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Case Review Procedures
4500.
INTRODUCTION

Other fee-for-service (FFS) and Medicare+Choice(M+C) organization review procedures include:

o
Using screening criteria;

o
Requesting medical records/reviewing documentation;

o
Affording practitioners and providers an opportunity to discuss potential initial denials, DRG assignment changes, and potential quality of care concerns;

o
Adhering to timing of review requirements;

o
Profiling case review results;

o
Maintaining memoranda of agreements (MOAs) with providers, payers, and State licensing/certification agencies, and Medicare+Choice (M+C) organizations; and

o
Monitoring hospital's physician acknowledgment statements.

4510.
USING SCREENING CRITERIA

You are to establish written criteria or obtain national criteria (e.g., INTERQUAL) for non-physician reviewer use when screening FFS and M+C organization cases for referral for physician review.  (See 42 CFR 476.100.)  Criteria must be based on typical patterns of practice in your area for each review setting.  For M+C organization review, use FFS criteria plus additional criteria unique to M+C organizations.  Criteria must be reassessed regularly and updated as necessary to reflect current standards of practice.

Consult with physicians/practitioners actively engaged in practice in the State when establishing or updating criteria.  Also request comments from physician organizations (e.g., State medical societies, the osteopathic society, and specialty societies), the State Hospital Association, and the Medicare carrier(s) in the State.  Attempt to develop mutually satisfactory time frames for comment periods. Involve health care practitioners other than physicians (HCPOTPs) in the development of criteria used in the review of services delivered by HCPOTPs.  (See 42 CFR 476.102(a).)

Notify provider, physician, and M+C organizations within the State of newly established or revised criteria at least 30 calendar days prior to implementation.  New PRO contractors must notify provider, physician, and M+C organizations within 30 calendar days of their contract effective date. Provide copies of criteria to providers/practitioners/M+C organizations, upon request.  Provide copies of criteria to carriers upon mutual agreement.  Do not send copies of your criteria to HCFA for approval, but you must have copies available for HCFA's review upon request.

NOTE:
If the screening criteria you use are copyrighted, provide the provider/practitioner with the information on how and where a copy of the screening criteria may be obtained, and any associated costs.   

Specify in your MOA with providers, M+C organizations, and payers how they will provide input in the development/amendment process and how you will notify them when you are establishing the criteria you will use.  (See Part 3.)
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4520.
REQUESTING MEDICAL RECORDS/REVIEWING DOCUMENTATION

A.
Requesting Medical Records.--You are authorized to access and obtain medical records, pertinent to health care services furnished to Medicare patients, held by any provider in your review area.  (See 42 CFR 480.111.)  A provider claiming Medicare payment  must permit you to examine its medical records as necessary for you to perform your review functions.  (See 42 CFR 476.88(a).)  

Providers must cooperate in the conduct of your review by photocopying and delivering all required information within 30 days of a request.  (See 42 CFR 476.78(b)(2).)  If a provider does not provide the requested information within the prescribed time frame, you may deny the claim.  (See 42 CFR 476.90(b).)  Specify in your MOA with providers and M+C organizations the method/time frames for submission of medical records.  (See Part 3.)

Under the Payment Error Prevention Program (PEPP), the Clinical Data Abstraction Centers (CDACs) are responsible for making the initial request for the surveillance sample of medical records as well as performing a screening review.  The CDACs request 93 records per State per month.  Hospitals are expected to deliver the requested medical records to the CDAC within 30 days. For these records, the CDACs mark a record as cancelled (not received) 45 days after the date of the request.  The CDACs are instructed to forward any records received after the past due date to you.  The CDACs do not perform any screening review on these late records.  


You must perform a full review of all cases you receive from the CDAC under PEPP.  If a requested record is not received, then the documentation necessary to establish payment is missing and a payment error has occurred.  Issue a technical denial (see §7101.B) for all requested records not received within the required time frame. 
1.
Onsite Review.--Onsite review is a non-physician review performed at a provider or M+C organization site.  For M+C organization cases, do not perform review onsite unless you have reached an agreement with the M+C organization to perform review at the organization's or provider's site.

Afford providers/M+C organizations adequate time to locate medical records before an onsite review.  Establish mutually agreeable time frames for giving notice to providers/M+C organizations. Occasionally, you may be unable to provide sufficient notice to a provider/M+C organization because of logistical problems.  For example, the reviewer completes a review at an area provider/M+C organization at a time earlier than anticipated, and in the interest of efficiency, needs to begin the onsite review at the next scheduled provider/M+C organization immediately.  You and the provider/M+C organization should agree on a method to accommodate these requests.  Once you begin your review, the provider/M+C organization may not change or request amendment to the content of the record or to the Medicare claim.

When the non-physician reviewer determines that a case requires physician review, the reviewer will request that the provider/M+C organization photocopy and submit the records to you.  The total time between the original request for onsite review and the submission of the copied records to you must not exceed 30 calendar days.  Schedule your onsite review in such a way to ensure that the provider/M+C organization has sufficient time to photocopy and submit records should off-site review be necessary.

2.
Off-site Review.--Off-site review is a non-physician review performed at a PRO site. For M+C cases, perform the review at your site unless you have reached an agreement with the M+C organization to perform the review at the organization's or provider's site.

Allow the provider/M+C organization 30 calendar days from the date of your request to locate and submit a copy of the medical records to you.  Advise the provider/M+C organization of the action you will take if the records are not furnished within the 30-day time frame.  (See §4520.C.)
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If the M+C organization is unable to obtain medical records from a provider, or if the provider charges the M+C organization a significantly higher amount than Medicare pays for photocopying costs, the M+C organization may ask you to obtain the records directly from the provider.  The M+C organization must submit its request in sufficient time so that the timing of review requirements are not adversely affected.

NOTE:
This requirement does not apply to the beneficiary's immediate PRO review request of a Notice of Discharge and Medicare Appeals Rights.  (See Part 7.)

3.
Failure to Submit Medical Records.--When an inpatient hospital, ASC, or swing-bed provider fails to submit the medical records for a FFS patient within the prescribed time frames, issue a technical denial and record a documentation error.  (See §7101.B.)  If the provider submits the medical records after the technical denial is made, reopen the case as specified in §7102.B.  When a case is reopened, do not instruct the intermediary to adjust the technical denial until your review is completed.  If an M+C organization fails to submit medical records within 30 calendar days from the date of your request, record a documentation error. 

When medical records are not submitted within the prescribed time frames in all other situations (or an inpatient hospital, ASC, or swing-bed provider displays a pattern of failing to submit medical records for FFS patients), refer the case to your RO project officer.  In cases involving FFS patients, the project officer will collaborate with the Division of Medicaid and State Operations to threaten revocation of the provider's Provider Agreement for failure to comply with the terms of the agreement.  In cases involving M+C beneficiaries, the project officer will consult with the Center for Health Plans and Providers regarding regulatory or contractual actions that may be taken.

B.
Reviewing Documentation.--Collect patient data required by 42 CFR 476.78(b)(2), including medical records.  The medical record should contain documentation to justify admission, services furnished, and when pertinent, continued care.  The documentation should support the diagnoses and treatments performed and describe the patient's progress and response to medication and treatment. 

1.
Medical Record Requirements.--Medical records are to conform to the following regulatory requirements for content:

o
Ambulatory surgical centers (ASCs) are to meet the requirements specified in 42 CFR 416.47(b).

o
Comprehensive outpatient rehabilitation facilities (CORFs) are to meet the requirements specified in 42 CFR 485.60(a).

o
Home health agencies (HHAs) are to meet the requirements specified in 42 CFR 484.48.

o
Hospices are to meet the requirements specified in 42 CFR 418.74(a).

o
Hospital outpatient areas (HOPAs) are to meet the requirements specified in 42 CFR 482.24(c).

o
Inpatient hospitals/units are to meet the requirements specified in 42 CFR 482.24(c).

o
Providers of outpatient physical therapy and speech/language pathology services are to meet the requirements specified in 42 CFR 485.721(b).

o
Psychiatric hospitals are to meet the requirements specified in 42 CFR 482.61.
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o
Rehabilitation hospitals are to meet the requirements specified in 42 CFR 482.24(c).

o
Critical access hospitals (CAHs) are to meet the requirements specified in 42 CFR 485.638(a)(4).

o
Skilled nursing facilities (SNFs) and SNF swing-beds are to meet the requirements specified in 42 CFR 483.75(l)(5).

o
Community mental health centers (CMHCs) are to meet the requirements specified in 42 CFR 424.24(e)(2).

2.
Establishing Documentation Guidelines.--PROs may establish guidelines for the components of a medical record that must be physically present to proceed with a review (e.g., pathology report when tissue is removed).  Guidelines must be consistent with the regulatory Conditions of Participation in 42 CFR Subchapter E regarding providers/suppliers of care.

NOTE:
Documentation guidelines are not guidelines as to actual clinical practices.  They should address only what must be present in the facility's medical record for review to proceed.

When establishing or changing documentation guidelines:

o
Consult with the provider and physician communities within the State.  Request comments from physician organizations such as State medical societies, the osteopathic society, specialty societies, and from provider organizations such as the State Hospital Association.  Attempt to develop mutually satisfactory time frames for comment periods.

o
Involve health care practitioners other than physicians (HCPOTPs) for guidelines used in the review of services delivered by HCPOTPs.

o
Collaborate with other PROs, when appropriate.

o
Notify provider, physician, and M+C organizations within the State at least 30 calendar days prior to implementation.  New PRO contractors must notify provider, physician, and M+C organizations within 30 calendar days of their contract effective date.

o
Provide a copy to providers/practitioners/M+C organizations upon request.

o
Reassess regularly and update as necessary.

Specify in your MOA with providers/M+C organizations and payers the method for them to provide input in the development process and of notifying them when the guidelines you will use are established.  (See Part 3.)

C.
Medical Record Incomplete or Illegible.--If the non-physician reviewer cannot complete review because a portion of the record is missing or illegible, record a documentation error and request the provider/M+C organization to submit the necessary documentation within 15 calendar days.  If an inpatient hospital, ASC, or swing-bed provider does not submit the requested documentation for a FFS patient within the allotted time frame, issue a technical denial as specified in §7101.B.  If the requested documentation is submitted after the technical denial is made, reopen the case as specified in §7102.  If other providers (including inpatient hospitals for M+C organization patients) do not submit the requested documentation, refer the problem to your RO project officer.  Do not allow additional time beyond the allotted 15 days before taking corrective action.
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In most cases, when a portion(s) of the medical record is absent or illegible, your non-physician reviewers can determine the presence of documentation errors.  Occasionally, a non-physician reviewer may not be able to determine if a documentation error exists (i.e., the non-physician reviewer cannot determine whether a missing report is crucial to complete the review).  In these cases, a physician reviewer must make the determination.  At this point in the review, the physician reviewer is to address only the question of the missing/illegible documentation.  A complete review would be performed by a physician reviewer at a later time if the case is referred.

PRO physician and non-physician reviewers are expected to be proficient in deciphering a variety of handwriting styles and copy qualities.  Make all reasonable efforts to read medical records as supplied by the facility.  At least two reviewers must attempt to locate and/or read the problematic section(s) of the record prior to requesting missing/illegible documentation.  If the review is performed onsite, seek assistance from the provider/M+C organization in locating or reading the problematic section(s).

D.
Missing Physician Documentation.--Record a documentation error if information required for a physician reviewer to make a determination is not found in the body of the medical record.  In this situation, the physician reviewer must request additional information from the provider/M+C organization/physician(s) prior to making a review determination.

E.
Recording Documentation Errors.--Record a documentation error in cases where a non-physician or physician reviewer must request additional information from a provider or M+C organization because a determination cannot be made on the basis of the medical record alone.  A documentation error occurs when:

o
The provider/M+C organization fails to produce the medical record;

o
The documentation necessary for the non-physician reviewer to make a review determination is illegible or is missing from the medical record; or

o
The physician reviewer must request additional documentation from the attending physician.

Specify in your MOA with providers/M+C organizations and payers the method/time frames for them to provide additional information.  (See Part 3.)

A single record can have more than one documentation error.  For example:  the record was provided to you untimely--error one; when you did receive it, it was missing necessary documentation--error two; after the provider sent the missing documentation, the physician reviewer did not have enough information to make a review decision--error three.

Do not record a documentation error if you subsequently determine that the requested information was:

o
In the medical record and simply overlooked; or

o
Not documented in the medical record because the care was not furnished;

F.
Examples of Documentation Errors.--Following are examples of how a documentation error should be recorded by a non-physician reviewer.  The examples address possible documentation errors for a percutaneous transluminal coronary angioplasty (PTCA).  A non-physician reviewer may determine that a cardiac catheterization report, or its equivalent, should be included in the medical record to establish the medical necessity/appropriateness of a PTCA.  Equivalent documentation should contain the information normally found in a catheterization report (e.g., coronary arteries involved, extent of blockage).
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o
There is evidence in the medical record that the catheterization was performed, but the report is missing.  However, the information that would normally be contained in the report is given in a detailed progress note in the medical record.  In this case:

-
Do not record a documentation error; and

-
Proceed with the review.

o
There is evidence in the medical record that the catheterization was performed, but there is no report or equivalent entry.  In this case:

-
Record a documentation error;

-
Request the report or its equivalent from the provider; and

+
If the provider supplies the requested report within the required time frame, proceed with the review; or

+
If the provider fails to supply the requested report within the required time- frame, issue a technical denial and do not proceed with the review.

o
There is no evidence in the medical record that a catheterization was performed.  In this case:

-
Request the report or its equivalent from the provider; and

+
If the provider supplies a report or its equivalent within the required time- frame, record a documentation error and proceed with the review;

+
If the provider acknowledges that the catheterization was performed, but does not supply the report or its equivalent within the required time frame, record a documentation error, issue a technical denial, and do not proceed with the review;

+
If the provider does not supply the report or its equivalent within the required time frame, record a documentation error, issue a technical denial, and do not proceed with the review; 

+
If the provider acknowledges that the catheterization was not performed, do not record a documentation error at this point and proceed with the review.  If, when the case is referred, the physician reviewer must make a determination as to whether a medical necessity/quality of care concern exists.  If an initial denial is issued, it is a medical necessity denial and a quality of care concern.

G.
Requesting Action Plans.--Determine whether a pattern of documentation errors exists. Request an action plan from a provider for correcting documentation errors in the following situations:

o
When a pattern seriously and repeatedly impedes review; or

o
When a pattern seriously threatens the quality of care (e.g., relevant documentation important in assuring adequate care is missing in physicians'/nurses' notes and the lack of this documentation could threaten the quality of care).
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4530.
PROVIDING OPPORTUNITY FOR DISCUSSION

When you identify a potential utilization, DRG assignment, or quality concern, notify providers/practitioners/M+C organization in writing of the opportunity for discussion.  Give them 20 calendar days from the date of your notice for oral discussion with appropriate PRO personnel, and/or to submit written comments/information prior to making your final determination.  (See §1154(a)(3) of the Act and 42 CFR 476.93.)  Consider any information submitted when reaching your final determination.  Send a final determination notice whenever an opportunity for discussion is afforded.  (See §7230 for notice requirements for potential quality concerns.  Modify these notices accordingly when addressing potential utilization and DRG validation concerns.)

Take all reasonable measures to ensure that practitioners/providers/M+C organizations have an opportunity to discuss the potential concern.  For example, provide a toll-free telephone number available during normal business hours or advise that you will accept collect calls if you do not have a toll-free number.  Document the content of telephone or personal conversations with practitioners/providers/M+C organizations.

Specify in your MOA with providers/M+C organizations to whom you will send your “opportunity for discussion” notices, and the method those parties should use to submit additional information to you in response to such notices.  (See Part 3.)

A.
Practitioners.--Afford practitioners an opportunity for discussion in accordance with the following guidelines:

o
Afford involved physicians an opportunity to discuss the concern(s) directly with a PRO physician.  (You are encouraged to provide physicians an opportunity to discuss the case with a like specialist.)

o
Afford involved HCPOTPs an opportunity to discuss the concern(s) directly with a PRO HCPOTP, if available, or with a PRO physician who is a specialist in the type of services under review.

 

o
If the involved practitioner is out of town for an extended period of time, document that he/she is unavailable and when he/she will return.  Hold the case until the practitioner is available to discuss it.  Notify the practitioner when he/she returns and allow the customary 20-day period for reply.  This situation is not expected to occur frequently.

o
Contact the admitting physician directly to obtain additional information in situations where the attending physician did not admit the patient and cannot provide the relevant facts.

o
When the attending and admitting physicians are in the same group practice, continue to direct your correspondence and discussions to the attending physician.  In these situations, it is not unreasonable to expect the attending and admitting physicians to consult on the case.

B.
Providers/M+C Organizations.--Afford providers/M+C organizations an opportunity for discussion in accordance with the following guidelines:

o
Afford providers/M+C organizations an opportunity to discuss the concern(s) with a PRO physician if the provider's/M+C organization's representative is a physician.  If the provider/M+C organization's representative is a nurse or other staff person, use knowledgeable non-physician staff for the discussion, as appropriate.
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o
For cases reviewed on a preadmission basis (e.g., assistant at cataract surgery), if the physician does not know which provider will furnish the services, document the file accordingly.  In this situation you will be unable to offer the provider an opportunity for discussion.

o
M+C organizations may coordinate responses with the physician/provider and forward one combined response to you.

4540.
ADHERING TO REVIEW TIME FRAMES

A.
Review Beginning/Completion Dates.--The time frame for FFS and M+C retrospective review begins when you have adequate information to request medical records.  For PEPP cases (including DRG validation), the review time begins when you receive the medical records from CDAC.  If you receive an incomplete medical record from CDAC, follow the review time frames specified in §4540.B.  The review of a case ends with a completion date as follows:

o
When a case is not referred for physician review, the review completion date is the date the review of the medical record is completed.

o
When a case is referred for physician review and the physician reviewer indicates that no further review is necessary, the review completion date is the date the physician reviewer assessment format (PRAF) is completed.

o
When an opportunity to discuss a case has been afforded the physician/provider/M+C organization, the review completion date is the date the final notice is sent to all parties.  Do not issue an initial denial, DRG assignment change, or confirmed quality concern notice until the earlier of either completion of the discussion or 20 calendar days after the date you make a preliminary notification to the physician/provider/M+C organization.  When a case is questioned by the physician for quality of care, and is also questioned for DRG validity or utilization, do not send notices at separate times.  Notices should be sent to comply with the review deadline for quality of care.

Within the general time frames of review, you may accelerate your review in some areas and use the time gained in other areas.

B.
Review Time Frames.--The time frames for questioned cases include the 20-day opportunity for discussion requirement as specified in §4530.  When a provider/M+C organization submits an incomplete or partially illegible medical record, add 15 calendar days to the review time frames specified below.

1.
Retrospective Review.--Complete review within the following time frames:

o
60 calendar days for an unquestioned case (30 days for PEPP cases);
o
90 calendar days for a case questioned for DRG validity or by the physician reviewer for utilization (60 days for PEPP cases); or

o
100 calendar days for a case questioned by the physician reviewer for quality of care (70 days for PEPP cases).
2.
Reopenings.--Complete review within the following time frames:

o
30 calendar days for an unquestioned case;

o
50 calendar days (from receipt of request) for a case questioned for DRG validity or by the physician reviewer for utilization; or

4-60
Rev. 86

02-01
PEER REVIEW ORGANIZATION MANUAL
4570
o
60 calendar days (from receipt of request) for a case questioned by the physician reviewer for quality of care.

4550.
PROFILING CASE REVIEW RESULTS

You are required to build a database of information collected from all case review activities.  The principal purpose of this database is to generate PPS and non-PPS provider/M+C organization profiles to use as a data source in conducting your State analysis for use in your Payment Error Prevention Program (see Part 11 of this manual), and to identify possible interventions, including cooperative projects and beneficiary communications activities.  You are to generate routine and ad hoc provider profiles whenever necessary.  You are not required to disseminate reports on a regular basis.  However, produce them upon request by PPS and non-PPS providers/M+C organizations or by HCFA.  Reports disseminated to PPS and non-PPS providers/M+C organizations are governed by the confidentiality regulations contained in 42 CFR Part 480.

Use profiles to determine if individual concerns, when considered as a whole, or a pattern of quality concerns might be indicative of a systemic concern.  A systemic concern is one that reflects the PPS and non-PPS providers'/M+C organization's internal policies/procedures or a general problem that exists within the medical community.  For example, the M+C organization only permits enrollees to have a certain number of a particular diagnostic study within a given time frame, or the PPS/non-PPS hospital's system for consultation referrals causes delay in the provision of necessary care.

When you suspect the existence of a systemic problem, request information from the PPS or non-PPS provider/M+C organization regarding its systems/guidelines governing the issue, including how the PPS or non-PPS provider/M+C organization monitors the provision of the services in question. You may request this type of information based on one or more reviews.  If, for example, you believe the PPS or non-PPS provider/M+C organization guidelines for a specific test/condition are a concern, you may request the specific guidelines in this area and work with the PPS or non-PPS provider/M+C organization to correct any concerns.  The intent is to see whether the problem derives from the PPS or non-PPS provider's/M+C organization's internal directives or whether the directives are acceptable.  However, the PPS or non-PPS provider/M+C organization does not have the ability to monitor that its directives are being followed.  

4560.
MAINTAINING MEMORANDA OF AGREEMENTS (MOAs)

Maintain MOAs with providers, payers, M+C organizations and State licensing/certification agencies as instructed in Part 3.

4570.
PREPAYMENT REVIEW SYSTEM (PRS) IMPLEMENTATION

Your request to intermediaries and carriers to implement preprocedure and prepayment review of a procedure, diagnosis, provider, or practitioner must conform with the negotiated memoranda of agreements (MOAs) between you and the payers outlining the conditions for necessary data exchange requirements.  (See Part 3.)
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4580.
MONITORING HOSPITALS' PHYSICIAN ACKNOWLEDGMENT STATEMENTS

A. 
Background.--Regulations at 42 CFR 412.46 (one of the conditions at 42 CFR 412, subpart C) require hospitals to obtain only one signed acknowledgment from physicians who are being granted admitting privileges at a particular hospital. The physician must complete the acknowledgment at the time that he/she is granted admitting privileges at the hospital or before, or at the time the physician admits his/her first patient to the hospital.  When the hospital submits a claim, it must have on file a signed and dated acknowledgment from the attending physician that the physician has received the notice specified in 42 CFR 412.46(b). Existing acknowledgments signed by physicians already on staff remain in effect as long as the physician has admitting privileges at the hospital. 

Hospitals must meet the conditions specified in 42 CFR 412, subpart C to receive payment under the PPS for inpatient hospital services furnished to Medicare beneficiaries.  If a hospital fails to comply fully with these conditions with respect to one or more Medicare beneficiaries, HCFA may, as appropriate:



o
Withhold Medicare payment in full or in part to the hospital until the hospital provides  adequate assurances of compliance; or

o
Terminate the hospital's provider agreement.

B.
Monitoring Requirements.--On an ongoing  basis, monitor hospitals to ensure that they are appropriately obtaining the acknowledgment statements from physicians with new admitting privileges as required at 42 CFR 412.46. You may perform this activity offsite or onsite the hospital setting. To perform this activity, you must do the following:



o
Establish a monitoring plan using the hospitals' own internal procedures to secure the acknowledgment statements from physicians. Your plan must ensure that each hospital, in your review area, is in compliance with the acknowledgment requirement;



o
Coordinate, as necessary, with the intermediary and hospitals  in your review area to develop and implement your plan.  For example, you may coordinate with the intermediary to establish a mechanism to facilitate reporting by the intermediary when the intermediary is aware/has knowledge that a hospital is not obtaining appropriate acknowledgment(s) before billing; and   



o
Provide your project officer with a copy of your monitoring plan.

C.
Reporting Requirements.--If you determine that corrective action is necessary:



o
Notify the hospital that it must correct the deficiency immediately.  Concurrently,  inform the appropriate HCFA Associate Regional Administrator through your project officer; and  



o
If the problem continues, or a pattern of noncompliance is established, refer the case to the appropriate HCFA Associate Regional Administrator for further action(s) through your project officer.  

4590.
REPORTING REQUIREMENTS FOR REVIEW ACTIVITIES

A.
Reporting On Case Review.--Report all your review activities, including PEPP activities, into the Standard Data Processing System (SDPS) as specified in your contract, the SDPS Data Base Administrator Guide, or other administrative directives.
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B.
PRO and Intermediary Information Exchange.--After completing case review, report to the intermediary and the provider, as specified in the Standard Data Processing System Data Base Administrator Guide, any claims that need adjustment because of:

o
A change in the DRG;

o
Admission denied;

o
Day outlier days denied (see NOTE in §4210);

o
Cost outlier services denied;

o
Non-prospective payment system (PPS) hospital or skilled nursing facility (SNF) swing-bed days denied;

o
Incorrect date for hospital to begin charging the beneficiary;

o
Failure to provide medical documentation for review (see §4520A.3);

o
Partial or complete reversals of a previous PRO decision;

o
Change in discharge status in a PPS hospital;

o
Deemed admission denials or approvals;

o
Readmission/transfer denied;

o
Assistant-at-cataract denied; and 

o
Outpatient services denied.
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