) and degree 
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of pain control (well controlled, not controlled) 
and if the patient’s pain is stable, improving or 
worsening.

Document tumor lysis syndrome (TLS) if it occurs 
during either with a new cancer diagnosis or 
during treatment of the tumor. (TLS may be 
present prior to treatment.) Document acuity and 
associated electrolyte abnormalities (i.e. - acute 
tumor lysis syndrome with hyperkalemia secondary 
to tumor lysis syndrome). TLS may result in an 
acute kidney injury. Document AKI if present and 
the association with TLS.

Typhlitis (neutropenic enterocolitis) may occur in 
the neutropenic phase of bone marrow/stem cell 
transplant. Symptoms include abdominal pain, 
vomiting, diarrhea.

Some chemotherapy may result in SIRS i.e.–rabbit 
ATG, PEG asparaginase- need to document 
the SIRS and the cause and any sequellae of 
treatment. Document if it occurs. (i.e. SIRS 
secondary to asparaginase treatment)

Engraftment syndrome (ES) is a clinical condition 
that is characterized by fever, skin rash, pulmonary 
edema, weight gain, liver and renal dysfunction in 
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addition to encephalopathy and it occurs at the 
time of neutrophil recovery after hematopoietic 
stem cell transplantation. Document if occurs.

Oncology patients admitted to the hospital 
with neutropenia and fever should be placed 
under inpatient status. The majority of 
oncology patients admitted to the hospital 
should be placed under inpatient status. 
Oncology patients admitted for routine 
medication administration and who are 
expected to be in the hospital for less than 
24 hours should be placed under observation 
status. 
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Infectious Disease

IIf the infectious etiology of any disease process is 
known or suspected, document this in the EMR. 
Document suspected (bacterial, viral or fungal), 
or the exact organism, if known. Document to the 
greatest specificity possible. Document laterality, 
if pertinent. Link the organism to disease process 
(i.e. Right-sided acute pyelonephritis, secondary 
to Escherichia coli). If the exact organism is not 
known, but you are treating for a suspected/
presumed organism, document that also. (i.e. 
Cellulitis of R hand presumed secondary to Staph 
aureus)

Document if there has been a failure of outpatient 
antibiotics.  

Sepsis – At this time the definition at Wolfson 
Children’s Hospital utilizes the 2005 International 
Consensus Criteria on Sepsis in Pediatrics. This 
criterion includes all of the following:

1. Meeting SIRS criteria
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2. Having a focus of infection (pneumonia, 
pyelonephritis other…) (bacterial/viral/fungal)

3. The patient must look ill which must be  
documented in the EMR. Patient’s documented 
as having No Acute Distress should not be 
documented as having sepsis. To meet SIRS 
criteria, it must include two of the following 
criteria with one criterion needing to be one of:

d. Core temperature > 38.50or <36.0 C   

e. Abnormal leukocyte count (the 
presence of 10% or greater bandemia 
will also meet leukocyte criterion)

Pediatric systemic inflammatory response 
syndrome vital signs and laboratory values by 
age (see opposite page)

Specific Infectious Entities:

Pneumonia: Document specific etiology 
if known or suspected: Bacterial, viral, 
aspiration, fungal, mycoplasma (In ICD-10, the 
diagnosis community acquired pneumonia 
does not exist, so if treat with antibiotics 
document – presumed bacterial pneumonia.                                                                           
In ICD-10, the diagnosis of “atypical pneumonia” 
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does not exist. In this case, please document 
“suspected mycoplasma pneumonia.” If another 
atypical organism if suspected (Chlamydia, 
Legionella, other) document this.  Link the 
organism to disease process.  You must obtain 
a blood culture to have patient admitted with 
pneumonia to be considered for inpatient status.                                         

Documentation – Define increased work of 
breathing (accessory muscle usage, tachypnea, 
dyspnea). Document associated hypoxia, 
respiratory distress (increased WOB requiring 
monitoring or treatment), if present. Is there an 
associated infectious pleural effusion?  Is there 
associated hypoxia or respiratory distress? If so, 
those diagnoses should be included in the EMR. 

Pneumonia – inpatient - pneumonia confirmed 
by imaging and increased work of breathing. 
Must have Blood culture, antibiotic and O2 
monitoring or supplemental O2 ordered. 
Inpatient criteria also are met if patient requires 
IV fluids secondary to poor oral intake.  If 
patient with pneumonia: <6mo, or has effusion 
or empyema or suspected virulent organism, 
admit as inpatient.                                                                   
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Cellulitis: Document site and etiology, if known 
or suspected (i.e. Staph aureus, (which is 
the predominant organism seen at this time 
associated with skin infections),Streptococcus, 
Pasteurella with animal bites, other). Is there an 
associated abscess or lymphangitis? Was there 
a failure of outpatient therapy? Document TBSA 
involved w/ staphylococcal scalded skin syndrome 
(SSSS). With SSSS, document improvement 
or worsening over time. Document location, 
suspected organism, failure of outpatient 
antibiotics.

Cellulitis – inpatient - orbital cellulitis, human 
or animal bite of face or hand, involvement 
of greater than 50% of limb or torso; 
systemic systems such as persistent fever, 
immunocompromised, purpura/petechiae 
or tachycardia.  Failed outpatient antibiotics 
for greater than 24 hours, alone, does not 
delineate observation versus inpatient status. 

Wound infection with dehiscence, with 
two systemic findings - temp, high WBC, 
tachycardia, vomiting, altered mental status 
should be placed under inpatient status.
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Positive blood cultures: Always document the 
organism! Document if infection was present 
on admission if not included in H&P. If culture 
drawn from a peripheral line/cystic, document as 
bacteremia and specify organism identified. If the 
positive blood culture was drawn through a central 
line, document bloodstream infection and specify 
organism identified. (i.e. Suspected bloodstream 
infection related to central venous line)

If patient admitted for treatment of bacteremia 
or bloodstream infection, place under inpatient 
status. 

Pyelonephritis / UTI - Consider pyelonephritis 
(especially in infants) if > 1 of the following 
features is present: fever, signs of systemic illness, 
abdominal or flank pain or CVAT. Link specific 
organism to infection. Note: in ICD-10 the 
diagnosis of Urosepsis does not exist. Instead, 
document sepsis secondary to pyelonephritis. 
Document the organism, if known. (i.e. - Sepsis 
secondary to pyelonephritis or secondary to 
Escherichia coli infection.  Is the urinary tract 
infection or pyelonephritis related to an indwelling 
Foley catheter? If so, document the association of 
the indwelling catheter and the patient’s infection.
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Patients admitted for pyelonephritis requiring 
intravenous fluids and antibiotics should be 
placed under inpatient status. Patients > 1 
month old admitted for treatment of cystitis 
should be placed under observation status.

Osteomyelitis / Myositis – Document 
as either: acute, subacute or chronic.                                                   
Document laterality (R/L) and specific bones 
involved. Is there an associated septic arthritis 
or myositis? If so, document specific joint and 
muscles involved.  MUST document to agree 
with imported radiologic reports. (i.e. - import 
document into EMR, then document in EMR “I 
agree with above MRI diagnoses of osteomyelitis).  
Sub-periosteal infections are considered 
osteomyelitis. Document the organism, if known 
or suspected.  Document the myositis as infective 
if treated with antibiotics. 

All patient’s admitted with osteomyelitis and/
or myositis should be placed under inpatient 
status.

HIV / AIDS – Document as either: 1. HIV infection 
(HIV + without AIDS) 2. HIV disease / AIDS (> 
18mo) – (HIV + with past/present 1. Absolute CD4 
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count < 200 and/or 2. An AIDS defining condition 
(defined by CDC) Document the source of the 
HIV/AIDS too (maternal transmission, IV drug use). 

All patients with AIDS admitted to the hospital 
should be placed under inpatient status.

Hepatitis – Document acuity (chronic or acute) 
type (A, B, C ) and specific etiology, if known (CMV, 
EBV, drugs, other). Specifically document if there 
is coma or hepatic failure associated with the 
hepatitis, (i.e. acute hepatitis secondary to EBV 
without coma and without hepatic failure)  

All patients with acute hepatitis requiring 
treatment or patients with hepatic failure 
should be placed under inpatient status.

Fever - Document etiology, if known or suspected. 
Document fever, unspecified only when the origin 
is unknown. Document if fever is associated with 
medication, postprocedural, post vaccination, 
associated with a transfusion reaction or secondary 
to an identified or suspected bacterial, viral or 
fungal etiology. Fever of unknown origin (FUO) 
is a specific diagnosis and should not be utilized 
unless the patient meets the specific criteria for 
having a FUO.
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Fever without source – (not FUO) - if less than 
28 days old – inpatient, if greater than 28 days 
observation.  Fever of unknown origin (10 days 
fever without an identified source) should be 
admitted as inpatient. 

Meningitis - Clarify the status of the disease 
(i.e. acute, chronic). Document if patient has 
meningoencephalitis. Document the specific 
etiology of the infection, if known (enterovirus, 
pneumococcus, other). If treating for presumed 
bacterial meningitis without a specific organism 
identified, document as acute bacterial meningitis.

All patients with meningitis should be admitted 
as inpatients with the exception of enteroviral 
meningitis, which may be placed under 
observation if the patient is greater than 28 
days old. 

Ophthalmologic infections - Document as 
either preseptal (periorbital) or orbital cellulitis. 
Document laterality. Document organism if 
identified or suspected. Is there an associated 
sinus following dental infection? Document which 
sinuses or teeth involved and laterality. 
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Patients admitted with preseptal cellulitis 
should be placed in observation status. Patients 
with orbital cellulitis should be placed under 
inpatient status.

Sinusitis – Identify which sinuses affected/infected, 
if known.  Specify acuity (acute, chronic or acute 
on chronic). (i.e. acute bacterial sinusitis of the 
R sphenoid and R maxillary sinuses). If treated 
with antibiotics, document that the infection is 
bacterial in nature. Document if there was a failure 
of outpatient therapy.  Is there an associated 
infection? (dental, middle ear, ophthalmologic).

If on admission it is felt that the patient will 
need a protracted course of intravenous 
antibiotics and / or will require surgery – 
place under inpatient status. If the patient is 
immunocompromised, place under inpatient 
status. If the patient will require only a short 
1-2 day course of antibiotics, then place under 
observation status.

Tracheitis - This entity is seen most commonly in 
the intensive care units. Consider this diagnosis 
when there are increased or purulent secretions, 
> 25 WBC/hpf in tracheal aspirate and the need 
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for systemic antibiotics to treat the infection. If the 
sputum culture is positive, link this to the infection. 
(i.e. acute bacterial tracheitis or if the organism 
is known – acute bacterial tracheitis secondary 
to streptococcus pneumoniae). Document 
acute actual infections (require treatment with 
antibiotics) and delineate between an acute 
infection and colonization. 

Dental infections – Document which tooth (teeth) 
are involved. Document if there is an associated 
sinus infection. Document acuity (acute, chronic or 
acute on chronic). Document as an acute bacterial 
infection.

All but the most extensive dental infections can 
be admitted under observation status.

Patients admitted with a peritonsillar abscess 
should be placed under observation status.

Patients with a retropharyngeal abscess should 
be placed under inpatient status. 

Patients admitted with infections secondary 
to Clostridium difficile should be placed under 
inpatient status.
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Patients admitted with pelvic inflammatory 
disease (PID), or a pelvic abscess requiring IV 
fluids and antibiotics, should be placed under 
inpatient status.

Patients admitted with peritonitis requiring IV 
fluids and antibiotics should be placed under 
inpatient status. 
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Nephrology

AAcute Kidney Injury (AKI) based on pediatric 
KIDGO criteria. (Need only one of the following) 
Document the etiology of AKI, if known 
(dehydration, medication, contrast material , other)                          

p-KIDGO                                                                                        

1. An increase in Serum Creatinine of > 0.3mg/dl 
in 48 hours. When baseline creatinine is not known 
KIDGO advises “the lowest serum creatinine 
obtained during the hospitalization is usually equal 
to or greater than the baseline. This SCr should be 
used to diagnose AKI.                                      

2. An increase in Serum creatinine 
to > 1.5X baseline in 7 days                                                                    
3. Urine output < 0.5ml/kg/h for >6 hours 

Document if a diuretic is ordered or adjusted, a 
nephrotoxic agent discontinued or adjusted, and if 
volume expanders are utilized.

If the patient meets criteria for AKI, does the 
patient also have Acute Tubular Necrosis (ATN)?
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Acute Tubular Necrosis –

1. Must meet criteria for AKI; and

2. When it is expected to take more than 72 hours 
for renal function (measured by creatinine 
levels) to return to baseline following effective 
IV fluid resuscitation/hydration.

3. Diagnostic lab studies (optional/confirmatory)

a. Urine Na > 40 meq/l (usually < 20 meq/l 
in pre-renal AKI)

b. Fractional excretion f sodium > 2%, 
(usually < 1% in prerenal AKI)  

Patients admitted with AKI or ATN, or both, 
should be placed under inpatient status. 

Chronic Renal Failure – Stages are based on 
glomerular filtration rate (GFR)                      

Document stage, if known. (It is generally 
accepted that CKD cannot be staged if patient 
is <24 months old.)  Document if dialysis is 
hemodialysis or peritoneal dialysis.                                  

Stage 1 – GFR > 90 ml/min per 1.73 
m2  (based on body surface area)                                                          
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Stage 2 – GFR 60-89 ml/min per 1.73 m2                                                                                     
Stage 3 – GFR 30-59 ml/min per 1.73 m2                                                                                         
Stage 4 – GFR 15-29 ml/min per 1.73 m2                                                                                      
Stage 5 – GFR < 15 ml/min per 1.73 m2 (or dialysis)

Neurogenic Bladder – Document this if the 
patient requires frequent/scheduled urinary 
catheterization, secondary to neurologic bladder 
dysfunction?  If so document “neurogenic 
bladder”

Hydronephrosis - Document if congenital or 
acquired. If acquired, document etiology, if known. 
Document if there is an associated infection or 
renal or ureteral obstruction. Document laterality.

Nephritis -Document whether nephritic 
syndrome is acute, chronic or rapidly progressive. 
Document if hematuria is recurrent and/or 
persistent. Document any underlying disease 
(i.e. SLE). Document if the patient has associated 
proteinuria.

Glomerulonephritis - Document etiology if 
known (i.e. post streptococcal).  If known, 
differentiate between diffuse membranous, 
mesangioproliferative, mesangial capillary, 
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crescenteric…)  Document if patient has 
associated proteinuria.

Nephrotic syndrome/nephropathy - Document 
if acquired or congenital. If acquired, document 
etiology if known (toxic, drug-induced, diabetic, 
other).

Document if patient is a recipient of a renal 
transplant. Also document the etiology of the 
renal failure (if known) requiring the transplant. 
Include the stage of CKD and the type of dialysis 
(hemo or peritoneal).

Do not document renal insufficiency or urosepsis 
as these disease entities do not exist in ICD-10.                                    
Instead, document AKI or renal failure / sepsis 
secondary to acute cystitis or pyelonephritis and 
the organism, when known.

Hypertension – Document etiology, if known 
(idiopathic/essential, renal, medication….)

Hypertensive urgency - An acute severe elevation 
in BP without life-threatening symptoms or 
evidence of acute target-organ damage describes 
hypertensive urgency.
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Hypertensive emergency – An acute severe 
symptomatic elevation in BP with evidence 
of potentially life-threatening symptoms 
or target-organ damage (i.e. hypertensive 
encephalopathy, heart failure, or renal disease) 
defines a hypertensive emergency. BPs are 
commonly elevated far above the level of stage 
2 hypertension. Patients with a hypertensive 
emergency warrant rapid assessment to exclude 
conditions that might alter BP management. 
This isfollowed by emergency administration of 
intravenous (IV) antihypertensive agents to rapidly 
lower BP.

Document the use of any oral or intravenous 
antihypertensive agent. Blood pressure should be 
monitored at least on an every four-hour basis.

Patients admitted with hypertensive urgency or 
emergency should be admitted under inpatient 
status.

Systolic blood pressure 
> 120 (age ≤ 12 mos
> 130 (age > 1−3 yrs) 
> 150 (age > 3−12 yrs) 
> 180 (age > 12−18 yrs
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Diastolic blood pressure 
> 90 (age 3yrs) 
> 100 (age > 3−12 yrs) 
> 110 (age > 12−18 yrs)
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Neurology 

Document seizures as having a localized 
onset, being simple partial, complex partial or 
generalized

Document type of seizures, if known (generalized 
idiopathic, partial (simple, complex), juvenile 
myoclonic, absence, post traumatic, rolandic, 
febrile Seizure (simple, complex), pseudo-seizures, 
atonic, other

Document epileptic syndromes (i.e.seizures 
related to alcohol, drugs, sleep deprivation, 
seizure syndromes-such as Lennox-Gastault, 
infantile spasms, tuberosclerosis

Document if seizures are well-controlled, poorly 
controlled or intractable

Document intractability of seizures (if present)

Definition of intractability -(Daily/weekly seizures 
despite being on > 2 anticonvulsant medications)

Synonyms for intractability include: 
Pharmacologically resistant, treatment resistant 
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and refractory - however, for institutional 
consistency please use the term “intractable” in 
your documentation

Document status epilepticus if present.  Definition 
of status epilepticus - seizure for at least 5 minutes 
requiring an intervention.

Admit as inpatient if in a known Sz patient:

1.  > 2 Sz within 24h and a change from 
baseline or

2. Change in progression of seizure type or

3. Increase in seizure duration

AND - 

1. The patient’s medication will be changed  or

2. There is an EEG performed within 24 hours

Patients with new onset of seizures should be 
placed under inpatient status.

Patients admitted with “spells” or “twitching” 
behaviors not felt to be epileptogenic in 
etiology should be admitted under observation 
status.
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(For all seizure admissions – order seizure 
precautions and q4h neurologic checks)

Not infrequently, patients with status epilepticus 
are intubated. If the patient’s respiratory status was 
completely normal prior to the intubation then 
document, “intubated for airway protection”. If 
the patient was having abnormal respirations or 
respiratory distress prior to the intubation, then 
document “acute respiratory failure”.

Document anatomical brain disorders such as: 
anencephaly, dysgenesis or agenesis of the 
corpus callosum, schizencephaly, Arnold Chiari 
malformations (document as type I or II)

Altered mental status is a symptom that should 
have a documented etiology if known. Document 
altered mental status (AMS) if present.  An 
alteration in mental status is defined by - general 
changes in brain function, such as confusion, 
amnesia (memory loss), loss of alertness, 
disorientation (not cognizant of self, time, or 
place), defects in judgment or thought, unusual 
or strange behavior, poor regulation of emotions, 
and disruptions in perception.    In addition, 
document acuity of the AMS (usually acute), and 
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etiology if known. (i.e. Acute altered mental status 
secondary to ingestion of cocaine).

Can usually admit as observation if feel AMS 
limited +/- treatment and not associated with 
an underlying condition that would require 
significant treatment.

Document encephalopathy if present. Document 
acuity: acute or chronic. Encephalopathy is a 
condition of acute global cerebral dysfunction 
manifested by altered consciousness, behavior 
changes, and/or seizures in the absence of primary 
structural brain disease or direct central nervous 
system infection. 

In addition, document: 

1. Acuity of the encephalopathy (acute, chronic, 
or acute on chronic) 

2. If the encephalopathy is toxic or metabolic if 
known 

3. The specific etiology of the encephalopathy if 
known. (i.e. acute metabolic encephalopathy 
secondary to diabetic ketoacidosis.) Common 
etiologies for encephalopathy include 
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metabolic, toxic, hepatic, sepsis, drugs, 
traumatic, PRES.

 For patients who have sustained hypoxic-ischemic 
encephalopathy at birth, this diagnosis can be 
utilized throughout the patient’s life.

Admit patients with ACUTE encephalopathy 
under inpatient status as most will require 
significant therapy.

Concussion – document etiology, duration and 
with or without loss of consciousness.

Glasgow Coma Scale – need to document each 
section separately, not just list cumulative score.

4. Eyes open (never, to pain, to sound, 
spontaneous)

5. Best verbal response (known, 
incomprehensible words, inappropriate words, 
confused conversation, oriented)

6. Best motor response (none, extension, 
abnormal, flexion withdrawal, localizes pain, 
obeys commands)
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Cerebral palsy – define type (spastic, athetoid, 
mixed) and distribution (quadriplegia, diplegic, 
hemiplegic, monoplegia, triplegic). Does the 
patient have an associated intellectual disability? 
(2/3 children with CP have an associated 
intellectual disability/developmental delay), if so 
document the level of the patient’s intellectual 
disability –(mild, mod, severe or profound).

Intellectual Disability (ID): use this verbiage - not 
Global Developmental Delay (GDD) for children 
>5 yo (present in 2/3 children with CP)

Mild ID – IQ 50-70, skills to 6th grade level, 
relatively good communication skills  (these 
children   usually display some receptive and 
expressive social skills)

Moderate ID – IQ 35-55, Can do some self-
care tasks, limited verbal skills (these children 
may be able to learn some expressive and 
receptive speech, but usually have poor social 
skills and are delayed with skills and ADL’s)

Severe ID – IQ 20-40, very limited verbal skills, 
may assist with limited self-care
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Profound ID – IQ < 20, non-verbal, no self-
care skills  

Global Developmental Delay (GDD) – may use as 
diagnosis in children < 5 years old with intellectual 
delays that have not yet been formally classified as 
mild/moderate/severe/profound

Autism – document: autism spectrum disorder, 
infantile autism, infantile psychosis, Kanner 
syndrome, Asperger’s syndrome, atypical autism

Behavioral and Emotional Disorders – document 
: ADD, ADHD, conduct disorder, oppositional 
defiant disorder, tic disorder…………

Mood affective Disorders – document acuity 
(chronic, acute exacerbation, new onset(initial 
diagnosis), and control (well controlled, poorly 
controlled). Document specific disorder: anxiety, 
bipolar, depression, OCD, PTSD, schizophrenia, 
other

Syncope – document etiology if known: cardiac, 
vasovagal, secondary to arrhythmia other…

Syncope - should be admitted under 
observation status unless syncope is suspected 
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to be cardiac in origin. If the syncope is cardiac 
in origin – admit as inpatient and the patient 
must have one of the following findings: 
abnormal cardiac auscultation, abnormal ECG, 
family history of sudden cardiac death, known 
cardiac abnormality, palpitations prior to 
syncopal episode or syncope during exertion 
or while supine.  For inpatient status the 
patient must have continuous cardiopulmonary 
monitoring and an ECG and an echocardiogram 
performed.

Headache – etiology if known (tension, sinus, 
cluster, trauma related, medication related, benign 
intracranial hypertension, migraine)

Admit non-migraine headaches under 
observation 

Migraine headache should be documented as 
to the specific type if known (i.e. hemiplegic, 
ophthalmologic, menstrual, other).

Clarify the presence of an aura (Classic Migraine) 
or absence of an aura (Common migraine)                                   



73

Document status migranosus if present. Definition 
– a migraine headache lasting greater than 72 
hours

For patients with status migrainosus – admit 
to inpatient only if – patient failed outpatient 
medications or focal neurologic finding or HA is 
incapacitating (use this word) – and state what 
ADL patient can’t do b/c of HA (school, play, 
personal hygiene) and use meds > 3x/24h

Abnormal involuntary movements - identify 
condition: Abnormal head movements, cramp/
spasm, fasciculation, tremor, stereotypic, tics

Admit under observation status if feel 
movements are isolated and will not require 
treatment

Myelitis/Neuritis – document acuity – (acute, 
chronic or acute on chronic), and etiology if 
known: ie - transverse myelitis, neuromyelitisoptica 
(NMO), multiple sclerosis (MS), optic neuritis, 
acute demyelinating encephalomyelitis (ADEM), 
other
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Admit as inpatient, especially if acute in nature

Acute Cerebral edema and Brain Compression 
– is there a midline shift, mass effect, effacement 
or vasogenic edema on CT/MRI? Does the pt. 
have a brain bleed, obstructive hydrocephalus , 
tumor, CVA, abscess, trauma?  Is there intracranial 
hypertension or brain herniation? Was an EVD/
shunt placed? Does patient require therapy to 
reduce cerebral edema: hyperventilation, IV 
steroids, hypertonic saline, mannitol, other. Use 
specific verbiage of – acute cerebral edema and/
or brain compression when these conditions occur. 
Conditions commonly associated with cerebral 
edema and brain compression include: Brain 
tumors, traumatic hematomas, child abuse, skull 
fracture, shunt malformations and hydrocephalus, 
CVA and brain infections. 
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Pulmonary 

Cystic fibrosis – Document if pulmonary or GI 
manifestations or both. Document if pancreatic 
sufficient or insufficient.

If the patient with cystic fibrosis is admitted for 
increased respiratory symptoms, document as: 
cystic fibrosis with pulmonary exacerbation.  If 
you can specify bronchiectasis, then document 
as: cystic fibrosis with bronchiectasis and 
acute exacerbation. If you can specify a lower 
respiratory infection, document as: cystic fibrosis 
with pneumonia secondary to… (the organism 
presumed to be causing the pneumonia). This 
can be based on the patient’s sputum culture. 
If the patient has failed a course of outpatient 
antibiotics, document as: failed outpatient 
antibiotic therapy. Document the organism 
identified and triggering exacerbation, if 
known or suspected. If organism not known, 
document acute bacterial pneumonia.  Document 
exacerbation findings - i.e. increased cough, 
increased sputum production, hypoxia, document 
decreased exercise tolerance rather than fatigue.
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All cystic fibrosis patients with an exacerbation 
of their disease should be admitted to the 
hospital under inpatient status.

Asthma – Classify all patients as to category 
(intermittent or persistent). If the patient’s asthma 
is persistent then further classify as mild, moderate 
or severe. Document either: 

1. Exacerbation (only requiring bronchodilators) 
or

2. Status asthmaticus if patient requires treatment 
with more than just a bronchodilator (ie. Mg++, 
steroids). An exacerbation of asthma and 
status asthmaticus are separate conditions, as 
identified by alpha-numeric code and should 
not be used interchangeably. Document 
the etiology of the exacerbation/status if 
known (URI, chemical exposure, pneumonia). 
Noncompliance with medical treatment, is 
important to document to protect from the 
frequently readmitted child challenges from 
payer.

Do not document “reactive airway disease”. 
This is outdated terminology and leads to an 
inappropriate code in ICD 10. Document failed 
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outpatient therapy, prior admissions (especially 
ICU admissions with or without intubation), 
inadequate fluid intake, mental status change and 
any desaturation.

Asthma – inpatient – requirement for ongoing 
supplemental oxygen and/or IV fluids or 
medications. Patients admitted to the hospital 
for asthma and placed under observation status 
who require ongoing care that will include 
a second midnight should be converted to 
inpatient status.

Acute Respiratory failure - should be specified as 
either hypoxic or hypercapnic or both (hypoxic 
and hypercapnic), if that information is available. 
Acute respiratory failure at Wolfson Children’s 
Hospital is defined by at least one the following 
clinical findings or medical interventions in an 
acute setting: 

1. The need for intubation/mechanical ventilation

2. The need for NIPPV (BiPaP or CPAP) assuming 
the CPAP is not utilized for another condition 
such as obstructive sleep apnea                                                         

3. P/F ratio <300
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4. Arterial blood gas findings - a PaO2 <60  or a 
PCO2 of > 50  (on room air)

5. The use of HFNC > 5l/min for >12 hours

6. The need for supplemental O2 > 50% FiO2

Chronic Respiratory Failure will be defined by at 
least one of the following:                          

1. The requirement for supplemental oxygen to 
maintain adequate oxygen saturations on a 
24-hour-a-day basis 

2. The requirement for mechanical ventilation on 
a 24-hour-a-day basis 

3. The requirement for non-invasive positive 
pressure ventilation (BiPAP, CPAP) on a 
24-hour-a-day basis.

If the patient meet criteria for chronic respiratory 
failure, please document which criteria is met. For 
example, patient with chronic respiratory failure 
secondary to requirement for 3 L of oxygen on a 
24-hour basis.

Acute on Chronic Respiratory Failure – Will be 
defined as the requirement for a significant, acute 
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increase in respiratory support or inspired oxygen 
concentration in a patient with pre-existing chronic 
respiratory failure.

Acute Respiratory distress – Document respiratory 
distress if the patient has increased work of 
breathing and/or tachypnea requiring monitoring 
or an intervention, which does not rise to the 
level of support required for the diagnosis of 
respiratory failure. Respiratory distress is regarded 
as implicit with status asthmaticus, but not in 
other respiratory conditions such as pneumonia 
or bronchiolitis. Therefore, if the patient with 
bronchiolitis, pneumonia or other condition 
that affects their respiratory status is admitted 
with increased work of breathing requiring an 
intervention (monitoring, medication, serial 
evaluations, other…), document acute respiratory 
distress. 

Pulmonary edema – Document acuity 
(acute/chronic) and etiology, if known                                               
Pulmonary effusion – Document laterality, size and 
etiology, if known (infectious, reactive, malignant)

Pneumonia – Document laterality and suspected / 
known etiology (bacterial, viral, fungal, aspiration, 
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Mycoplasma)  If known, document specific 
organism (RSV, Mycoplasma, Staphylococcus…)                                                     
Is there associated respiratory distress?  Document 
increased work of breathing (accessory muscle 
usage, tachypnea, dyspnea).  Is there an 
associated effusion? Is there hypoxia?  In ICD-
10 the terms: community acquired pneumonia 
and atypical pneumonia do not exist in ICD-10.  
Instead document acute bacterial pneumonia or 
Mycoplasma (or other specific atypical organism).      

Pneumonia – inpatient - pneumonia confirmed 
by imaging and increased work of breathing. 
Must have blood culture, antibiotic and O2 
monitoring or supplemental O2 ordered.  
Inpatient criteria also are met if patient requires 
IV fluids secondary to poor oral intake.                                                    

If patient with pneumonia: <6mo, or has 
effusion or empyema or suspected virulent 
organism; admit under inpatient status.                                                           

Hypoxia – Document this if patient requires 
supplemental oxygen. Document if the patient 
has increased work of breathing and document 
the level of oxygen desaturations, if they occur. 
Obstructive sleep apnea - the patient requires 
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oxygen at night for obstructive sleep apnea, 
please document as obstructive sleep apnea. 
Obstructive sleep apnea alone is not chronic 
respiratory failure and should not be documented 
as such.

Medically complex patients (chronic health 
condition involving lung, heart, end stage, 
malignancy, transplant or involving to body 
systems, can meet inpatient status with 
documentation of desaturation.
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Rheumatology 

General – Document acuity: acute, chronic, or is 
this an acute flare of a chronic disease (acute on 
chronic) or is this the patient’s initial presentation?

Document if there is a condition associated 
with the patient’s rheumatologic disease – 
pulmonary, renal, other…  If so, document and 
state secondary to… (ie – end stage renal disease 
secondary to lupus nephritis) 

Dermatomyositis – Is it juvenile 
dermatomyositis? Document location(s) involved.                                                                                                                         
Document if there is associated organ 
involvement, respiratory involvement, or 
myopathy. If myopathy – document which muscle 
groups are involved.

Juvenile idiopathic arthritis – Document as 
pauciarticular or polyarticular.  Document specific 
site(s) involved. 

Systemic lupus erythematosus - Document 
etiology, if known (idiopathic, drug or 
chemical). Document if associated with any 
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neoplastic process, (i.e. Multiple myeloma), 
ochronosis, etc. Document organ involvement 
associated with SLE (endocarditis, glomerular 
disease, tubulointerstitial nephropathy…)                                                                             
Document acuity and specific organ involvement 
(i.e.“acute lupus nephritis” “acute lupus 
cerebritis”) If there is lupus nephritis, has this lead 
to chronic kidney failure(disease)?

Document sequellae of long term chemotherapy/
steroids- “morbid obesity secondary to steroids”, 
“osteoporosis secondary to steroids”, “presence 
of infection secondary to chemo (medical) 
immunosuppression.”

Are acute pain episodes secondary to flare of 
SLE/lupus? Nephritis/lupus? Cerebritis/lupus?                                                                                                                           
If so, document as such.  

Acute flare of SLE requiring IV fluids and 
medications (steroids) should be admitted under 
inpatient status.
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Utilization Other status designations

Grade 1 liver or splenic lacerations, even if 
requiring hemoglobin monitoring every 6 hours, 
should be placed under observation status.

Snake bites not requiring antivenom should be 
placed under observation status. Snake bites 
requiring antivenom and serial coagulation studies 
should be placed under inpatient status.

Mild to moderate head injuries requiring serial 
evaluation and/or neuroimaging should be 
admitted under observation status.

Near drowning, with no evidence of pulmonary 
edema, or requirement for oxygen, should be 
placed under observation status.

Hyphema should be admitted under inpatient 
status.

Rhabdomyolysis requiring intravenous fluids and 
serial laboratory evaluation should be placed 
under inpatient status.
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Patients with hemothorax, pleural effusion or 
pneumothorax requiring suction, drainage or VATS 
should be admitted under inpatient status.

Spinal Headache - should be admitted under 
observation status

Syncope - should be admitted under observation 
status unless syncope is suspected to be cardiac 
in origin. Must have one of the following findings: 
abnormal cardiac auscultation, abnormal ECG, 
family history of sudden cardiac death, known 
cardiac abnormality, palpitations prior to syncopal 
episode or syncope during exertion or while 
supine.  For inpatient status, the patient must have 
continuous cardiopulmonary monitoring and an 
ECG, echocardiogram performed.

Febrile seizures, including complex febrile 
seizures, should be admitted under observation 
status.

Chest pain without any suspected cardiac etiology 
should be admitted under observation status. 
Chest pain with suspected cardiac etiology should 
be admitted under inpatient status. 
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New onset cyanosis with a suspected cardiac 
etiology should be admitted under inpatient 
status.

BRUE - Brief Resolved Unexplained Event should 
be admitted under observation status.  (Previously 
known as ALTE)

Croup - Unless the child requires ongoing 
treatment with epinephrine or steroids, place 
under observation status.

New onset heart failure or acute on chronic heart 
failure should be admitted under inpatient status

Kawasaki disease, either suspected or confirmed, 
should be admitted under inpatient status.

Pericardial effusion should be placed under 
inpatient status. Pericarditis should be placed 
under inpatient status.

Patients with supraventricular tachycardia, even if 
resolved in the emergency department, should be 
admitted under inpatient status with continuous 
cardiopulmonary monitoring.
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Patients with Stevens-Johnson syndrome or toxic 
epidermal necrolysis (TEN) syndrome should be 
placed under inpatient status.

Eating disorders requiring medical stabilization 
(blood pressure, electrolyte imbalance, 
cardiomyopathy, orthostatic hypotension 
prolonged QTc interval or hypothermia) should 
be admitted under inpatient status. (Order calorie 
count, daily weight, observe and document eating 
pattern). 

Thrombocytopenia with platelet count less 
than 20,000 or purpura/petechiae, which are 
progressive requiring blood product transfusion, 
corticosteroids or immunoglobulin, should be 
placed under inpatient status.

New onset neurologic disorders, such as a fascia 
or ataxia, blindness or visual field losses, dysarthria 
or dysphasia, paresis or paralysis requiring 
neuroimaging and serial neurologic assessments, 
should be placed under inpatient status. 
Neurologic checks, at least every four hours, 
should be ordered.
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Toxic exposures or ingestions with worsening 
symptomatology requiring ongoing intervention 
should be admitted as an inpatient.

Patients with suspected or confirmed graft-versus-
host disease should be admitted under inpatient 
status.

Medically complex patients (chronic health 
conditions involving lung, heart, end stage, 
malignancy, transplant or involving to body 
systems), can meet inpatient status with 
documentation of desaturation.

Burns – Criteria for inpatient status:

1st degree (superficial) ≥ 40%(0.40) body surface 
area (BSA) 

2nd degree (partial−thickness) 5−10%(0.05−0.10) 
body surface area (BSA) and age < 10 yrs 
or10−20%(0.10−0.20) body surface area (BSA) and 
age ≥ 10 yrs or face, feet, genitalia, hands

3rd degree (full−thickness), 2−5%(0.02−0.05) body 
surface area (BSA) or face, feet, genitalia, hands
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Documentation of patients admitted with burns 
should include complex wound care, need for 
analgesia, requirement for supplemental oxygen 
or intravenous fluids. 

Trauma - Patient’s admitted with trauma to 
the head, liver, spleen, chest, compartment 
syndrome (or suspected compartment syndrome), 
limb ischemia, mental status change or retinal 
hemorrhage should all be placed under inpatient 
status. (Neurologic checks should be ordered for 
patients with head trauma).

Trauma with suspected bleeding and at least 
one of the following should be placed under 
inpatient status: hemoglobin less than 8.3 (or HCt 
less than 25 or h/h decrease from baseline within 
24hr), thrombocytopenia less than 60K, persistent 
tachycardia or orthostatic hypotension.






