Critical care Documentation

Critical care has become a target for payer audits, especially for Medicare patients. The payers are focusing on the medical necessity and decision making to attempt to reduce reimbursement. It is vital the medical record clearly documents these elements to support high complexity decision making to assess, manipulate, and support vital systems to treat single or multiple vital organ system failure and/or prevent further life-threatening deterioration of the patient’s condition. Include the following in documentation:
· All differential diagnoses that are being considered
· Which organ system acutely impaired
· The high probability of imminent deterioration
· Complications and co-morbidities that effect the current visit
· Treatments and/or procedures provided 
· A description of all the physician’s interval assessments of the patient’s condition 
· The rationale and timing of interventions 
· The patient’s response to treatment
· The patient’s condition when admitted
Documentation of the time spent should be an exact time, and not a range. It should also state the time excludes all procedures.  

