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Mandatory Case Review Requirements
4000.
INTRODUCTION

You are required to perform individual case review to fulfill mandatory review requirements.   (See §4100.)  Mandatory review categories include: alleged anti-dumping violations, requests for assistants at cataract surgery for specific codes, beneficiary complaints, hospital notices of noncoverage, beneficiary's requests for immediate review of Medicare+Choice (M+C) organization-issued notices of noncoverage, hospital-requested higher-weighted DRG adjustments, potential gross and flagrant violations (see Part 9), and Payment Error Prevention Program (PEPP) referrals (see Part 11).  If in the course of conducting a mandatory review (e.g., beneficiary complaint) you determine that the case also involves another review area (e.g., a readmission within 31 days), you are required to perform the review for that area (in this case, the readmission).

As part of the PEPP (see Part 11) review, you are also required to conduct analyses of these mandatory review activities mentioned above to identify trends and patterns suggestive or indicative of:

o 
Inappropriate, unreasonable, or medically unnecessary care (including setting of care issues); 

o
Incorrect DRG assignment; 

o
Inappropriate transfers; 

o
Premature discharges; and 

o
Insufficient, poor documentation, or patterns of failing to provide medical records. 

4010.
ANTI-DUMPING VIOLATIONS

Follow the instructions contained in Part 9, §9100 when reviewing anti-dumping violations.

4020.
ASSISTANTS AT CATARACT SURGERY

A.
Authority.--Section 1862(a)(15) of the Act prohibits payment for services of an assistant at cataract surgery unless, prior to the surgery, you have approved the use of an assistant based on the existence of a complicating medical condition.

NOTE:
The assistant may be a physician or a physician's assistant, where authorized by State law.

B.
Memoranda of Agreement (MOAs).--Initiate or amend, as necessary, your MOAs with hospitals, ambulatory surgical centers (ASCs), and carriers to include this review requirement.  (See Part 3 of this manual.)

C.  Notification of Review Requirement.--Notify ophthalmologists in the State of the requirements under §§1862(a)(15) and 1842(k)(l) and (2) of the Act that they obtain approval for an assistant before surgery, except in emergency situations, in order for them to bill beneficiaries for any amounts for which beneficiaries are liable by law.

Instruct physicians to notify you within a reasonable time frame (e.g., 48 hours) of rare instances when an assistant was used because an emergency arose with the patient during the surgical procedure.  To obtain post-surgery approval, the physician must comply with your procedure(s).
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Notify physicians at least 30 calendar days prior to implementation of this review activity.  Include the following information:

o
The statutory requirement at §1862(a)(15) that precludes payment for services of an assistant unless prior approval is obtained from you;

o
Criteria you use in determining when an assistant is needed;

o
Information you need to perform the review (including the name of the proposed assistant) and requirements for notifying you when another assistant is substituted;

o
How to request approval (e.g., what records/forms are needed);

o
Time frames for submitting a request;

o
The process for obtaining an approval number on a postprocedure/prepayment basis (including the requirement to document the emergency);

o
Procedures for submitting records when you subsequently validate cases that you approved by phone, including the time frame for submittal and penalties for not submitting the required records.  (See 42 CFR 1004.10.); and

o
The sanctions that may be applied if prior approval is not obtained, or if inaccurate information is given.

D.
Review Procedures.--Conduct a review to determine if the use of an assistant is medically necessary based on a complicating medical condition.  Review for medical necessity in all settings.

NOTE:
Assistant at cataract surgery review is not performed for M+C organization cases.

The only Current Procedural Terminology (CPT)-6 codes that can be reviewed for medical necessity of an assistant are:

66852  66920  66930  66940  66986

Whenever you propose to deny the necessity of an assistant, provide the physician (and the assistant, if known) an opportunity to discuss the case and provide additional information as specified in §4530.  If you determine that the assistant was not medically necessary, deny the services and send initial denial notices as specified in Part 7, §7100.

1.
Preprocedure Review.--Review all requests for use of an assistant in a timely manner (i.e., before the surgery is performed).  A request may be made by the surgeon, assistant, or designated staff.  Therefore, prior to surgery, notify the surgeon and assistant of your determination.

Establish validation procedures to ensure that the information provided at the time of your initial review is accurate.  (See §§4020.F. and 4100.)

2.
Postprocedure Review.--Review cases on a prepayment, postprocedure basis when physicians notify you that an assistant was used because an emergency arose with the patient during the surgical procedure.  The carrier cannot pay for services of an assistant without your approval. Review the medical record and make a determination whether the medical situation constituted an emergency.  If you determine during postprocedure review that the patient's circumstances constituted an emergency, provide the physician with an approval number.  
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If you determine that an emergency did not exist, whether or not an assistant was needed, deny payment.  On an exception basis, you may approve the necessity for an assistant at non-emergency cataract surgery on a postprocedure/prepayment basis if you determine that circumstances unavoidably prevented the physician from obtaining approval.  Evaluate the individual circumstances of each exception using your past review experience (i.e., your knowledge and past experience with that physician).  Notify beneficiaries when you deny services of an assistant at cataract surgery. Inform beneficiaries that they are not responsible for the payment of the denied services and should notify the carrier if they are billed.

E.
Role of the Carrier.--The carrier does not pay claims for an assistant for the codes listed in §4020.D unless it receives notice that you approved such use, either prior to the procedure or after the procedure (in cases of a medical emergency).

NOTE:
The carrier is responsible for notifying the RO or the Office of Inspector General (OIG) of any billing violations.

Sections 1842(k)(l) and (2) of the Act provide that a physician may not knowingly and willfully present a claim or bill to a beneficiary for the services of an assistant without obtaining prior approval from the appropriate PRO.  The physician may be sanctioned under §1842(j)(2) of the Act if it does so.  If you identify a pattern of physician claims for an assistant filed without prior approval notify the carrier, which is responsible for instituting the sanctions.

F.
Validation Activities.--You must perform a validation review on all (if small number of cases are reviewed) or at least a sample of the cases you reviewed.  Your determination that services of an assistant are warranted by a complicating medical condition is not a guarantee of payment if subsequent validation review establishes that inaccurate information was provided at the time of the initial determination and that the services of the assistant were actually unwarranted.  The surgeon, provider and/or anesthesiologist (if used) will not be denied payment because of the inaccurate information.

When you identify a physician who provided inaccurate information to obtain approval for use of an assistant, issue him/her a written notice (in addition to issuing an initial denial notice) containing the following information:

o
An explanation of the physician's obligation to provide accurate information when requesting approval for use of an assistant at cataract surgery;

o
The situation or circumstances that led you to believe that the physician is not fulfilling his/her obligation;

o
Your authority and responsibility to report violations of obligations;

o
A suggested method for correcting the situation and a time period for corrective action;

o
The sanction that would be recommended, if a violation occurred again; and

o
An invitation to discuss the situation with you.

When physicians display a pattern of providing inaccurate information, consider educational intervention or possible sanction action as specified in Part 9, §§9000-9070.
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4030.
BENEFICIARY COMPLAINTS

Follow the instructions contained in Part 5, §5000 when reviewing beneficiary complaints.

4040.
HOSPITAL AND MEDICARE+CHOICE (M+C) ORGANIZATION NOTICES OF NONCOVERAGE

Follow the instructions contained in Part 7, §7000 when reviewing hospital and M+C organization notices of noncoverage.

4050.
HOSPITAL-REQUESTED HIGHER-WEIGHTED DRG ASSIGNMENTS

A.
Authority.--PROs are required to review hospital requests for higher-weighted DRG assignments as addressed in 42 CFR 412.60(d)(2) and 476.71(c)(2).

NOTE:
These procedures do not apply to hospitals in prospective payment system (PPS) 

waivered/excluded areas, PPS excluded hospitals, or M+C organizations.

B.
Review Process.--Hospitals submit requests for higher-weighted DRG assignment directly to the intermediary for processing and payment.  All such requests granted by the intermediary are subsequently selected by HCFA for PRO review on a post-payment basis.  When reviewing hospital-requested higher-weighted DRG assignments, perform a medical necessity review, a quality review, and DRG validation.  The purpose of DRG validation is to ensure that diagnostic and procedural information and the discharge status of the patient, as coded and reported by the hospital on its claim, matches both the attending physician's description and the information contained in the patient's medical record.  Send notification to all affected parties when your review confirms a higher-weighted DRG.  (See §4130.) When your DRG validation results in lower payment, take appropriate action when you identify a coding error that results in increased payment while performing hospital-requested higher-weighted DRG assignments (see §4130.D.).  Notify the hospital, practitioner, intermediary, and carrier as specified in §7100.

C.
Re-reviews.--As specified in 42 CFR 478.15(a)(1), the hospital may request a re-review of your decision to change a DRG assignment when the change results in a lower payment to the hospital.  (See §7300.)  As specified in 42 CFR 478.15(c), no additional review or appeal is available to the hospital. 

4060.
POTENTIAL CONCERNS IDENTIFIED DURING PROJECT DATA COLLECTION (PDC)

Follow the instructions contained in §4105 when reviewing potential concerns identified during PDC.

4070.
REFERRALS

Review all cases referred by HCFA and Clinical Data Abstractions Centers (CDACs).  Review cases referred by intermediaries, carriers, the M+C organization appeals contractor, and State Medicaid and survey and certification agencies when the referrals are within your review authority.  The scope of review depends on the reason for the referral.  Referrals may involve fee for service (FFS) or M+C review.

NOTE:
For anonymous complaints/referrals that you receive directly, analyze the nature and scope of the issues involved and take any necessary action(s) (including referral to the appropriate organizations) to ensure that the issues are appropriately addressed/resolved.
4-8
Rev. 86

02-01
PEER REVIEW ORGANIZATION MANUAL
4070 (Cont.)

A.
Referrals from the RO.--The RO will refer cases to you in the following circumstances:

o
During the course of review of skilled nursing facility (SNF) cases, intermediaries may identify cases where the patient entered the SNF from a hospital but required a higher level of care.  The intermediary should then refer these cases to the RO, which screens the cases to determine if there is agreement with the intermediary that the case might involve a premature discharge.  If the RO concurs, it will request that you review the hospital stay in question.  Review the medical records for quality of care and appropriateness of setting.  If a case is questioned for quality of care or appropriateness of setting, follow the timing and process requirements specified under case review. Submit a written report to the RO on your findings; 

o
If the intermediary or carrier identifies a problem or potential problem with a provider or practitioner in an area subject to PRO review, it will be referred to the RO, which will refer it to you, if appropriate.  With RO approval, you may accept certain categories of cases directly from another Medicare contractor (e.g., quality of care referrals from the carrier in your State);

o
Complaints/referrals that are anonymous, from outside agencies (e.g., an alleged anti-dumping violation case, see Part 9), or sources other than the usual ones (beneficiary, beneficiary's representative, intermediary, or carrier) may be referred to you if the RO determines the complaint/referral is credible and within your review authority.

B.
Referrals to the RO.‑‑Throughout your review activities, be alert to the identification of cases that may require additional development.  Forward these cases to the RO for analysis or additional development after your review.  The ROs will refer policy issues identified by you to HCFA CO for consideration.  The types of cases may include:

o
Cases that may require additional policy clarification or regulatory changes; and

o
Cases that are suspect of deviant practice patterns or other potential abuse situations.

C.
Referrals from the Intermediary.‑‑The intermediary is required to screen claims to determine whether specific services, items, or procedures are covered or excluded from coverage. In some cases, coverage depends upon meeting specific conditions of medical necessity and reasonableness, such as type and severity of illness.  When a medical necessity determination is needed, the intermediary will refer the case to you for review prior to making its coverage determination.  (See §4125.)  The intermediary will also refer cases it receives via its OIG hotline regarding quality of care complaints.  Review these cases using the procedures specified in Part 5, §§5000  through 5050.  For fraud and abuse referrals, see Part 9.
D.
Referrals to the Intermediary.‑‑During the course of review, be alert for potential Medicare Secondary Payer (MSP) cases (e.g., automobile accidents).  When you identify a potential secondary payer, notify the intermediary so that it can investigate, develop the case and take appropriate recovery action.  For example, if during review you find that an admission for a broken hip was the result of an auto accident, notify the intermediary of potential MSP (e.g., automobile insurance) and complete your review independent of the intermediary referral.  The intermediary remains solely responsible for developing the MSP aspects of the case.

If you identify any relevant outpatient services related to an admission that may not have been included in the DRG, notify the intermediary.  (See Medicare Intermediary Manual (MIM), Part 3, §3600.)  You may also refer cases to the intermediary related to billing issues.
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E.
Referrals From the Carrier.--If a carrier identifies a problem or potential problem with a provider or practitioner in your area, it will direct the case to the RO for referral to you, if appropriate.  The carrier should be specific about the type of review and report format needed from you.  The carrier will also refer cases to you when ASC procedures are terminated due to medical complications that increase the surgical risk to the patient.  Perform quality review when these types of cases are referred to you.


F.
Referrals From CDACs.--Review all cases referred to you by CDACs.  (See Part 11000.)



G.
Referrals From Outside Agencies.--All requests for your review from outside agencies, including OIG and the Department of Justice (DOJ), must be approved by HCFA central office.  Every request must be in writing, must offer clear and cogent rationale, and must be submitted through your project officer in the HCFA regional office.  For fraud and abuse referrals, follow the instructions in §§9200ff. 


EXCEPTION:
For cases that involve anti-dumping issues referred by OIG, follow the instructions in §§9100ff.
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