«TableStart:PATIENTINFO»
	[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Beneficiary Name
	«PAT_Full_Name»

	Member ID or 
MBI Number
	«MEMBER_ID»

	Claim Dates of Service
	«Svc_From» - «Svc_To»

	Reason(s) for Denial
	Allegation: Lack of clinical documentation to support the inclusion of specify diagnosis as a valid diagnosis on the claim

	Reimbursement Change
	Reassignment of DRG specify original DRG number and description to DRG specify new DRG number and description

	Principal or Secondary Diagnosis in Question
	ICD-10-CM specify diagnosis or diagnoses in question with ICD-10 number and description



«Facility» requests inclusion of _ as a principal/secondary diagnosis code resulting in DRG __ as originally billed.

Below are significant medical record entries pertaining to «PAT_Full_Name»’s diagnosis of Specify Diagnosis: 

Interdisciplinary Documentation
Please read the following directives in red, add appropriate documentation in the tables below, then delete all the instructions in red.

Newborn Small for Gestational Age:
1. Accurate Gestational Age Assessment:
0. Confirm the gestational age using reliable methods such as the date of the last menstrual period, early ultrasound measurements, or a combination of both.
1. Anthropometric Measurements:
1. Measure the neonate's weight, length, and head circumference at birth.
1. Compare these measurements to standardized growth charts (e.g., WHO or Fenton growth charts) to determine if the neonate falls below the 10th percentile for gestational age.
1. Maternal and Pregnancy History:
2. Review the mother's medical, obstetric, and social history for risk factors associated with SGA, such as maternal hypertension, smoking, substance abuse, malnutrition, or placental insufficiency.
2. Assess prenatal care records for any abnormalities detected during pregnancy, such as intrauterine growth restriction (IUGR) or abnormal Doppler studies.
1. Physical Examination:
3. Conduct a thorough physical examination of the neonate to identify any dysmorphic features, congenital anomalies, or signs of intrauterine infection that might suggest an underlying cause for SGA.
3. Evaluate the neonate for signs of hypoglycemia, hypothermia, or other complications commonly associated with SGA.
1. Laboratory and Imaging Studies:
4. Perform relevant laboratory tests, such as blood glucose levels, complete blood count, and metabolic screening, to identify any metabolic or hematologic abnormalities.
4. Consider imaging studies, such as cranial ultrasound or echocardiography, if there are concerns about specific anomalies or complications.
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Vital Signs
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	Value
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Clinical Justification for Appeal

The arguments presented below justify the inclusion of SPECIFY diagnosis as a valid diagnosis for the following reasons: 

1. The clinical information contained in the medical record is consistent with evidence-based guidelines for establishing the diagnosis.  Shortly after birth, the neonatal assessment and plan of care included clinical evaluation, monitoring, and management of the infant’s specify diagnosis. This is evidenced by documentation in the medical record of briefly specify how the elements were met.

2. Inclusion of Specify Diagnosis on the billed claim is in accordance with the Uniform Hospital Discharge Data Set (UHDDS) and ICD-10-CM Official Coding Guidelines, and AHA Coding Clinic Guidelines (see citations below). There is no disclosure indicating the payer’s contract provisions vary from Uniform Hospital Discharge Data Set (UHDDS) and ICD-10-CM Official Coding Guidelines. 

3. A team of licensed providers (including a pediatrician/neonatologist), responsible for the care of the patient, entered the diagnosis into the medical record. 

4. Further, there is no disclosure regarding consultation with a coder or clinician who has the expertise to understand and apply these guidelines. Accordingly, disclosure of this information is requested.

Coding References

[bookmark: _Hlk153181667]AHA Coding Handbook, Prematurity, Low Birth Weight, and Postmaturity, Perinatal Conditions (2024).

To indicate the birth weight, fifth characters are assigned to codes for low birth weight newborns (P07.0- to P07.1-), newborn light for gestational age (P05.0-), and newborn small for gestational age (P05.1-). Note that the weight expressed by the fifth character should be reasonably consistent with the four-character code to which it is applied. Although most preterm births (liveborn infant less than 37 completed weeks of gestation) are associated with low birth weight, at least 10 percent of newborns in their 37th week of gestation weigh more than 2,500 grams. Code P05.09, Newborn light for gestational age, 2500 grams and over, is assigned for a newborn who is light for gestational age but weighs more than 2,500 grams. Code P05.19, Newborn small for gestational age, other, should be assigned for an infant who is small for gestational age but weighs 2,500 grams or more. 

[bookmark: _Hlk183242878]ICD-10-CM Official Guidelines for Coding and Reporting 

[bookmark: _Hlk152771520]II.H. Uncertain Diagnosis
If the diagnosis documented at the time of discharge is qualified as “probable,” “suspected,” “likely,” “questionable,” “possible,” or “still to be ruled out,” “compatible with,” “consistent with,” or other similar terms indicating uncertainty, code the condition as if it existed or was established. The bases for these guidelines are the diagnostic workup, arrangements for further workup or observation, and initial therapeutic approach that correspond most closely with the established diagnosis.

I.C.16. Chapter 16: Certain Conditions Originating in the Perinatal Period (P00-P96) 
For coding and reporting purposes, the perinatal period is defined as before birth through the 28th day following birth. The following guidelines are provided for reporting purposes.
a. General Perinatal Rules   
6) Code all clinically significant conditions 
All clinically significant conditions noted on routine newborn examination should be coded. A condition is clinically significant if it requires: 
· Clinical Evaluation; MET as evidenced by 
· or Therapeutic Treatment; MET as evidenced by
· or Diagnostic Procedures; MET as evidenced by
· or Extended Length of Hospital Stay; MET as evidenced by
· or Increased Nursing Care and/or Monitoring; MET as evidenced by
· or has implications for future health care needs MET as evidenced by

Please note that only ONE of the above criteria needs to be met in order to make the diagnosis reportable (“codeable”).

ICD-10-CM Pertinent Codes and Descriptions:
Small-for-gestational age (newborn) P05.1
	Unspecified weight P05.10
	With weight of
		1750-1999 grams P05.17
2000-2499 grams P05.18
		2500 grams and over P05.19
_____________________________________________________________________________

Diagnostic and Evidence Based Clinical References
Bold the bullet points that apply and remove the sections from gray bar to gray bar if no bullet points in the section apply.
	[bookmark: _Hlk152765568]
	

	Source/Reference
	Osuchukwu , O. O., & Reed, D. J. (2022). Small for Gestational Age. In StatPearls. StatPearls Publishing. https://pubmed.ncbi.nlm.nih.gov/33085394/ https://www.ncbi.nlm.nih.gov/books/NBK563247/


	Evidence Based Guideline/Practice Guideline Recommendation
	Small for gestational age (SGA) is defined as a birth weight of less than 10th percentile for gestational age.

During antenatal care, symphysis-fundal height measurement using a measuring tape is a simple, affordable, and common ways of detecting FGR SGA or other conditions that can cause size/date discrepancy. Suspicion for FGR SGA is raised when there is a discordance between the measured fundal length and the expected size for gestational age. The measurement is said to be discordant when the fundal height is at least 3 cm less than the gestational age in weeks.

In pregnancy with a high risk for FGR SGA, ultrasound is performed once or twice in the 3rd trimester or when a lag in fundal height is detected. However, in FGR SGA, low-risk pregnancies, ultrasound is only performed in any of the following: a lag in fundal height, inability to palpate fundal height, or fundal height not reliable as in the case of a uterine mass.

The majority of the studies recommend magnesium sulfate for neuroprotection before preterm delivery as well, generally < 32-week gestation.

In the SGA population, glucose should be checked every 3 hours until stable with a pre-prandial goal of >25 mg/dL for asymptomatic infants in the first 4 hours of life, >35 mg/dL in hours 4 to 24 of life, and >45 mg/dL after 24 hours.

Serum and urine testing for congenital infections such as toxoplasmosis and Cytomegalovirus should be considered. Placental pathology is often helpful for signs of prenatal infection or vasculopathy.  If the infant presents with dysmorphology, genetic testing should be considered as well.


	[bookmark: _Hlk152762458]
	

	Source/Reference
	Sacchi, C., Marino, C., Nosarti, C., Vieno, A., Visentin, S., & Simonelli, A. (2020). Association of Intrauterine Growth Restriction and Small for Gestational Age Status With Childhood Cognitive Outcomes: A Systematic Review and Meta-analysis. JAMA pediatrics, 174(8), 772–781. https://doi.org/10.1001/jamapediatrics.2020.1097 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7251506/


	Evidence Based Guideline/Practice Guideline Recommendation
	Intrauterine growth restriction (IUGR) is an abnormal fetal growth pattern that occurs in approximately 8% to 10% of pregnancies and is associated with neonatal morbidity and mortality. IUGR refers to an impoverished fetal growth with fetal, maternal, or placental causes (ie, congenital or chromosomal anomalies, infections, and vascular disorders) of a detrimental cascade in which oxygen reduction (up to hypoxemia) and nutritional deficiencies lead to cardiovascular deterioration, extreme blood flow resistance, and decreased fetal growth rate.

Individuals who had IUGR experience a range of poorer developmental outcomes, encompassing cognitive, socioemotional, and behavioral domains, compared with individuals who were born appropriate for gestational age (AGA).

An important variable to consider when studying IUGR and SGA development is preterm birth (<37 gestational weeks), which can occur in both conditions. It is still unclear whether the intrauterine environment offers a better long-term outcome for the growth-restricted infant than an early exposure to the extrauterine environment. Consequently, preterm birth interacts with the potential association of antenatal growth restriction with child development and represents a major confounding factor when studying IUGR and SGA outcomes.

Our findings suggest that IUGR and SGA are associated with a small additional risk to that associated with preterm birth alone. Preterm children who had IUGR and were SGA were also 1.57 times more likely than those with AGA to have BII (cognitive score <1 SD) and 2.77 times more likely to have intellectual impairment (cognitive score <2 SDs).

	
	

	Source/Reference
	Jensen, E. A., Foglia, E. E., Dysart, K. C., Simmons, R. A., Aghai, Z. H., Cook, A., Greenspan, J. S., & DeMauro, S. B. (2019). Adverse effects of small for gestational age differ by gestational week among very preterm infants. Archives of disease in childhood. Fetal and neonatal edition, 104(2), F192–F198. https://doi.org/10.1136/archdischild-2017-314171 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6335180/


	Evidence Based Guideline/Practice Guideline Recommendation
	The excess risk for death independently associated with SGA birth was highest at 24 weeks. For bronchopulmonary dysplasia, the excess risk peaked at 27 weeks. 

Prior studies postulated that the higher morbidity and mortality rates among SGA compared to non-SGA preterm infants result from an additive “double insult” owing to diminished nutrient delivery to the growing fetus and postnatal sequelae attributed to prematurity.


	
	

	Source/Reference
	Ewing, A. C., Ellington, S. R., Shapiro-Mendoza, C. K., Barfield, W. D., & Kourtis, A. P. (2017). Full-Term Small-for-Gestational-Age Newborns in the U.S.: Characteristics, Trends, and Morbidity. Maternal and child health journal, 21(4), 786–796. https://doi.org/10.1007/s10995-016-2165-z https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5728417/


	Evidence Based Guideline/Practice Guideline Recommendation
	Compared with other term newborns, SGA term newborns were significantly (p < 0.05) more likely to be female, receive public insurance, and reside in lower income zip codes. Comorbidities, including perinatal complications, metabolic disorders, central nervous system diseases, infection, and neonatal abstinence syndrome were more common among SGA-coded term newborns. These newborns also had higher odds of in-hospital death (OR = 3.0 95 % confidence interval: 2.0, 4.4), longer mean length of stay (3.7 vs. 2.3 days, p <0.001), and higher mean hospital charges ($12,621 vs. $5012, p < 0.001). 

SGA is variously defined using growth curves and/or observed clinical characteristics, including fundal height, various body proportions, soft tissue measurements, and others (Chard et al. 1992; Lubchenco et al. 1966; Campbell and Thoms 1977; Clayton et al. 2007; Belizan et al. 1978; Hadlock et al. 1983; Weiner and Robinson 1989; Gardeil et al. 1999). <10th, <5th and <3rd percentile birthweight for gestational age are commonly used in research addressing this issue, although there are no standards directing physicians or coders to use a specific birthweight percentile cutoff to diagnose newborns as SGA and coded as such in the medical record. 

SGA diagnosis was also strongly associated with perinatal complications, congenital anomalies, respiratory distress and other respiratory conditions, congenital/neonatal infections, and intubation and CPAP procedures, and with in-hospital mortality, with adjusted odds ratios (ORs) of 1.9 or larger. 

Among SGA-coded term newborns, two comorbidities showed consistent and significant increases over the study period: neonatal abstinence syndrome and congenital anomalies. 

In the most recent year we studied (2011), SGA-coded term newborns had a 200 % higher odds of in-hospital death than non-SGA-coded term newborns.

	
	



Selected Coding Clinics
[bookmark: _Hlk153285545]
	
	

	Source/Reference
	Applying Past Issues of AHA Coding Clinic for ICD-9-CM to ICD-10 
Coding Clinic, Fourth Quarter 2015, Page 20 
Coding advice or code assignments contained in this issue effective with discharges November 13, 2015

	Practice Guideline Recommendation
	· In general, clinical information and information on documentation best practices published in Coding Clinic were not unique to ICD-9-CM and remain applicable for ICD-10-CM with some caveats. For example, Coding Clinic may still be useful to understand clinical clues when applying the guideline regarding not coding separately signs or symptoms that are integral to a condition. Users may continue to use that information as clues—not clinical criteria.  
· As far as previously published advice on documentation is concerned, documentation issues would generally not be unique to ICD-9-CM, and so long as there is nothing new published in Coding Clinic for ICD-10-CM and ICD-10-PCS to replace it, the advice would stand.

	
	

	Source/Reference
	Use of Coding Clinic as Clinical Criteria for Code Assignment
Coding Clinic, Third Quarter 2008, Page 16
Effective with Discharges: September 19, 2008

	Practice Guideline Recommendation
	Question:
· Can background clinical information published in Coding Clinic be used as clinical criteria for code assignment?
Answer:
· No, background material published in Coding Clinic cannot be used as clinical criteria for code assignment.  As stated in Coding Clinic, Second Quarter 1998, pages 4-5:
“Any clinical information published in Coding Clinic, is provided as background material to aid the coder’s understanding of disease processes.  The information is intended to provide the coder with ‘clues’ to identify possible gaps in documentation where additional physician query may be necessary.  It is not intended to replace the need for specific physician documentation to substantiate code assignment.”

	
	

	Source/Reference
	Documentation Guidelines 
Coding Clinic, Second Quarter 2000, Page 17 to 18 
Effective with discharges: July 1, 2000

	Practice Guideline Recommendation
	· When the documentation in the medical record is clear and consistent, coders may assign and report codes. If there is evidence of a diagnosis within the medical record, and the coder is uncertain whether it is a valid diagnosis because the documentation is incomplete, vague, or contradictory, it is the coder's responsibility to query the attending physician to determine if this diagnosis should be included in the final diagnostic statement. All diagnoses should be supported by physician documentation. Documentation is not limited to the face sheet, discharge summary, progress notes, history and physical, or other report designed to capture diagnostic information.

	
	



[bookmark: _Hlk153181743]Conclusion

«Facility» provided medically necessary services to «PAT_Full_Name» with the expectation that those services would be reimbursed according to the documentation in all UHDDS communications.  «Facility» respectfully requests that you reconsider this claim and require payment to be made to «Facility» for the services provided to «PAT_Full_Name» in this case.

I appreciate your attention to this matter and invite you to contact me should you have any questions.

Respectfully,

Image_Signature

«Facility_Signature»

Submitted with the authority of the Provider,

Please return all correspondence to:

«Facility_Description»

NPI: «Facility_NPI»
Tax ID: «Facility_Tax_ID»
PTAN: «PTAN»
«TableEnd:PATIENTINFO»
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