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DOCUMENTATION OF MEDICAL NECESSITY
Part two of a three-part series

By Richard Pinson, MD, FACP

Last month’s column discussed the clinical indicators of inpa-
tient medical necessity for patients with pneumonia and car-

diac arrhythmia. “Medical necessity” is a vague standard, subject
to broad interpretation based on clinical practice and judgment.
Essentially, it means an illness must be severe enough, and the
required services intense enough, that care can only be given
safely and effectively in the hospital.

To provide some objective guidance, industry-standard
guidelines have been developed over the past 30 years based on
medical literature and professional practice guidelines. The most
recognized and frequently used are the InterQual and Milliman
criteria, which have been validated by research and decades of
clinical use. These guidelines are intended to be used as screen-
ing tools, so clinical judgment with supporting documentation
of medical necessity should take precedence. They are not
intended as clinical practice standards of care or replacements
for physician judgment and expertise.

Some typical parameters for inpatient medical necessity in
common problematic conditions are discussed below.

CONGESTIVE HEART FAILURE (CHF)

Objective criteria supporting inpatient admission for CHF are
vague, controversial and still evolving. From a clinical stand-
point, a patient with an acute exacerbation/decompensation of
CHF needs inpatient care. This decompensation would be man-
ifested by severe dyspnea, pulmonary edema, tachypnea (respi-
ratory rate 30 breaths per minute or more), significant hypoxia
with room air pO2 of 60 mmHg or less (equivalent to a pulse
oximetry reading less than 90%), need for multiple intravenous
(IV) doses of loop diuretics (like furosemide) or need for ICU
care. Suspected or confirmed acute cardiac ischemia or infarc-
tion with worsening CHF is certainly reason for inpatient care,
if clearly documented.

In less obvious cases, be sure to document your clinical rea-
soning for an inpatient admission with specific reference to the
clinical findings that support your decision. It may be helpful to
include the amount of any recent weight gain. Remember that
the services provided must also require inpatient care. For exam-
ple, if a patient only needs one dose of IV diuretic, it would be
very difficult to justify inpatient admission.

CODING CORNER

ABCD2 score for predicting stroke risk 

The ABCD2 score is meant to help predict short-term
stroke risk after a transient ischemic attack (TIA). It is
optimized to predict stroke risk within two days after a
TIA, but also predicts risk up to 90 days. Add the points
for the total score. 

Criteria Point value

Age ≥60 years 1

Systolic blood pressure ≥140/90 
mmHg or diastolic blood pressure 
≥90 mmHg 1

Clinical features of TIA (choose one): 

Unilateral weakness 2

Speech disturbance 
without weakness 1

Duration of TIA (choose one):

≥60 minutes 2

10-59 minutes 1

Diabetes mellitus in patient history 1

Scoring: A score of 0-3 indicates a 1% stroke risk in the
next two days, and hospital admission is probably unnec-
essary without another indication such as new atrial fib-
rillation. A score of 4-5 carries a 4.1% risk of stroke in
two days, and hospital admission is warranted in most
situations. A score of 6-7 carries an 8.1% risk of stroke
in two days, and hospital admission is essential.

Source: Available online via the National Stroke
Association at www.stroke.org/site/DocServer/
NSA_ABCD2_tool.pdf

Original article for ABCD2 score: Johnston SC, Rothwell
PM, Nguyen-Huynh MN, Giles MF, Elkins JS, Bernstein
AL, et al. Validation and refinement of scores to predict
very early stroke risk after transient ischaemic attack.
Lancet. 2007;369:283-92. [PMID: 17258668]
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