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290.
UTILIZATION REVIEW PLAN

A qualified hospital is required to have in effect a plan for utilization review (UR) which applies to the inpatient services furnished to patients entitled to benefits under the health insurance program. The plan provides for review, on a sample basis, of admissions, duration of stays, and professional services furnished, and review of each case of continuous extended duration while the patient is in the hospital.  The UR plan requirement does not apply to hospitals where a PRO has assumed binding review.

If the hospital's utilization review committee (URC) has reason to believe that an inpatient admission was not medically necessary, it may review it at any time.  However, the decision of a URC in one hospital is not binding upon the URC in another hospital.  (See 42 CFR 482.30(a).)

Payments made to physicians serving on hospital URCs are allowable hospital costs only if the UR plan applies to all of the hospital's inpatients.

The law requires that effective UR be maintained on a continuing basis to assure the medical necessity of the services and promote the most efficient use of available health facilities and services.

The detailed requirements for an acceptable UR plan are in the Conditions of Participation for Hospitals.

A physician member of a hospital URC must be either a doctor of medicine, a doctor of osteopathy, or a doctor of podiatric medicine.  (See §208.)  A doctor of podiatric medicine is a physician for purposes of serving as a member of a URC, but only if at least two of the physicians on the URC are doctors of medicine or osteopathy and the performance of this function is consistent with the scope of the professional services provided by a doctor of podiatric medicine as authorized by State law.

290.1
Definition of Extended Stay-Beneficiary Admitted Before Entitlement.--The general rule for the review of extended-stay cases is in the Conditions of Participation for Hospitals.  If an individual is admitted to a hospital before he/she is entitled to hospital insurance benefits (for example, before he/she reaches age 65), the following rule applies when he/she does become entitled.  In identifying cases of extended duration for review by the URC in hospitals which provide for the review of beneficiary cases only, the patient is considered to have been admitted on the day he/she became entitled to hos-
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pital insurance benefits.  For example, if a hospital has defined extended stay as being 20 days of hospitalization, a patient who becomes entitled to Part A benefits on May l, but who is admitted prior to that date, would be considered as an extended-stay case for utilization review purposes on May 2l.

290.2
Limitations on Payment for Inpatient Services Following Adverse Finding by Utilization Review Committee.--Under the UR requirement, certain limitations in payment for inpatient hospital services have been established.  (For purposes of this section "inpatient hospital services" include inpatient hospital services and inpatient psychiatric and tuberculosis hospital services.)

A.
Payment Limitation.--Program payment can be made for a grace period of up to 3 days of inpatient hospital services following the date the hospital receives notice from a UR committee that further inpatient hospital services are not medically necessary.  This payment limit also extends to a finding by a UR committee, made during the course of a sample or other review of admissions, that admission to the hospital was not medically necessary.

For cases paid under PPS, the payment limit applies only in cases otherwise eligible for outlier payment if the UR committee determines that:

(1)
excess days of care furnished in the case of a length of stay outlier are not necessary for services covered under Part A; or

(2)
additional items or services furnished in the case of a high cost outlier are either not covered or not necessary to services covered under Part A.

Although the intermediary will accord great weight to the decision made by the UR committee, the final determination regarding reimbursement under the program rests with the intermediary.

B.
Notification Requirements.--If, in the review of an admission or continued stay case and after an opportunity for consultation is given the attending physician, the physician members of the UR committee make a final decision that an admission or further inpatient stay was not medically necessary, written notice must be given to the attending physician, the hospital and the patient (or where appropriate, his next of kin) no later than 2 working days after the review date.  Where the decision is made before the continued stay review date, the notice must be given no later than 2 days after the decision is made.

While the attending physician may advise the patient personally of the UR committee's decision, it would still be necessary for the committee to give timely notice of its decision to the patient or where appropriate, his next of kin.  However, failure or omission by the UR committee to timely notify the physician, the patient, or the patient's next of kin does not justify payment to the hospital for an expense item (e.g., custodial care) which is specifically excluded by statute.
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Show the date of receipt of notice on the billing form.  (See §402.l, Item 22.)

C.
Relation of Waiver of Liability Provision to Payment Limitation.--The application of the UR payment limitation provision (See A above) is affected by the waiver of liability provision.  (See §§29lff.)  Where it is determined that noncovered care was rendered prior to the UR committee's finding, the intermediary must determine that payment is appropriate under the waiver of liability provision before any grace period payment can be made.  Where the hospital is notified of an adverse finding by the UR committee, the hospital can be found liable under the waiver of liability provision for noncovered services it provides to the beneficiary after the expiration of the grace period and up to the date the beneficiary receives written notice of the noncoverage of the services.  (See §295.l.)

EXAMPLE:
The hospital receives notice from the UR committee on March l that services were not reasonable and necessary beginning February 27, but does not advise the beneficiary until March 5.  The patient is discharged on March 6.  Where both the beneficiary and the hospital meet the requirements for waiver of liability (§29lff.), program payment can be made under section l879 for the noncovered services on February 27, 28, and March l.  Payment can also be made under the waiver of liability provision for the routinely allowed grace day following March l, the day the provider was notified of the UR finding.  In addition, if the intermediary determines that more than l day was needed to arrange for post-discharge care, grace period payment could be made for up to 2 more days.  However, payment for March 5 would not be made by the program nor would the beneficiary be responsible for the charges since he did not receive notice until that date.

290.3
Availability and Appropriateness of Other Facilities and Services.--In determining whether further inpatient hospital stay is medically necessary, utilization review committees are required to take into account the availability and appropriateness of other facilities and services.  The following guidelines should be used by UR committees in general hospitals.

A.
Determining Required Level of Care.--If the committee believes that the patient no longer requires hospital care but could receive proper treatment in a SNF, it should determine whether there is a SNF level bed available to the patient in a participating SNF or swing bed hospital in the area.(see C and E below.)  If there is, the committee should find that further stay in the hospital is not medically necessary.

If the committee determines that no SNF level bed is available to the patient in a participating skilled nursing or swing bed facility, it should find that continued stay in the hospital is medically necessary. The basis for the
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decision should be documented in the committee records.  The committee will advise the attending physician that its decision is based on the lack of availability of a SNF level bed; and that it is his responsibility to attempt on a continuing basis (with the assistance of the hospital's social worker, etc.) to place his patient in a participating SNF level bed as soon as such a bed becomes available.

If the UR committee determines that the patient requires services other than inpatient hospital or extended care services (such as custodial, outpatient, or home health care), it should find, without regard to the availability of such kinds of care, that further inpatient hospital stay is not medically necessary.  Covered inpatient hospital or extended care services should not be considered as an alternative to noncovered or noninstitutional services.

B.
Home Health Care as an Alternative to Institutionalization.--A patient who needs either hospital or extended care services continually requires a level of care and a scope of services that can only be provided in an institutional setting.  Only those institutions which meet the conditions of participation for hospitals and SNFs are qualified to provide them.

A patient who needs home health services requires a minimal level of services which does not call for the patient to be institutionalized.  For example, an individual may only require a single service, such as physical therapy.  A UR committee which finds that an individual only requires home health services should not recommend continued inpatient stay, even though the required services are not available to the individual because there is no agency in the community which can provide the services, or there is an agency but the individual has no home to which he can be discharged.

C.
Location of Alternative Facilities.--A UR committee will consider what facilities are available in the community or local geographic area in deciding whether the patient can be cared for effectively elsewhere.  It is not possible to define community or local geographic area with any precision.  However, as a general rule, a community or local geographic area should not be defined in such a way as to require a patient to be taken away from his family and transported over great distances.

D.
Patient's Financial Status and Personal Preference.--A UR committee should not take into account a patient's ability to pay for services or his coverage or lack of coverage under the health insurance program in deciding whether continued hospital stay is medically necessary.

A patient's preference for one SNF over another (such as a preference for a sectarian facility over a nonsectarian facility) should not be taken into account by the committee.  If SNFs are available but the patient's preferred facility is filled, the committee should find that further inpatient stay is not medically necessary.
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E.
Sources of Information on Available Participating Skilled Nursing Facilities.--The intermediary or the local social security office can supply the names and addresses of participating SNFs in the local area.  Medical social workers, public health nurses, religious counselors, etc., can provide information about bed availability in such facilities.

290.4
Failure to Make Timely Review of Cases.--If HCFA determines, on the basis of information obtained by a State agency or by an intermediary during the course of its ongoing review of utilization practices, that a hospital has substantially failed to make timely review of long-stay cases, it may, in lieu of terminating its agreement with the hospital, decide that no payment may be made on behalf of patients for more than 20 consecutive days of inpatient hospital services.  For cases paid under PPS, the 20-day payment limitation will only affect the outlier portion of any prospective payment.

The limitation will be removed when it is determined that timely review of long-stay cases has been restored and there is reasonable assurance that the deficiency will not recur.
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