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Basic Case Review Activities
4100.
INTRODUCTION

When you receive a mandatory review case (§§4000 - 4070), perform the appropriate review for admission, quality, invasive procedure, length-of-stay, coverage, discharge review, DRG validation, and other post review activities (see Part 7).  If you review a case concurrently (e.g., notice of noncoverage) and it is necessary to review the case again retrospectively for other requirements (e.g., beneficiary complaint), it is not necessary to repeat the portion of the review you have already completed, except in the case of assistants at cataract surgery.  (For type of settings and review, see §§4520.B and 5005.B.)
Currently, the following PRO areas are paid under a different methodology than the one applicable under the Medicare prospective payment system (PPS): Maryland, the Finger Lakes area of New York, the Virgin Islands, and Guam.  The contracts for these PRO areas are designed to consider the special review needs for their areas.  If you conduct review in one of these areas, follow the instructions in your contract.

4105.
QUALITY REVIEW

A.
Authority and Scope.--This review includes potential circumvention of prospective payment system (see §4255), and beneficiary complaints about quality of care (see Part 5, §5000). Conduct fee for service (FFS) quality review to determine whether the quality of services met professionally recognized standards of health care as addressed under §§1154(a)(1)(B) and 1862(g) of the Act, and 42 CFR 476.71(a)(2).  Conduct Medicare+Choice (M+C) quality review to determine whether the quality of services met professionally recognized standards of health care, including whether appropriate health care services were not provided or were provided in inappropriate settings, and whether enrollees had adequate access to health care services as addressed under §1154(a)(4)(B) of the Act and 42 CFR 476.72(a)(1).  You must always be alert for potential quality concerns regardless of the reason for review.  Conduct a quality review of all cases subject to Payment Error Prevention Program (PEPP) review.

B.
Objectives.--Quality review objectives include:

o
Determining if care provided is of adequate quality;

o
Identifying the source(s) of quality concerns; and

o
Determining the extent of systemic problems in the delivery of care that warrant an improvement plan.

C.
Strategies to Employ.--Your quality review activities should employ the following strategies:

o
Developing/updating quality screening criteria (see §4510);

o
Using the Physician Reviewer Assessment Format (PRAF) (see §§4300-4325) to obtain more consistent medical case review decisions and more reliable data collection;

o
Providing educational feedback to practitioners and providers to improve the quality of care process and patient outcomes;

o
Identifying system-wide concerns (e.g., communications errors between a diagnostic laboratory and an inpatient unit) uncovered during project data collection; and
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o
Engaging in collaborative development of performance improvement projects designed to improve the process and outcomes of patient care.

D.
Quality Review Process.--Use the PRAF as a tool to determine if care furnished to Medicare beneficiaries meets professionally recognized standards.  Quality of care concerns are categorized in §§C.1 through C.99 of the PRAF.  (See Exhibit 4-1.)  The non-physician reviewer raises a quality concern when care provided results in a significant or potentially significant adverse effect on the patient.  A significant adverse effect may be one or more of the following:

o
Unnecessary prolonged treatment causes an extended hospital or SNF stay, readmission soon after discharge, or additional treatment(s);

o
Serious medical complications;

o
Serious physiological or anatomical impairment;

o
Significant disability; and/or

o
Avoidable death.

E.
Notification of Quality Concerns to Affected Parties.--See §§7200-7250, and 7310 for instructions concerning the issuance of potential, final, and re-review of quality concern notices.

F.
Quality Improvement Activities.--You may consider, as one option, initiating an improvement project when you determine that a pattern of quality concerns is established, unless an identified quality concern causes severe risk to health and/or safety, or is a gross and flagrant violation, or the pattern meets the definition of a substantial violation in a substantial number.  (See 42 CFR 1004.1(b) and §9000.)  (Use sound professional judgment to determine what constitutes a pattern.)

4110.
ADMISSION REVIEW

Review of the record must indicate that inpatient hospital care was medically necessary, reasonable, and appropriate for the diagnosis and condition of the patient at any time during the stay.  (See 42 CFR 476.71(a)(6)).  The patient must demonstrate signs and/or symptoms severe enough to warrant the need for medical care and must receive services of such intensity that they can be furnished safely and effectively only on an inpatient basis.

A.
Determining Medical Necessity and Appropriateness of Admission.--Review the medical record and use appropriate criteria to determine if an admission to a PPS or non-PPS hospital should be referred for physician review.  The case is referred to a physician reviewer when the non-physician reviewer cannot approve the hospitalization as necessary and/or another level of care would have been appropriate without posing a threat to the safety or health of the patient.

The physician reviewer must consider, in his/her review of the medical record, any pre-existing medical problems or extenuating circumstances that make admission of the patient medically necessary.  Factors that may result in an inconvenience to a patient or family do not, by themselves, justify inpatient admission.  When such factors affect the patient's health, consider them in determining whether inpatient hospitalization was appropriate.  

Inpatient care rather than outpatient care may be determined necessary only if the patient's medical condition, safety or health would be significantly and directly threatened if care were provided in a less intensive setting.  Without accompanying medical conditions, factors that may cause the patient inconvenience in terms of time and money needed to be cared for at home, or for travel to a doctor's office, or that may cause the patient to worry, do not justify admission to a hospital or approval of a higher-than-necessary level of care.
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B.
Determining Whether Covered Care was Given at Any Time During a Stay in a PPS Hospital.--When you determine that the patient did not require an inpatient level of care on admission, but that the patient's condition changed during the stay and inpatient care became medically necessary, review the case in accordance with the following procedures:

o
The first day on which inpatient care is determined to be medically necessary is deemed to be the date of admission;

o
The deemed date of admission applies when determining cost or day outlier status (i.e., days or services prior to the deemed date of admission are excluded for outlier purposes); and

o
The diagnosis determined to be chiefly responsible for the patient's need for covered services on the deemed date of admission is the principal diagnosis.  

Notify the appropriate Medicare intermediary/carrier when the determination affects payment.

4115.
INVASIVE PROCEDURE REVIEW

An invasive procedure is any procedure that clearly involves an incision, excision, amputation, introduction, endoscopy, repair, destruction, suture, or manipulation.  Invasive procedures also include any procedure that affects, or has the potential for affecting, the DRG, and is being reviewed.

Determine if invasive procedures performed were reasonable and medically necessary, and if the quality of care met professionally recognized standards of medical care.  Use appropriate criteria for non-physician screening.  If the admission and the procedure were medically necessary, but the procedure could have been performed on an outpatient basis if the patient had not already been in the hospital, do not deny the procedure or the admission.  

When an invasive procedure was not medically necessary, follow these guidelines:

o
If the admission was for the sole purpose of the performance of the noncovered procedure, and the patient never developed the need for a covered level of service, deny the admission;

o
If the admission was appropriate, and not for the sole purpose of performing the procedure, deny the procedure (i.e., remove from the DRG calculation), but approve the admission;

o
For a day outlier, if the patient was in the hospital for any day(s) solely for the performance of the procedure or for care related to the procedure, deny the day(s) and the invasive procedure;

o
For a day outlier, if the patient was receiving the appropriate level of covered care for all hospital days, exclusive of the procedure or care related to the procedure, deny the procedure or service (see NOTE in §4210 on day outlier reviews);

o
For a cost outlier, if the patient was in the hospital for any day(s) solely for the performance of the procedure or care related to the procedure, deny the costs for the day(s) and for the performance of the procedure; and


o
For a cost outlier, if the patient was receiving the appropriate level of covered care for all hospital days, deny the procedure or service.

All medically unnecessary procedures represent quality of care problems as well as utilization problems.
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4120.
LENGTH-OF-STAY REVIEW

Determine whether the length-of-stay for PPS day outlier (see NOTE in §4210) (and cost outlier, when necessary) claims and for specialty hospital/unit claims is appropriate and medically necessary. If Medicare payment is applicable to only part of the stay, review the covered portion of the stay and enough of the rest of the medical record (if necessary) to answer any specific questions that may arise from review of the covered part of the stay.  If a patient became Medicare-eligible during a hospital stay, review enough of the medical record prior to the initiation of Medicare benefits to acquire sufficient information to make a determination.  Do not perform lengthy reviews of noncovered care. In PPS waivered/excluded areas, length-of-stay review is performed for all inpatient admissions.

4125.
COVERAGE REVIEW

Items/services that are experimental or are not efficacious are excluded from coverage in all cases, regardless of patient illness, treatment history, or setting.  Certain other items/services are also excluded from coverage in all cases even though needed by the patient (e.g., routine physical checkups or hearing aids).  (See §1862(a) of the Act.)

The intermediary/carrier, within the parameters of Medicare policy, has the authority to determine whether specific items/services are covered or excluded from coverage.  The intermediary/carrier must follow existing national Medicare policy (e.g., criteria in the Coverage Issues Manual).  When no national policy exists, intermediaries/carriers have the authority to establish local coverage policy. For some items/services (e.g., blepharoplasty or breast reconstruction following mastectomy), coverage depends upon meeting specific conditions of medical necessity and reasonableness, such as type and severity of illness.  The intermediary refers inpatient claims to you involving items/services that require a medical necessity determination before the claims can be considered covered and payment can be made.  (See 42 CFR 476.86(c)(1).)

For those cases referred to you, review the medical record only for the reason for the referral.  Deny items/services when you determine they are not medically necessary and issue denial notices as specified in §7100.  Notify the appropriate Medicare carrier when your determination affects Part B payment.

Additionally, if in the review of any case you recognize an item/service that is excluded from coverage in all cases, notify the intermediary or carrier, as appropriate, for necessary action.

4130.
DRG VALIDATION REVIEW

Perform DRG validation on PPS cases (including hospital-requested higher weighted DRG assignments), as appropriate.  (See §1866(a)(1)(F) of the Act and 42 CFR 476.71(a)(4).)  Review the medical record, for medical necessity review, 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.

NOTE:
For PPS waivered/excluded areas, follow the instructions in your contract rather than these procedures.

A.
Coding.--Designate a registered records administrator (RRA) or accredited records technician (ART) as the individual responsible for the overall DRG validation process.  Use individuals trained and experienced in ICD‑9‑CM coding to perform the DRG validation functions. The validation is to verify the accuracy of the hospital's ICD‑9‑CM coding of all diagnoses and procedures that affect the DRG.
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Base your DRG validation upon accepted principles of coding practice.  Be consistent with guidelines established for ICD‑9‑CM coding, the Uniform Hospital Discharge Data Set data element definitions, and coding clarifications issued by HCFA.  Do not change these guidelines or institute new coding requirements that do not conform with established coding rules.

Verify a hospital's coding in accordance with the coding principles reflected in the current edition of the ICD‑9‑CM coding manual, Volumes 1 through 3, and the official National Center for Health Statistics and HCFA addenda, which update the ICD‑9‑CM manual annually.  The annual addenda are effective on October 1 of each year and apply to discharges occurring on or after October 1.  Use only ICD‑9‑CM manual volumes based on official ICD 9-CM Addendum and updates when performing DRG validation.

Hospitals are not required to code minor diagnostic and therapeutic procedures (e.g., imaging studies, physical, occupational, respiratory therapy), but may do so at their discretion.

B.
Diagnoses.--Ensure that the hospital reports the principal diagnosis and all relevant secondary diagnoses on the claim. The relevant diagnoses are those that affect DRG assignment.  The claim form provides space for reporting nine diagnoses.  The hospital must identify the principal diagnosis when secondary diagnoses are also reported.  When a comorbid condition, complication, or secondary diagnosis affecting the DRG assignment is not listed on the hospital's claim but is indicated in the medical record, insert the appropriate code on the claim form.  If the hospital already reported the maximum nine diagnoses, delete a code that does not affect DRG assignment, and insert the new code.

You are not required to place additional diagnoses on the claim as long as all conditions that affect the DRG are reflected in the diagnoses already listed, and the principal diagnosis is correct and properly identified.  The hospital can list the secondary diagnoses in any sequence on the claim form because the GROUPER program will search the entire list to identify the appropriate DRG assignment.

1.
Principal Diagnosis.--Determine whether the principal diagnosis listed on the claim is the diagnosis which, after study, is determined to have occasioned the patient's admission to the hospital.  The principal diagnosis (as evidenced by the physician's entries in the patient's medical record) (see 42 CFR 412.46) must match the principal diagnosis reported on the claim form.  The principal diagnosis must be coded to the highest level of specificity.  For example, a diagnosis from Chapter 16 of the ICD-9-CM coding manual, "Symptoms, Signs, and Ill-Defined Conditions," may not be used as the principal diagnosis when the underlying cause of the patient's condition is known.  

2.
Inappropriate Diagnoses.--Exclude diagnoses relating to an earlier episode that have no bearing on the current hospital stay.  Delete any incorrect diagnoses and revise the DRG assignment as necessary.  

C.
Procedures.--Ensure that the hospital has reported all procedures affecting the DRG assignment on the claim.  The claim form provides space to list six procedures.  If there are more procedures performed than can be listed on the claim, verify that those reported include all procedures that affect DRG assignment, and that they are coded accurately.

You are not required to place additional procedures on the claim as long as all procedures affecting the DRG assignment are listed on the claim.  If the hospital reported the maximum six procedures and you need to add one that affects DRG assignment, delete a code that has no effect and insert the new code.
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D.
Guidelines for DRG Validation Review.--Apply the following guidelines when conducting DRG validation review:

o
Your validation of the claim confirms the principal diagnosis, secondary diagnoses, procedures, and the discharge status.  The patient's age and sex need not be verified because these items are verified by the intermediary's edits before your DRG validation.  If you find an error in discharge status or make corrections to the diagnosis or procedure information that affect the DRG, report the necessary information to the intermediary.

o
Individuals with training and experience in ICD‑9‑CM coding are to review issues that involve technical coding changes or professional coding judgment.

o
Do not make changes that do not require physician referral (e.g., technical coding changes) when the change has no effect on DRG assignment.

o
Do not add diagnosis and procedure information to a claim when the addition would have no effect on the DRG assignment.

o
Do not notify the involved hospital or physician of errors identified during the DRG validation process when the errors have no effect on DRG assignment.

o
Refer to a physician reviewer issues that involve changes to diagnosis or procedure narrative descriptions or codes only when resolution of an issue requires a physician's medical judgment and the related change would affect DRG assignment.

o
Do not refer a coding issue to a physician reviewer when the resulting change would have no effect on DRG assignment.  Instead, take no action on the suspected coding error because a conclusion cannot be reached without a physician's involvement.

o
When a correction that would affect DRG assignment requires the professional judgment of a physician reviewer and the case involves care provided by a health care practitioner other than a physician, ensure that the physician reviewer consults with a peer of the affected practitioner before making a determination.

o
Before making a correction that affects DRG assignment, notify the involved provider and the patient's attending physician (or other attending health care practitioner), and provide an opportunity for discussion as specified in §4530.

o
After satisfying the requirement to offer an opportunity for discussion, notify the involved parties of the changes you are making to diagnostic and procedural information, as instructed in §§7100-7115.

o
Process any request for a re-review according to instructions contained in §7300.

NOTE:
Inclusion of physicians in the DRG validation process is consistent with the intent of the acknowledgment statement required by 42 CFR 412.46, which is to make physicians accountable for their role in the payment process.  The physician could be partially responsible for the incorrect DRG; thus it is useful to notify him or her of this matter.  Further, it may be useful for the PRO to hear the physician's viewpoint prior to changing the DRG assignment.
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4135.
DISCHARGE REVIEW

PROs must conduct discharge review as specified in 42 CFR 476.71(a)(6).  Use criteria to identify, for physician review, cases of potential premature discharge (i.e., the patient was not medically stable and/or discharge was not consistent with the patient's need for continued acute inpatient hospital care). (See §4510.)  In length-of-stay review, identify cases of potential delayed discharge.  For example, the patient was medically stable, and continued hospitalization was unnecessary, or nursing home placement or discharge to home with home care would have been appropriate in providing needed care without posing a threat to the safety or health of the patient.

Factors that may result in an inconvenience to a patient or family do not, by themselves, justify a prolonged stay in the hospital.  When such factors affect the patient's health, consider them in determining whether continued inpatient hospitalization was appropriate.  Inpatient care rather than outpatient care is required only if the patient's medical condition, safety or health would be significantly and directly threatened if care was provided in a less intensive setting.  Without accompanying medical conditions, factors that may cause the patient inconvenience in terms of time and money needed to care for the patient at home or for travel to a physician's office, or that may cause the patient to worry, do not justify a continued hospital stay or justify your approval of a higher-than-necessary level of care.
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