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Inpatient Hospital Stays for Rehabilitation Care
211.
INPATIENT HOSPITAL STAYS FOR REHABILITATION CARE.

A.
General.--Physicians generally agree on the circumstances that justify a medical or surgical patient's hospitalization.  And, in some cases, an admission to a rehabilitation hospital or to the rehabilitation service of a short-term hospital can be justified on essentially the same medical or surgical grounds.  In other cases, however, a patient's medical or surgical needs alone may not warrant inpatient hospital care, but hospitalization may nevertheless be necessary because of the patient's need for rehabilitative services.
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A hospital level of care is required by a patient needing rehabilitative services if that patient needs a relatively intense rehabilitation program that requires a multidisciplinary coordinated team approach to upgrade his ability to function.  There are two basic requirements which must be met for inpatient hospital stays for rehabilitation care to be covered:

o
The services must be reasonable and necessary (in terms of efficacy, duration, frequency, and amount) for the treatment of the patient's condition; and

o
It must be reasonable and necessary to furnish the care on an inpatient hospital basis, rather than in a less intensive setting such as an SNF, an SNF level of care in a swing bed hospital, or on an outpatient basis.

Medicare recognizes that determinations of whether hospital stays for rehabilitation services are reasonable and necessary must be based upon an assessment of each beneficiary's individual care needs.  Therefore, denials of services based on numerical utilization screens, diagnostic screens, diagnosis or specific treatment norms, "the three hour rule," or any other "rules of thumb," are not appropriate.

B.
Preadmission Screening.--Before a patient is admitted to a rehabilitation hospital for treatment, a preadmission screening is normally done.  This screening is a preliminary review of the patient's condition and previous medical record to determine if the patient is likely to benefit significantly from an intensive hospital program or extensive inpatient evaluation.

While preadmission screening is a standard practice in most rehabilitation hospitals and may provide useful information for claims review purposes, the absence of a preadmission screening in a particular case is not the sole reason for denying a claim.  However, in a case where an inpatient assessment showed that a patient clearly was not a good candidate for an inpatient hospital program, then the presence or absence of preadmission screening information is important in determining whether the inpatient assessment itself was reasonable and necessary.  If preadmission screening information indicated that the patient had some potential for benefiting from an inpatient program, the inpatient assessment could be covered, up to the point where it was determined that the inpatient hospital rehabilitation was not appropriate, since preadmission screening cannot be expected to eliminate all unsuitable candidates.

C.
Inpatient Assessment of Individual's Status and Potential for Rehabilitation.--

1.
General.--Coverage is available for an inpatient assessment of a patient's potential for benefiting from an intensive coordinated rehabilitation program only if it was reasonable and necessary to perform the assessment in the hospital.  This determination is made on the basis of information available in the patient's medical record.  It is important to note that the assessment process is not merely a paperwork review, but rather an onsite professional review of the patient's condition by the necessary disciplines.  Inpatient assessments conducted by a rehabilitation team
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through examination of the patient usually require between 3 to 10 calendar days, but on occasion may require more.  This 3-10 day period is often one where the patient is receiving therapies rather than simple screening assessments.  Where more than 10 days are required, the case is carefully reviewed to ensure that such additional time was necessary.  An inpatient assessment may be covered even if the assessment subsequently indicates that a patient is not suitable for an intensive inpatient hospital rehabilitation program, if the patient's condition on admission was such that an extensive inpatient assessment was considered reasonable and necessary for a final decision to be made on a patient's actual rehabilitation potential.  Where the initial assessment has resulted in a conclusion that the individual is a poor candidate for rehabilitation care, coverage for further inpatient hospital care is limited to a reasonable number of days needed to permit appropriate placement of the patient.

The fact that an individual received therapy prior to admission to a hospital for a rehabilitation program does not necessarily mean that the initial assessment period was not reasonable and necessary.  However, if during a previous hospital stay an individual completed such a program for essentially the same condition for which inpatient hospital care is now being provided, the assessment period could be covered only if:  (1) some intervening circumstance rendered such an assessment reasonable and necessary; or (2)  the subsequent admission is to an institution utilizing techniques or technology not previously available or not available in the first institution.

2.
Specific Examples.--

a. After an inpatient hospital stay for rehabilitation care which resulted in little improvement in the patient's condition, an individual who undergoes surgery for severe contractures as a result of arthritis may require a reassessment of his rehabilitation potential in light of the surgery.

b.
The fact that an individual has some degree of mental impairment is not per se a basis for concluding that a multidisciplinary team evaluation is not warranted.  Many individuals who have had CVAs suffer both mental and physical impairments.  The mental impairment often results in a limited attention span and reduced comprehension with a resultant problem in communication.  With an intensive rehabilitation program, it is sometimes possible to correct or significantly alleviate both the mental and physical problems.

c.
Absent other complicating medical problems, the type of rehabilitation program normally required by a patient with a fractured hip during or after the nonweighbearing period or a patient with a healed ankle fracture would not require an inpatient hospital stay for rehabilitation care.  Accordingly, an inpatient assessment is not warranted in such cases.  On the other hand, an individual who has had a CVA which has left the individual significantly dependent in the activities of daily living (even after physical therapy in a different setting) might be a good candidate for a more extensive inpatient assessment if the patient has potential for rehabilitation and his needs are not primarily of a custodial nature.
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D.
Rehabilitation Hospital Care Screening Criteria.--Rehabilitative care in a hospital, rather than in an SNF, at an SNF level in a swing bed hospital,  or on an outpatient basis, is reasonable and necessary for a patient who requires a more coordinated, intensive program of multiple services than is ordinarily available out of a hospital.  A patient who has one or more conditions requiring intensive and multidisciplinary rehabilitation care, or who has a medical complication in addition to his primary condition, so that the continuing availability of a physician is required to ensure safe and effective treatment, probably requires a hospital level of rehabilitation care.  

HCFA has developed a set of screening criteria to assist the Peer Review Organizations (PROs) in applying this level-of-care requirement.  The criteria (which are listed below) are designed to enable the PROs to identify those cases which clearly involve a hospital level of rehabilitative care.  The PROs are expected to use these criteria in performing their initial screens of rehabilitative hospital claims.  Thus, if a case satisfies each of the criteria, the PRO may approve the claim at the initial screening level.  However, the fact that a case fails to satisfy the criteria does not mean that the PRO denies the claim. Rather, it only means that the PRO refers the case to a physician reviewer for a determination as to the medical necessity of the patient's hospitalization.

It is emphasized that the criteria set forth below are intended to be applied only at the initial screening level (which is typically conducted by the PRO's nurse reviewer) and that the criteria do not apply to cases referred to a PRO's physician reviewer.  For determinations about reasonableness, medical necessity, and appropriateness of setting, the PRO's physician reviewer is expected to make a determination on the basis of his or her knowledge, expertise and experience, and upon an assessment of each beneficiary's individual care needs rather than on fixed criteria.  

At the initial screening, a PRO determines that the patient requires a rehabilitative hospital level of care if all of the following screening criteria are met.
1.
Close Medical Supervision by a Physician With Specialized Training or Experience in Rehabilitation.--A patient's condition must require the 24-hour availability of a physician with special training or experience in the field of rehabilitation.  This need should be verifiable by entries in the patient's medical record that reflect frequent and direct, and medically necessary physician involvement in the patient's care; i.e., at least every 2 - 3 days during the patient's stay.  This degree of physician involvement, which is greater than would normally be rendered to a patient in a SNF, is an indicator of a patient's need for services generally available only in a hospital setting.  A SNF patient's care would usually require only the general supervision of a physician, rather than the close supervision which hospital patients need.

2.
Twenty-Four-Hour Rehabilitation Nursing.--The patient requires the 24-hour availability of a registered nurse with specialized training or experience in rehabilitation. This degree of availability represents a higher level of care than is normally found in an SNF.  While an SNF patient may require nursing care, specialized rehabilitation nursing is generally not as readily available in such a facility.
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3.
Relatively Intense Level of Rehabilitation Services.  The general threshold for establishing the need for inpatient hospital rehabilitation services is that the patient must require and receive at least 3 hours a day of physical and/or occupational therapy. (The furnishing of services no less than 5 days a week satisfies the requirement for "daily" services.)  While most patients requiring an inpatient stay for rehabilitation need and receive at least 3 hours a day of physical and/or occupational therapy, there can be exceptions because individual patient's needs vary.  In some instances, patients who require inpatient hospital rehabilitation services may need, on a priority basis, other skilled rehabilitative modalities such as speech-language pathology services, or prosthetic-orthotic services and their stage of recovery makes the concurrent receipt of intensive physical therapy or occupational therapy services inappropriate.  In such cases, the 3-hour a day requirement can be met by a combination of these other therapeutic services instead of or in addition to physical therapy and/or occupational therapy.  An inpatient stay for rehabilitation care can also be covered even though the patient has a secondary diagnosis or medical complication that prevents him from participating in a program consisting of 3 hours of therapy a day.  Inpatient hospital care in these cases may be the only reasonable means by which even a low intensity rehabilitation program may be carried out.  Document the existence and extent of complicating conditions affecting the carrying out of a rehabilitation program to ensure that inpatient hospital care for less than intensive rehabilitation care is actually needed.

4.
Multidisciplinary Team Approach to Delivery of the Program.--A multidisciplinary team usually includes a physician, rehabilitation nurse, social worker and/or psychologist, and those therapists involved in the patient's care.  At a minimum, a team must include a physician, rehabilitation nurse and one therapist.

5.
Coordinated Program of Care.--The patient's records must reflect evidence of a coordinated program, i.e., documentation that periodic team conferences were held with a regularity of at least every 2 weeks to:  (1) assess the individual's progress or the problems impeding progress; (2) consider possible resolutions to such problems; and (3) reassess the validity of the rehabilitation goals initially established.  A team conference may be formal or informal; however, a review by the various team members of each other's notes does not constitute a team conference.  The decisions made during such conferences, such as those concerning discharge planning and the need for any adjustment in goals or in the prescribed treatment program, must be recorded in the clinical record.

6.
Significant Practical Improvement.--Hospitalization after the initial assessment is covered only in those cases where the initial assessment results in a conclusion by the rehabilitation team that a significant practical improvement can be expected in a reasonable period of time.  It is not necessary that there be an expectation of complete independence in the activities of daily living, but there must be a reasonable expectation of improvement that will be of practical value to the patient, measured against his condition at the start of the rehabilitation program.  For example, a multiple sclerosis patient's condition may have deteriorated as a result of a secondary illness.  To be restored to a level of function before the secondary illness, the patient may require an intensive inpatient hospital rehabilitation program.  While such a program does not restore the level of function before multiple sclerosis developed, a return to pre-secondary illness level is considered to be a "significant practical improvement" in the condition.
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7.
Realistic Goals.--While there may be instances where an intense rehabilitation program may enable a Medicare patient to return to the labor market, vocational rehabilitation is generally not considered a realistic goal for most aged or severely disabled individuals.  The most realistic rehabilitation goal for most Medicare beneficiaries is self-care or independence in the activities of daily living; i.e., self-sufficiency in bathing, ambulation, eating, dressing, homemaking, etc., or sufficient improvement to allow a patient to live at home with family assistance rather than in an institution.  Thus, the aim of the treatment is achieving the maximum level of function possible.

E.
Length of Rehabilitation Program.--Coverage stops when further progress toward the established rehabilitation goal is unlikely or it can be achieved in a less intensive setting.  In deciding whether further care can be carried out in a less intensive setting, both the degree of improvement which has occurred and the type of program required to achieve further improvement must be considered.  In some cases, an individual may be expected to continue to improve under an outpatient program.  There are other situations where further improvement in the individual's ability to function relatively independently in the activities of daily living can be expected only if a multidisciplinary team effort is continued.

While occasional home visits and other trips into the community are factors in determining whether continued stay in the hospital is necessary, such excursions are not alone a basis for concluding that further hospital care is not required.  Planned home visits and trips to the community are frequently used to test the individual's ability to function outside the institutional setting and assist in discharge planning for the individual.

It is also important to consider how close the patient may be to the planned end of his rehabilitation hospital stay when further progress becomes unlikely.  If a patient is within a few days of discharge it is usually not be appropriate to transfer him to a less intensive setting in another facility even though further progress in the hospital setting is unlikely. However, it could be appropriate to utilize a "swing bed" arrangement, if it exists in the same facility, for rendering necessary services to the patient pending discharge.

When discharge or transfer to another facility is appropriate, the cut-off point for coverage is not the last day on which improvement actually occurred.  Rather, coverage continues through the time it would have been reasonable for the physician, in consultation with the rehabilitation team, to concluded that further improvement would not occur and to initiate the patient's discharge.

Since discharge planning is an integral part of any rehabilitation program and should begin upon the patient's admittance to the facility, an extended period of time for discharge action is not reasonable after established goals have been reached, or a determination made that further progress is unlikely, or that care in a less intensive setting is appropriate.
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Inpatient Psychiatric Hospital Services
212.
COVERED INPATIENT PSYCHIATRIC HOSPITAL SERVICES.

A patient covered under hospital insurance is entitled to have payment made for inpatient hospital services furnished to him while an inpatient of a psychiatric hospital.  See §218 for the 190-day lifetime limitation on payment for inpatient psychiatric hospital services and §§217-217.6 for the preentitlement inpatient psychiatric benefit days reduction provision.

212.1
Active Treatment in Psychiatric Hospitals.--Payment for inpatient psychiatric hospital services is to be made only for "active treatment" which can reasonably be expected to improve the patient's condition.  To assure that payment is made only under such circumstances, the law includes certain requirements which must be met before the services furnished in a psychiatric hospital can be covered.

First, the certification that a physician must provide with respect to inpatient psychiatric hospital services is required to include a statement that the services furnished can reasonably be expected to improve the patient's condition (§277).  Second, the law provides that payment may be made for these services only if they were being furnished while the patient was receiving either active treatment or admission and related services necessary for diagnostic study.

In the context of inpatient psychiatric hospital services emphasis is placed on the presence of "active treatment" and, therefore, this determination is the crucial one. Simply applying the skilled care definition for general hospitals (§261.1B) is not sufficient for determining whether payment may be made since that definition does not take account the patient's potential for improvement nor was it designed to permit the more sophisticated judgments required by the concept of active treatment.

See §261.2B for the bill documentation required where the condition is one which would generally require custodial care only.

A.
Definition of Active Treatment.--The term "active treatment" is defined in a manner designed to reflect and implement the physician certification requirement described above.  For services in a psychiatric hospital to be designated as "active treatment," they must be:  (a) provided under an individualized treatment or diagnostic plan, (b) reasonably expected to improve the patient's condition or for the purpose of diagnosis, and (c) supervised and evaluated by a physician.

Such factors as diagnosis, length of hospitalization, and the degree of functional limitation, while useful as general indicators of the kind of care most likely being furnished in a given situation, are not controlling in deciding whether the care was active treatment.  The following is a discussion of each element of the above definition of active treatment:
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l.
Individualized Treatment or Diagnostic Plan.-- The services must be provided in accordance with an individualized program of treatment or diagnosis developed by a physician in conjunction with staff members of appropriate other disciplines on the basis of a thorough evaluation of the patient's restorative needs and potentialities.  Thus, an isolated service, e.g., a single session with a psychiatrist, or a routine laboratory test not furnished under a planned program of therapy or diagnosis would not constitute active treatment, even though the service was therapeutic or diagnostic in nature.  The plan of treatment must be recorded in the patient's medical record in accordance with section 405.1037(a)(8) of the regulations on Conditions of Participation for Hospitals.

2.
Services Expected to Improve the Condition or for Purpose of Diagnosis.--The services must be reasonably be expected to improve the patient's condition or must be for the purpose of diagnostic study. It is not necessary that a course of therapy have as its goal the restoration of the patient to a level which would permit discharge from the institution although the treatment must, at a minimum, be designed both to reduce or control the patient's psychotic or neurotic symptoms which necessitated hospitalization and improve the patient's level of functioning.

The kinds of services which meet the above requirements would include not only psychotherapy, drug therapy, and shock therapy, but also such adjunctive therapies as occupational therapy, recreational therapy, and milieu therapy, provided the adjunctive therapeutic services are expected to result in improvement (as defined above) in the patient's condition.  If, however, the only activities prescribed for the patient are primarily diversional in nature, i.e., to provide some social or recreational outlet for the patient, it would be regarded as treatment to improve the patient's condition.  In many large hospitals these adjunctive services are present and part of the life experience of every patient.  In a care where milieu therapy (or one of the other adjunctive therapies) is involved, it is particularly important that this therapy be a planned program for the particular patient and not one where life in the hospital is designated as milieu therapy.

In accordance with the above definition of "improvement," the administration of antidepressant or tranquilizing drugs which are expected to significantly alleviate a patient's psychotic or neurotic symptoms would be termed active treatment (assuming that the other elements of the definition are met).  However, the administration of a drug or drugs does not of itself necessarily constitute active treatment.  Thus, the use of mild tranquilizers or sedatives solely for the purpose of relieving anxiety or insomnia would not constitute active treatment.

3.
Services Supervised and Evaluated by a Physician.-- Physician participation in the services is an essential ingredient of active treatment.  The services of qualified individuals other than physicians, e.g., social workers, occupational therapists, group therapists, attendants, etc., must be prescribed and directed by a physician to meet the specific psychiatric needs of the individual.  In short, the physician must serve as a source of information and guidance for all members of the therapeutic team who work directly with the patient in various roles.  It is the responsibility of the physician to periodically evaluate the therapeutic program and determine the extent to which treatment goals are being realized and whether changes in direction or emphasis are needed.  Such evaluation should be made on the basis of periodic consultations and conferences with therapists, reviews of the patient's medical record, and regularly scheduled patient interviews--at least once a week.

Although in an institutional setting the services of a physician may be readily available, the general pattern is for the physician to visit the patient only periodically, delegating to nursing personnel the responsibility for intensive observation of patients, where it is necessary.  Such periodic visits to a patient do not in themselves constitute active treatment.  Conversely, when the physician periodically evaluates the therapeutic program to determine the extent to which treatment goals are being realized and whether changes in direction or emphasis are needed based on consultations and conferences with therapists, review of the patient's progress as recorded on his medical record and his periodic conversations with the patient, active treatment would be indicated.  The treatment furnished the patient should be documented in the medical record in such a manner and with such frequency as to provide a full picture of the therapy administered as well as an assessment of the patient's reaction to it.  (See section 405.1037(a)(9) and (10) of the regulations on Conditions of Participation for Hospitals.)

A finding that a patient is not receiving active treatment will not in itself preclude payment for physicians' services under Part B.  As long as the professional services rendered by the physician are reasonable and necessary for the care of the patient, such services would be reimbursable under the medical insurance program.
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B.
Principles for Evaluating a Period of Active Treatment.--As indicated, the period of time covered by the physician's certification is referred to as a "period of active treatment."  This period should include all days on which inpatient psychiatric hospital services were provided because of the individual's need for active treatment--not just the days on which specific therapeutic or diagnostic services were rendered.  For example, a patient's program of treatment may necessitate the discontinuance of therapy for a period of time or it may include a period of observation, either in preparation for or as a followup to therapy, while only maintenance or protective services are furnished.  If such periods were essential to the overall treatment plan, they would be regarded as part of the period of active treatment.

The fact that a patient is under the supervision of a physician does not necessarily mean that he is getting active treatment.  For example, medical supervision of a patient may be necessary to assure the early detection of significant changes in his condition; however, in the absence of a specific program of therapy designed to effect improvement, a finding that the patient is receiving active treatment would be precluded.

The program's definition of active treatment does not automatically exclude from coverage services rendered to patients who have conditions which ordinarily result in progressive physical and/or mental deterioration.  Although patients with such diagnoses will most commonly be receiving custodial care, they may also receive services which meet the program's definition of active treatment.  This might be the case, for example, where a patient with Alzheimer's or Pick's disease received services designed to alleviate the effects of paralysis, epileptic seizures, or some other neurological symptom, or where a patient in the terminal stages of any disease received life-supportive care.  A period of hospitalization during which services of this kind were furnished would be regarded as a period of active treatment.  See § 261.2B regarding the documentation needed for conditions which generally require custodial care only.

212.2
Nonpsychiatric Care in a Psychiatric Hospital.--Inpatient hospital services are covered where a patient receives medical or surgical care in a psychiatric hospital, but does not satisfy the requirements dealing with active psychiatric treatment (see §212.1) if:

(l)
the medical or surgical service requires a hospital level of care; and

(2)
hospitalization in a psychiatric institution, rather than a general hospital, is appropriate because of some factor related to the patient's mental condition; and

(3)
a physician certifies that these conditions are met.

The patient's past history of psychiatric problems or the possibility that he has a current psychiatric condition could furnish a proper base for the exercise of medical judgment in concluding that admission to the psychiatric hospital is "medically necessary."
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Hospital Providers of Extended Care Services
213.

Hospital Providers of Extended Care Services.--In order to address the shortage of rural SNF beds for Medicare patients, effective July 20, 1982, rural hospitals with fewer than 50 beds may be reimbursed under Medicare for furnishing posthospital extended care services to Medicare beneficiaries.  Such a hospital, known as a swing bed facility, can "swing" its beds between hospital and SNF levels of care, on an as needed basis, if it has obtained a swing bed approval from the Department of Health and Human Services.  In order to obtain such an approval, the hospital must:

o
as noted above, be located in a rural area (i.e., located outside an "urbanized area," as defined by the Census Bureau, and based on the most recent census) and have fewer than 50 beds (excluding beds for newborns and intensive care-type units);

o
have a Medicare provider agreement, as a hospital;

o
be granted any necessary certificate of need for the provision of extended care services, as required by the State;

o
be substantially in compliance with the SNF conditions of participation for patient rights, 42 CFR 405.1121(k)(2), (3), (4), (7), (8), (10), (11), (13) and (14); specialized rehabilitative services, 42 CFR 405.1126(a), (b) and  (c); dental services, 42 CFR 405.1129; social services, 42 CFR 405.1130; patient activities, 42 CFR 405.1131; and discharge planning, 42 CFR 405.1137(h); (most other SNF conditions would be largely met by virtue of the facility's compliance with comparable hospital conditions);

o
not have in effect a 24-hour nursing waiver granted under 42 CFR 405.1910(c); and

o
not have had a swing bed approval terminated within the 2 years previous to application for swing bed participation.

However, the Department may grant a swing bed approval, on a demonstration basis, with hospitals meeting all of the statutory requirements except bed size and geographic location.

When a hospital has a swing bed approval from the Department, it may provide and be reimbursed under Medicare Part A for providing post hospital extended care services. When a swing bed hospital provides extended care services, Medicare reimbursement for those services will be at what is generally a SNF rate for comparable services.  This rate is set under explicit statutory conditions and is described at 42 CFR 405.434 and 405.452.

When a hospital is providing extended care services, it will be treated as a SNF for purposes of applying coverage rules.  This means that those services are subject to the same Part A coverage, physician certification/recertification, deductible and coinsurance provisions that are applicable to SNF extended care services.  For example:

o
SNF level of care days in a swing bed are to be counted against total SNF benefit days available to Medicare beneficiaries.
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o
Medicare beneficiaries receiving a SNF level of care in a swing bed facility must first meet the 3 day prior hospital stay requirement.

o
Medicare beneficiaries must need and receive covered SNF level care within 30 days after "discharge" from hospital care (unless a SNF level of care is not medically appropriate until a later predetermined time).  This requirement can be met even though a swing bed hospital patient never physically leaves the facility.  The patient can nevertheless be considered as having been "discharged" from hospital care and "admitted" to SNF care.

o
Services needed and provided must be of the type and at the level to constitute extended care or SNF level services.

In short, all coverage requirements for Part A SNF extended care services described in Chapter II of the SNF Manual are also coverage requirements for extended care services provided by swing bed hospitals.

Swing bed approvals do not cover services billed for under Part B.  This means that pursuant to such an approval a hospital may be reimbursed under Part A for either SNF or hospital level services.  However, if a service is to be reimbursed under Part B (due to Part A exhaustion, etc. (see sec. 228)), the hospital may be reimbursed under Part B for only hospital services covered under Part B.
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Duration of Covered Inpatient Services
215.
BENEFIT PERIOD (SPELL OF ILLNESS).

A benefit period is a period of time for measuring the use of hospital insurance benefits. It is a period of consecutive days during which covered services furnished to a patient, up to certain specified maximum amounts, can be paid for by the hospital insurance plan.  For example, a patient is eligible for 90 days of hospital care in a benefit period and 100 days of care in a SNF during the same benefit period.  (A patient may be eligible for as much as 150 days of hospital care in a benefit period if he draws on his lifetime reserve (§219ff.).)  As long as a person continues to be entitled to hospital insurance, there is no limit on the number of benefit periods he may have.  The term "benefit period" is synonymous with "spell of illness."  Since the term "spell of illness" could connote a single illness or a particular "spell" of sickness, the term "benefit period" should be used in communications with the public.

A.
Starting a Benefit Period.--A benefit period begins with the first day (not in a previous benefit period) on which a patient is furnished inpatient hospital or extended care services by a qualified provider in a month for which the patient is entitled to hospital insurance benefits.

A provider qualified to start a benefit period is a hospital (including a psychiatric or tuberculosis hospital) or a SNF that meets all the requirements of the definition of such an institution.  A hospital which meets all requirements in §202.1 is also a qualified hospital for purposes of beginning a benefit period when it furnishes the patient covered inpatient emergency services.  Thus, generally, the benefit period begins when covered inpatient services are initially furnished to an entitled individual.

A "qualified hospital" in Canada or Mexico is also a qualified provider for purposes of beginning a benefit period when it furnishes the patient covered inpatient hospital services.  (Instructions on foreign hospital services are contained in the Foreign Hospital Supplement, §§F100ff.)  For posthospital home health benefits, a stay in any foreign hospital that is accredited by the Joint Commission on Accreditation of Hospitals starts a spell of illness regardless of whether the services are emergency or nonemergency.

If a person is in a nonqualified institution and is subsequently transferred to a qualified hospital (general, psychiatric, or tuberculosis), his benefit period begins on admission to the qualified hospital.

Admission to a qualified SNF will begin a benefit period even though payment for the services cannot be made because the prior hospitalization or transfer requirement has not been met (see §110.2).  Inpatient care in a Christian Science Sanatorium (whether as hospital or extended care services) can begin or prolong a benefit period.

B.
Ending a Benefit Period.--The benefit period ends with the close of a period of 60 consecutive days during which the patient was neither an inpatient of a hospital nor an inpatient of an SNF.  To determine the 60-consecutive-day period, begin counting with the day on which the individual was discharged.
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C.
Prolonging a Spell of Illness.--It is important to note that for purposes of continuing a spell of illness the hospital or skilled nursing facility in which the stay occurs need not meet all of the requirements that are necessary for starting a spell of illness. Inpatient services will prolong the beneficiary's spell of illness if the hospital meets the initial requirement of the definitions in §§200, 203, or 204.  That is, it is primarily engaged in providing by or under the supervision of physician(s) to inpatients (l) diagnostic and therapeutic services for medical diagnosis, treatment, and care of injured, disabled, or sick persons or (2) psychiatric services for the diagnosis and treatment of mentally ill persons; or (3) medical services for the diagnosis and treatment of tuberculosis.

Similarly, inpatient services in a skilled nursing facility will prolong a beneficiary's spell of illness if the facility (including one primarily for the care and treatment of mental diseases or tuberculosis) meets at least the requirement that it is primarily engaged in providing to inpatients skilled nursing care and related services for patients who require medical or nursing care, or rehabilitation services for injured, disabled, or sick persons.

A stay in a hospital outside the United States will prolong a spell of illness.

An individual may be discharged from and readmitted to a hospital or skilled nursing facility several times during a spell of illness and still be in the same spell if 60 days have not elapsed between discharge and readmission.  The stay need not be for related physical or mental conditions.

EXAMPLE 1:
X was born August 9, 1902.  On July 28, 1967, X entered a participating general hospital.  After he had been in the hospital for 2 weeks, X was discharged on August 11, 1967.  On his doctor's orders, X entered a participating skilled nursing facility on August 15, 1967, and remained there until his discharge on October 27, 1967.  He had no further inpatient stays in 1967.

X's spell of illness began on August 1, 1967, the first day of the month he attained age 65 and was entitled to hospital insurance.  The spell of illness ended December 25, 1967, and end of the 60-day period beginning with the date of his last discharge.

EXAMPLE 2:
Y, over age 65, entered a participating general hospital on July 28, 1968, for treatment of a heart condition.  He was discharged on August 11, 1968.  On August 20, 1968, Y entered a nonparticipating nursing home, which provided primarily skilled nursing care and related services. Y remained in this facility until his discharge on October 27, 1968.  On December 25, 1968, Y was again admitted to a participating
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hospital because of injuries suffered in an accident.  He was discharged on January 13, 1969, and had no further inpatient stays in 1969.

Y's spell of illness began on July 28, 1968.  His stay in the nursing home began less than 60 days after his hospital stay and the spell was continued even though the stay was not covered.  The subsequent hospital stay began less than 60 days after the nursing home stay and continued the spell of illness, although the condition treated was unrelated to his prior stays.  The spell ended on March 13, 1969, the end of the 60-day period beginning with the day of last discharge.

216.
INPATIENT HOSPITAL BENEFIT DAYS.

A patient having hospital insurance coverage is entitled to have payment made on his behalf for up to 90 days of covered inpatient hospital services in each spell of illness. (For coinsurance provision, see §225.)  Also, he has a lifetime reserve of 60 additional days (see §219).

216.1
Counting Inpatient Days.-- The number of days of care charged to a beneficiary for inpatient hospital services is always in units of full days.  A day begins at midnight and ends 24 hours later.  The midnight-to-midnight method is to be used in counting days of care for Medicare reporting purposes, even if the hospital uses a different definition of day for statistical or other purposes.

A part of a day, including the day of admission, counts as a full day.  However, the day of discharge, death, or a day on which a patient begins a leave of absence, is not counted as a day.  (Charges for ancillary services on the day of discharge or death or the day on which a patient begins a leave of absence are covered.)  If admission and discharge or death occur on the same day, the day is considered a day of admission and counted as one inpatient day.  (For billing when a patient is discharged, dies, or is transferred to another hospital before midnight of the day of admission, see § 402E.)

A patient occupying the labor/delivery room ancillary service area at the census-taking hour is counted in the inpatient census for the maternity routine care area even if she has not entered that area.  An inpatient day should not be recorded in the ancillary area.  If she is admitted as an inpatient with the expectation of remaining overnight, incurs false labor, and is subsequently released the same day prior to the census-taking hour, a day of inpatient maternity routine care is counted.

Also, where an inpatient is occupying any other ancillary area such as surgery or radiology at the census-taking hour prior to occupying an inpatient bed, the patient's occupancy in the ancillary area should not be recorded as an inpatient day in the ancillary area. However, such
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patient must be included in the inpatient census of the routine care area.  (See §210 for definition of an inpatient and more information regarding covered inpatient hospital services.)

216.2
Late Discharge.--When a patient chooses to continue to occupy his hospital accommodations beyond the checkout time for personal reasons, the hospital may charge the beneficiary for his continued stay.  Such a stay beyond the checkout time for the comfort or convenience of the patient, is not covered under the program and the hospital's agreement to participate in the program does not preclude the hospital from charging the patient.  However, it is expected that hospitals will not impose late charges on a beneficiary unless he has been given reasonable notice (for example, 24 hours) of his impending discharge.

Where the patient's medical condition is the cause of the stay past the checkout time (e.g., the patient needs further services, is bedridden and awaiting transportation to his home or to a skilled nursing facility, or dies in the hospital), the stay beyond the discharge hour is covered under the program and the hospital may not charge the patient.  (See §402.1, Items 19B-D, Accommodation.)

The imposition of a late charge by a hospital does not affect the counting of days for: (a) ending a spell of illness; (b) the 3-day prior hospitalization requirement for coverage of extended care services and Part A home health services; and (c) the number of days of inpatient care available to the individual.  (See §§215 and 216.5)

NOTE:
Effective July 1, 1981, the 3-day prior hospitalization requirement for Part A home health services is no longer applicable.

216.3
Leaves of Absence.--The day on which the patient began a leave of absence is treated as a day of discharge and is not counted as an inpatient day unless he returns to the hospital by midnight of the same day.  The day the patient returns to the hospital from a leave of absence is treated as a day of admission and is counted as an inpatient day if he is present at midnight of that day.

216.4
Discharge or Death on First Day of Entitlement or Participation.--In special situations program payment is not made for accommodations on the day of discharge or death, but may be made for ancillary services under Part A provided on that day:  (a) where a patient is admitted prior to the first day of his entitlement and dies or is discharged from a participating hospital on the first day of his entitlement; and (b) where a patient in a nonparticipating hospital dies or is discharged on the first day the hospital becomes a participating hospital.  Although in these situations a day of utilization is not counted, a spell of illness begins and any charges for covered services are applied against the inpatient hospital deductible.  (See §402E for billing in these cases.)
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216.5
Inpatient Services Days Counting Toward Maximums.--Inpatient hospital (including psychiatric and tuberculosis hospital) services count toward the first 90 benefit days payable per spell of illness only  if:

A.
Payment for the services is made, or

B.
Payment for the services would be made if a request for payment were properly filed and if, where applicable, a physician certified that the services were necessary. Where payment cannot be made because of the inpatient deductible or coinsurance requirement, the inpatient days used nevertheless count toward the beneficiary's maximum inpatient days.

Similarly, inpatient psychiatric hospital services count toward the 190-day lifetime limitation on inpatient psychiatric hospital services (§218) only is these conditions are met.

See §219ff. for counting days toward the 60-day lifetime reserve.
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217.
INPATIENT PSYCHIATRIC BENEFIT DAYS REDUCTION.

If an individual is in a participating psychiatric hospital on the first day of his entitlement to hospital insurance, the number of inpatient benefit days in the first spell of illness is subject to reduction.  The days (not necessarily consecutive) on which he was an inpatient of a psychiatric hospital in the 150-day period immediately before the first day of entitlement, must be subtracted from the 150 days of inpatient hospital services for which he would otherwise be eligible in his first spell of illness.  Days spent in a general hospital for diagnosis or treatment of a psychiatric condition prior to entitlement will not reduce the patient's 150 inpatient benefit days in his initial spell of illness.

The reduction applies only to inpatient hospital services received in a psychiatric hospital or in a general hospital if an individual is an inpatient primarily for the diagnosis or treatment of mental illness.  Thus, for example, if a patient in a psychiatric hospital has no benefit days remaining because of the reduction, he may nevertheless be entitled to have payment made for up to 10 days of inpatient hospital services for a non-mental illness during his first spell of illness.

See §217.5 for the effect of this provision on the coinsurance provision.

Prior to January 1, 1968, the above reduction in benefit days also applied to an individual who was an inpatient of a participating tuberculosis hospital on his first day of entitlement.  However, the days that were subtracted are restored to such an individual if he is still in his first spell of illness after December 31, 1967, and as a result he is eligible for up to 150 days of any inpatient hospital services furnished after December 31, 1967.

Prior to 1968, the reduction applied to all inpatient hospital services in the initial spell of illness, whether received in a psychiatric, tuberculosis, or general hospital.

217.1
Patient Status on Day of Entitlement.--A patient who is in a participating psychiatric hospital on the first day of his entitlement is subject to this reduction.  The reduction applies to patients admitted to or discharged from such a hospital on their first day of entitlement, or who begin or end a leave of absence on that day.  Where only a distinct part of an institution is participating as a psychiatric hospital, the provision applies only to patients who, on their first day of entitlement, are inpatients of that part.
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217.2
Institution's Status in Determining Days Deducted.--The status of a psychiatric hospital (or a distinct part of such a hospital) as of the individual's first day of entitlement is controlling in determining whether days spent there during the preceding 150 days are to be deducted.  Thus, deductions would be made for days spent in a hospital (or distinct part) which was participating as of the individual's first day of entitlement even though it was not participating during all or part of the preceding 150 days.  However, where an institution is not participating as of the individual's first day of entitlement, deductions would not be made for days spent in that institution during the preceding 150 days, even though the institution is later certified for participation as a psychiatric hospital.

Where a participating psychiatric hospital is a distinct part of an institution, deductions are made only for days spent in the wards, floors, wings, etc., included in the participating distinct part as of the individual's first day of entitlement, even though it was not participating during all or part of the preceding 150 days.  Deductions are not made for days spent in a part of the institution not included in the participating distinct part as of the individual's first day of entitlement, e.g., days spent in a custodial section of the institution or days spent in a general medical-surgical facility participating as a general hospital.

217.3
Days of Admission, Discharge, and Leave.--In determining the number of days to be deducted, include days of admission and days on which the patient returned from leave of absence. Do not count days of discharge, days on which the patient began a leave of absence, or days of leave during all of which the individual is absent from the hospital.

217.4
Reduction for Psychiatric Services in General Hospitals.--When an individual subject to a reduction in days is an inpatient in a general hospital after December 31, 1967, the intermediary will apply the reduction only if it has determined that the individual was an inpatient primarily for the diagnosis or treatment of mental illness.

The intermediary will make a tentative decision based on the admitting diagnosis (Item 16, Form SSA-1453).  This decision will be subject to change, however, based on reports from the hospital or other information received by the intermediary.  Hospitals should notify the intermediary of any subsequent developments that might cause the intermediary to modify the initial decision.  Where the patient receives treatment not only for mental illness but also for another condition, the intermediary will determine for which condition the individual was primarily an inpatient.
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The intermediary will also examine the discharge diagnosis when the bill is received to see if a change occurred during the period of hospitalization.  The reduction will not be applied where the primary discharge diagnosis is not related to mental illness, even though the reduction was tentatively applied based on the admitting diagnosis.

If the intermediary needs more information to make the required determination, it will obtain it from the hospital, the attending physician, or other appropriate source.

The term "mental illness," is defined as the specific psychiatric conditions described in the American Psychiatric Association's Diagnostic and Statistical Manual--Mental Disorders.

217.5
Determining Days Available-Date of Entitlement After 1967.--Since payment can be made only for the number of days remaining after the reduction is applied, the number of days available in the first spell of illness for which payment can be made for inpatient psychiatric hospital services and inpatient services in a general hospital for the treatment of mental illness is determined as follows:

1.
determine how many days in the 150-day preentitlement period the patient spent in a psychiatric hospital

2.
subtract these from 150.

Payment will be made for the remaining days in the following order of priority:

a.
the 60 full benefit days,

b.
the 30 regular coinsurance days,

c.
the 60 lifetime reserve coinsurance days.

Benefit days, including lifetime days, not available to the patient because of the psychiatric reduction nevertheless remain available for use in hospitalization not subject to the reduction:  a general hospital stay for a nonpsychiatric condition or a tuberculosis hospital stay.  The lifetime days not previously used also remain available for any inpatient stays (including psychiatric hospital stays) in subsequent spells of illness.
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EXAMPLE l:
The patient was an inpatient of a participating psychiatric hospital on his first day




of entitlement on February 1, 1972.  He had been in such a hospital in the preentitlement period for 20 days.  Therefore, 130 days are payable. Payment would be made in the following order:  60 full benefit days; 30 $17 coinsurance days; 40 $34 coinsurance (lifetime) days.

EXAMPLE 2:
The same facts in example l, except that the patient had been in a psychiatric hospital in the preentitlement period for 70 days.  Therefore, 80 days are payable. Payment would be made in the following order:  60 full benefit days; 20 $17 coinsurance days.

EXAMPLE 3:
The same facts as in example l, except that the patient had been in a psychiatric   hospital in the preentitlement period for 110 days.  Therefore, 40 days are payable. Payment would be made for these 40 days as full benefit days.

217.6
Determining Days Available-Date of Entitlement Before 1968-Patient Still in First Spell of Illness.--

A.
Preentitlement Stay in Tuberculosis Hospital.--An individual who, after December 31, 1967, is still in his first spell of illness and was subject to a reduction in benefit days prior to 1968 because he was in a participating tuberculosis hospital at the time of entitlement will have those days restored for any inpatient hospital services furnished after December 31, 1967.  The reduction provision no longer applies to such an individual for services furnished after 1967.  Thus, for example, an individual who was an inpatient of a tuberculosis hospital on his date of entitlement and for the 90-day period preceding entitlement, would be eligible on January 1, 1968, for up to 150 days of any inpatient hospital services in his first spell of illness.

B.
Preentitlement Stay in Psychiatric Hospital.-- A beneficiary who after December 31, 1967, is still in his first spell of illness and was subject to a reduction in benefit days prior to 1968 because he was in a participating psychiatric hospital upon entitlement, may be entitled to additional benefit days beginning January 1, 1968.

1.
On January 1, 1968, the individual became eligible for 60 lifetime reserve days.  Before these days can be used for psychiatric hospital stays or general hospital stays for the treatment of mental illness, an investigation of the 91st to 150th day period preceding entitlement must be made by the intermediary.  Any days spent in a psychiatric hospital during this period will have to be subtracted from the 60 lifetime reserve days available for use in the first spell of illness.
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Prior to 1968, the number of benefit days available in the patient's first spell of illness was determined on the basis of the 90-day period preceding entitlement.  The rules in §217.5 do not apply and a new determination is not made for this period.  Payment, if any, for psychiatric hospital stays and general hospital stays for the treatment of mental illness on or after January 1, 1968, will be made for any days still payable under the prior determination and then for any days still payable under the prior determination and then for any lifetime reserve days available as determined above.  (However, a new determination for 90 day preentitlement period is required if there is evidence that tuberculosis hospital days were included in the prior determination.  See C.  below.)

EXAMPLE l:
An individual was in a participating psychiatric hospital when he became entitled to benefits on December 1, 1967, and remained in the hospital following entitlement.  Since he had been in the hospital for all of the 90-day preentitlement period, he was not entitled to benefits for the services he received in 1967.  On January 1, 1968, he became entitled to 60 lifetime reserve days.  An investigation of the 91st to 150th day preceding entitlement disclosed he was in a psychiatric hospital for 30 days in that period.  He may use 30 lifetime days for his stay in the psychiatric hospital beginning January 1, 1968.

EXAMPLE 2:
Same facts as example l, except that in the 90-day preentitlement period the individual was in a psychiatric hospital only 30 days.  He was, therefore, eligible under prior law for payment of 60 full benefit days.  On January 1, 1968, 31 of the 60 full days had been used.  On January 1, 1968, he is eligible to have payment made for 29 full benefit days and then 30 lifetime days.

2.
Any unused benefit days plus the number of days for which the beneficiary's eligibility was previously reduced plus 60 lifetime reserve days are available for general hospital stays for a nonpsychiatric condition or for tuberculosis hospital stays in the first spell of illness.

C.
Preentitlement Stays in Both Psychiatric and Tuberculosis Hospitals.--Days spent in a tuberculosis hospital in the preentitlement period do not count as reduction days for the services received after 1967 and such days are restored.  This is true not only for a beneficiary who was in a tuberculosis hospital when he became entitled but also for a beneficiary who was in a psychiatric hospital at the time of entitlement after having spent some of his preentitlement days in a tuberculosis hospital.  However, in the latter situation, a presumption will be made in the absence of evidence to the contrary that all days in the preentitlement period were psychiatric hospital days. (Where there is such evidence, a new determination for this period is required.  See B.l. above.)
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218.
INPATIENT PSYCHIATRIC HOSPITAL SERVICES--LIFETIME LIMITATION.

Payment may not be made for more than a total of 190 days of inpatient psychiatric hospital services during the patient's lifetime.  The limitation applies only to services furnished in a psychiatric hospital.  The period spent in a psychiatric hospital prior to entitlement does not count against the patient's lifetime limitation, even though pre-entitlement days may have been counted against the 150 days of eligibility in the first spell of illness.

219.
LIFETIME RESERVE DAYS.

A.
Summary of Provision.--Each beneficiary has a lifetime reserve of 60 additional days of inpatient hospital services to draw upon after he has used 90 days of inpatient hospital services in a spell of illness.  Payment will be made for such additional days of hospital care after the 90 days of benefits have been exhausted unless the individual elects not to have such payment made (and thus saves his reserve days for the later time).

A coinsurance amount equal to one-half of the inpatient hospital deductible applies to lifetime reserve days.  (See §220 for the inpatient hospital deductible amount.)

B.
Effect of Reserve Days on Guarantee of Payment Provision.--Under the guarantee of payment provisions (§§286ff.) a hospital may be paid, under certain conditions, for inpatient hospital services furnished to a beneficiary whose eligibility for inpatient hospital benefit days has been exhausted, including exhaustion of the 190-day lifetime limitation on inpatient psychiatric hospital services.  The guarantee of payment provisions are not applicable until the individual has exhausted his 60 lifetime reserve days of inpatient hospital services except where the average daily charge is equal to or less than the lifetime reserve day coinsurance amount.  (See C below.)

 
C.
Reserve Days Not Available Where Average Charges Do Not Exceed One-Half Inpatient Hospital Deductible.--A beneficiary will be deemed to have elected not to use the lifetime reserve days where the average daily charge for covered services furnished during a lifetime reserve days billing period is equal to or less than the coinsurance amount for the lifetime reserve days.  Such days are treated as noncovered days rather than potential lifetime reserve days since the beneficiary would be required to pay for all of the hospital charges regardless of his or her election and therefore would not benefit from use of lifetime reserve days.  (See §402.1, Item 26.)  This rule applies (a) where the hospital is reimbursed on the basis of reasonable cost and (b) where the hospital is reimbursed under the prospective payment system and lifetime reserve days are needed only to pay for all or part of the outlier days.  (See §219.2D(2)(a).)  In prospective payment cases, do not include in the calculation of average daily charge, charges for days for which the beneficiary would be deemed to have elected not to use lifetime reserve days under §219.2D(2), i.e., do not include charges for nonoutlier days where the beneficiary had at least one regular day remaining in the benefit period upon entering the hospital.

D.
Availability of Reserve Days Where Psychiatric Limitations Are Involved.--A beneficiary's reserve days are not available to the extent that he is subject to the 150-day psychiatric hospital reduction provision, i.e., where he has been in a psychiatric hospital during the 150-day period immediately preceding his first day of entitlement to hospital
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insurance benefits and is still in a psychiatric hospital on the first day of entitlement (See §217.)  The reserve days are available, however, if such a beneficiary receives nonpsychiatric services in a general or tuberculosis hospital or if he starts a new spell of illness.  The reserve days are also not available to a beneficiary who is in a psychiatric hospital after using 190 days of inpatient psychiatric hospital care during his lifetime. (See §218.)

E.
Availability of Reserve Days for Hospital Emergency Services.--The reserve days are available for emergency services furnished in nonparticipating hospitals.

F.
Physician Certification.--Physician certification requirements are applicable to lifetime reserve days.  (See §§273-278.)

219.1  
When Payment Will be Made for Reserve Days.--When a patient receives services after he has exhausted his first 90 days of coverage, benefits will be paid for available reserve days on the basis of the patient's request for payment, unless the patient has indicated in writing that he elects not to have the program pay for such services.

219.2
Election Not to Use Lifetime Reserve Days.--

A.
General.--An election not to use lifetime reserve days may be made by beneficiary (or by someone acting on his behalf) at the time of admission to a hospital or at any time thereafter, subject to the limitations on retroactive elections described in paragraph (C) of this section.

Hospitals are required to notify patients who have already used or will use 90 days of benefits in a spell of illness that they can elect not to use their reserve days for all or part of a stay.  The hospital notice should be given when the beneficiary has five regular coinsurance days left and is expected to be hospitalized beyond that period.  Where the hospital discovers the patient has fewer than five regular coinsurance days left, it should immediately notify the patient of his option.  The hospital should annotate its records at the time that it informed the patient of his option.  In addition, it should make available an appropriate election statement or form to be included in the patient's hospital record if he elects not to use reserve days.  (See § 219.3 for sample election format.)  If a patient elects not to use reserve days, covered Part B services are billed on an SSA-1483.  (See §420C.)  A Medicare beneficiary who is eligible for medical assistance (Medicaid) under a State plan should be advised that such assistance will not be available if he elects not to use his lifetime reserve days.  However, this restriction on medical assistance payments does not apply to cases where the beneficiary is deemed to have elected not to use lifetime reserve days (see §219C).

In the following situations a beneficiary will be deemed to have elected not to use lifetime reserve days:

(1)
The average daily charge for covered services furnished during a lifetime reserve billing period is equal to or less than the coinsurance amount for lifetime reserve days and (a) the hospital is reimbursed on a cost reimbursement basis or (b) the hospital is reimbursed under the prospective payment system and lifetime reserve days are needed to pay for all or part of the outlier days.  (See §§219C and 219.2D(2)(a).)
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(2)
For the non-outlier portion of a stay in a hospital reimbursed under the prospective payment system, if the beneficiary has one or more regular (non-lifetime reserve) days remaining in the benefit period upon admission to the hospital.  (See §219.2D(2)(a).)

(3)
The beneficiary has no regular days available at the time of admission to a hospital reimbursed under the prospective payment system and the total charges for which the beneficiary would be liable if he does not use lifetime reserve days are equal to or less than the sum of the coinsurance amounts of the lifetime reserve days needed for the stay.  (See §219.2D(2)(b).)

Exception:  Even though a beneficiary would otherwise be deemed to have elected not to use lifetime reserve days, he or she will not be so deemed where benefits are available from another third party payer to pay some or all of the charges and the third party requires as a condition for payment that lifetime reserve days be used.  In such cases, lifetime reserve days will be used unless the beneficiary specifically elects not to use them.
B.
Election Made Prospectively.--Ordinarily, an election not to use reserve days will apply prospectively.  If the election is filed at the time of admission to a hospital, it may be made effective beginning with the first day of hospitalization or with any day thereafter.  If the election is filed later, it may be made effective beginning with any day after the day it is filed.

C.
Retroactive Election.--A beneficiary may retroactively elect not to use reserve days provided:  (l) the beneficiary (or some other source) offers to pay the hospital for any of the services not payable under Part B; or (2) the hospital agrees to accept the retroactive election.  In these cases, the hospital will use the corrected bill procedure outlined in §460.

A retroactive election not to use the lifetime reserve days must be filed within 90 days following the beneficiary's discharge from the hospital unless benefits are available from a third party payer to pay for the services and the hospital agrees to the retroactive election. In that case, the beneficiary may file an election not to use the lifetime reserve days later than 90 days following discharge.

EXAMPLE 1:
Prior to July l, A had used 90 days of inpatient hospital services in a spell of illness. Beginning July l, A was hospitalized for 10 additional days in that same spell of illness.  A was informed of his election right on July l at the time of admission and indicated that he wanted to use his reserve days for that stay.  One month after being discharged from the hospital, A informed the hospital's billing office that he now wished to save his reserve days for a future stay.  A agreed to pay the hospital for the services he received during the 10 days of hospitalization which were not payable under Part B and was permitted to file a retroactive election not to use his reserve days, effective July l.

EXAMPLE 2:
On July 1, 1983, B was discharged from a hospital after being hospitalized for 105 days.  The hospital billed Medicare for 90 regular days plus 15 lifetime reserve days.  On October 20, 1983 (more than 90 days following discharge) B learned that a private insurer could pay for the last 15 days of 
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the stay. B informed the hospital that he wished to file a retroactive election not to use lifetime reserve days for the last 15 days of the stay. The hospital agreed to the request, and B filed an election form.  The hospital refunded the Medicare payment and billed the private carrier instead.

D.  Period Covered by Election.

(1) Hospitals Not Reimbursed Under Prospective Payment System.--A beneficiary election not to use reserve days for a particular hospital stay may apply to the entire stay or to a single period of consecutive days in the stay but cannot apply to selected days in a stay. If an election (whether made prospectively or retroactively) not to use reserve days is made effective with the first day for which reserve days are available, it may be terminated at any time.  After termination of the election, all hospital days would be covered to the extent that reserve days are available.  (Thus, an individual who has private insurance which covers hospitalization beginning with the first day after 90 days of benefits have been exhausted may terminate the election as of the first day not covered by the insurance plan.)  If an election not to use reserve days is made effective beginning with any day after the first day for which reserve days are available, it must remain in effect until the end of that stay unless the entire election is revoked in accordance with §219.5.

(2)
Hospitals Reimbursed Under Prospective Payment System.

(a) Beneficiary Has One or More Regular Benefit Days Available at Time of Admission.--If the beneficiary has one or more regular benefit (non-lifetime reserve) days remaining in the benefit period upon entering the hospital, Medicare will pay the entire prospective payment amount for non-outlier days.  Therefore, there will be no advantage to a beneficiary in using any of his lifetime reserve days for nonoutlier days if at least one day of his regular 90 days of coverage remains when he enters the hospital.  In this situation, the beneficiary will be deemed to have elected not to use any of his lifetime reserve days for the nonoutlier part of the stay.  The beneficiary may also elect not to use lifetime reserve days for outlier days but such an election must apply to all outlier days.

EXAMPLE 3:
C was admitted to a hospital on April 1, 1984 and discharged on June 29, 1984, utilizing 89 regular days of inpatient care. On August 1, 1984, C entered the hospital again.  For this DRG, outlier days would have begun August 26, but C was discharged on August 23, prior to the commencement of outlier days.  Since the first 2 days of the second stay were regular coverage days, Medicare will reimburse the hospital the prospective reimbursement amount for the entire stay.  Since no outlier days are involved, there is no advantage to the beneficiary in using lifetime reserve days. Therefore, C will be deemed to have elected not to use any lifetime reserve days for that stay.

Even though lifetime reserve days are not used for non-outlier days where the beneficiary has at least one regular day available at the time of admission, payment will be made for outlier days occurring after regular coverage days have been exhausted unless (a) the beneficiary elects not to use lifetime reserve days for the outlier days or (b) the beneficiary is deemed to have elected not to use lifetime reserve days for the outlier days.  A beneficiary is deemed to have elected not to use lifetime reserve days for outlier days if the average daily charge for the outlier days for which lifetime reserve days would otherwise be available is equal to or less than the daily coinsurance amount for the
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lifetime reserve days (see §219C).  In that situation, the beneficiary would be required to pay for all of the hospital's charges for such outlier days regardless of his or her election and therefore would not benefit from the use of lifetime reserve days.  If the beneficiary elects not to use lifetime reserve days for outlier days, such an election must apply to all outlier days.  If the beneficiary elects not to use lifetime reserve days for outlier days Medicare will pay for the non-outlier portion of the stay and will make no payment for the outlier days.

EXAMPLE 4:
D, who had never used any of his lifetime reserve days,  was admitted to the hospital on April 1, 1984 and discharged on June 29, 1984, utilizing 89 regular days of covered inpatient care. On August 1, 1984, D entered the hospital again and was discharged on September 5. For this DRG, outlier days began on August 26. Medicare will reimburse the hospital the prospective payment amount for the non-outlier portion of the stay.  The average daily charges were $200 for the outlier portion of the stay.  The lifetime reserve day coinsurance amount is $178.  Since the average daily charge for the outlier days is more than the daily coinsurance amount for lifetime reserve days, there is no deemed election not to use lifetime reserve days for the outlier portion of the stay.  For outlier days D has the option:  (1) to make no lifetime reserve election, in which case Medicare will pay for the nonoutlier portion of the stay and for the 10 outlier days, August 26 through Sept. 4, and D will have utilized 10 lifetime reserve days; or (2) to elect not to use his lifetime reserve days for the 10 outlier days, in which case Medicare will pay only for the nonoutlier portion of the stay, and D will not have used any lifetime reserve days.

(b) Beneficiary Has No Regular Days Available at Time of Admission.--If the beneficiary enters the hospital after he has completely exhausted his regular benefit days, available lifetime reserve days will be used automatically for each day of the stay unless the beneficiary elects not to use lifetime reserve days or he or she is deemed to have elected not to use lifetime reserve days.  A beneficiary is deemed to have elected not to use lifetime reserve days, if the total charges for the stay, i.e., the charges for which the beneficiary would be liable if he or she does not use lifetime reserve days are equal to or less than the sum of the coinsurance amounts for the lifetime reserve days needed for the stay.

In the case of a hospital reimbursed under the prospective payment system, an election by a beneficiary not to use lifetime reserve days must apply to the entire hospital stay.  If the beneficiary elects not to use lifetime reserve days, Medicare will not pay for any portion of the stay.  Similarly, a deemed election not to use lifetime reserve days must apply to the entire stay and will preclude any payment for the stay.

EXAMPLE 5:
F was admitted to a hospital on March 10, 1984 and discharged on June 8, 1984, utilizing 90 regular days of coverage. On August 1, 1984, F entered the hospital again and was discharged on September 8.  For this DRG, outlier days began on August 26. At the time of the second admission, F still had 60 lifetime reserve days available.  The hospital charges for this stay were $7,000.  The sum of the coinsurance amounts for the lifetime reserve days needed to pay for this stay is $6,784 ($178 per day X 38 days). Since the charges for the stay are greater than the sum of lifetime reserve
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days coinsurance amounts, there is no deemed election not to use lifetime reserve days.  F has the option: (1) to make no lifetime reserve election, in which case Medicare will pay for the entire stay including the outlier days, and F will use 38 lifetime reserve days; or (2) to elect not to use lifetime reserve days, in which case Medicare will not pay for any portion of the stay.

E.
Election Where Beneficiary Incapacitated.--If a beneficiary is physically or mentally unable to file an election not to use reserve days, certain other individuals may file the election on his behalf:  (l) If the charges will be paid by other hospital insurance or if some other person agrees to pay the hospital for the services, an election not to use reserve days may be filed by any of the individuals who may sign a Request for Payment on behalf of the beneficiary (e.g., relative, legal guardian, etc.) (see §271); (2) If an incapacitated beneficiary does not have other hospital insurance, and no other person agrees to pay the hospital for the services, only the beneficiary's legal representative may file an election on his behalf.

219.3 Content of Election.--A beneficiary's election not to use reserve days should specify the name of the hospital and the starting date of the election.

Where the hospital is not reimbursed under the prospective payment system, the starting date of the election may be any day after regular benefits are exhausted.  Where the hospital is reimbursed under the prospective payment system, the starting date of the election depends on whether the beneficiary has regular benefit days remaining upon entering the hospital.  If the beneficiary has regular benefit days remaining upon entering the hospital, the starting date of the election must be the first outlier day after regular benefits are exhausted.  If the beneficiary has no regular benefits remaining upon entering the hospital, the starting date of the election must be the first day of the hospital stay.

The election may specify a termination date before the last day of the stay only if the hospital is not reimbursed under the prospective payment system and the election is made effective beginning with the first day for which reserve days are available (§219.2D(l)). Where the hospital is under the prospective payment system, (§219.2D(2) applies) the election may not specify a termination date because the election remains in effect until the last day of the stay.

 219.4
Election Format.--The following model election language may be used:


Election Not To Use Lifetime Reserve Days
I do not wish to have Medicare benefits paid on my behalf under the lifetime reserve provisions of section 1812(b) of the Social Security Act for services furnished me by (name of hospital) beginning (date).

WHERE THE ELECTION MAY TERMINATE BEFORE THE END OF THE STAY

IN ACCORDANCE WITH SECTION 219.3, THE FOLLOWING MAY BE INCLUDED:

The last day to which this election applies is (date).
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I understand that I will be responsible for all of the hospital's charges not reimbursed by Medicare because of this election, except those covered under supplementary medical insurance. Where supplementary medical insurance payments may be made for services furnished during the period covered by the election, I will be responsible for the deductible and 20 percent coinsurance amounts.


(signature)                                          (date)


_____________________


(HI claim number)

219.5
Revocation of Election.--An election not to use reserve days may be revoked in whole or in part, provided a claim has not been filed for Part B ancillary services furnished on the hospital days in question.  (An election may be revoked in part subject to the restriction on elections in §219.2D(l).)  The revocation must be submitted to the hospital in writing and should be made part of the patient's hospital record.  (See §219.6 for sample revocation format.)  If a beneficiary is incapacitated, any of the individuals who are permitted to sign the Request for Payment may file the revocation on the beneficiary's behalf.  However, an election not to use reserve days may not be revoked after the beneficiary dies.

A revocation of election not to use lifetime reserve days must be made within 90 days following the beneficiary's discharge from the hospital with the following exception:  The election may be revoked later than 90 days after discharge if benefits are available from a private insurer to pay the lifetime reserve coinsurance amounts and the insurer requires as a condition for payment that lifetime reserve days be used.

219.6 Revocation Format.--The revocation of an election not to use reserve days should specify the name of the hospital, the admission date of the stay to which it applies and, if appropriate, the effective date of revocation.  The following model language is suggested:


Revocation of Election Not To Use Lifetime Reserve Days
I wish to revoke the election previously made by me or on my behalf not to use lifetime reserve days to pay for the inpatient hospital services furnished me by (name of hospital) during my stay there beginning (admission date).  (If appropriate add:  I wish to revoke my election not to use lifetime reserve days for the period from __________ to ___________.) I understand that my lifetime reserve days will be used for these services (to the extent that I have such days available) but that I will still be responsible to pay the Medicare coinsurance amounts and any charges for services not covered under the Medicare program.

_______________________

________________

  (signature)


   (date)

_______________________

  (HI claim number)
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INPATIENT DEDUCTIBLE AND COINSURANCE
220.
DEDUCTIBLE

The patient is responsible for a deductible amount for inpatient hospital  services in each benefit period.  The Secretary of Health and Human Services has in the past been required to determine each year the amount of the deductible for the following year.  For 1987, however, the amount of the deductible has been set by law at $520.  For each year after 1987, the Secretary is required to promulgate the deductible and related coinsurance amounts between September 1 and September 15 of the preceding year.  The deductible will be set at an amount equal to the deductible for the preceding year, changed by the same percentage as applies to PPS payment rates and adjusted to reflect changes in real case mix.  The deductible and related coinsurance amounts for the year through 1987 are shown on the chart in §2271.

For inpatient hospital services rendered in years prior to 1982 and after 1986, the applicable inpatient deductible is the one in effect during the calendar year in which the patient's benefit period begins (i.e., in most cases, the year in which the first inpatient hospital services are furnished in the benefit period).  For services rendered in 1982 through 1986, the applicable deductible is the one in effect during the year in which the services were furnished.  (For hospital and SNF coinsurance days occurring before 1982, the coinsurance amount is based on the deductible applicable for the calendar year in which the benefit period began, even though the coinsurance days may fall in a subsequent year for which a higher deductible is applicable.  For coinsurance days after 1982, the coinsurance amount is based on the deductible applicable for the calendar year in which the coinsurance days occur.)

The deductible is satisfied only by charges for covered Part A services.  Expenses for covered services count toward the deductible on an incurred rather than paid basis. Expenses incurred in one benefit period cannot be applied toward the deductible in a later benefit period.  Expenses incurred in meeting the blood deductible do not count toward the inpatient hospital deductible.

A reduction in benefit days resulting from confinement in a psychiatric hospital on and immediately preceding the date of entitlement (see §§ 217ff.) does not affect the amount of the deductible for which the patient is responsible.

If the actual charge is less than both the deductible to be met and the customary charge, the customary charge should be applied to the deductible.  (See §210.1G for a definition of customary charges.)

222.
PART A BLOOD DEDUCTIBLE

222.1
General.--Program payment may not be made for the first 3 pints of whole blood or equivalent units of packed red cells received by a beneficiary in a benefit period. However, payment may be made for blood processing beginning with the first pint or unit in a benefit period.

The Part A blood deductible applies only to the first 3 pints of blood furnished in a benefit period, even if more than one hospital furnished blood.  The Part A and Part B blood deductibles are applied separately.  (See § 249)   The blood deductibles are in addition to any other applicable deductible and coinsurance amounts for which the patient is responsible.
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Blood must be furnished on a day which counts as a day of inpatient hospital services to be covered as a Part A service and to count toward the blood deductible.  (See §216.5.) Thus, blood is not covered under Part A and does not count toward the Part A blood deductible when furnished to an inpatient after he has exhausted his benefit days in a benefit period, or where the individual has elected not to use lifetime reserve days.  However, where the patient is discharged on his first day of entitlement or on the hospital's first day of participation, the hospital is permitted to submit a billing form with no accommodation charge, but with ancillary charges including blood. (See §216.4.)

222.2
Items Subject to the Blood Deductible.--The blood deductible applies only to whole blood and packed red cells.  The term whole blood means human blood from which none of the liquid or cellular components have been removed.  Where packed red cells are furnished, a unit of packed red cells is considered equivalent to a pint of whole blood. Other components of blood such as platelets, fibrinogen, plasma, gamma globulin, and serum albumin are not subject to the blood deductible.  However, these components of blood are covered as biologicals.  (See §210.3.)

222.3
Obligation of the Beneficiary to Pay for or Replace Deductible Blood.--A beneficiary who receives blood (or packed red cells) which is subject to either the Part A or Part B blood deductible, has the option of replacing the blood or paying the provider's charges for the unreplaced pints.

A.
Prohibition on Charging for Replaced Deductible Blood.--A beneficiary may not be charged for deductible blood which he has replaced, or arranged to replace.  A beneficiary is considered to have made arrangements for replacement, and therefore cannot be charged for deductible blood, if he, another individual or a group or organization acting on his behalf, e.g., a blood assurance plan, offers replacement pints or units, whether or not the provider actually accepts the offer.  Thus a provider may not charge a beneficiary merely because its policy is not to accept blood on behalf of the beneficiary.  However, a provider would not be barred from charging a beneficiary for deductible blood, if there is a reasonable basis for believing replacement blood offered by or on behalf of the beneficiary would endanger the health of either the donor or a recipient.

B.
Charges for Deductible Blood.--If a beneficiary does not replace, or make arrangements to replace, deductible blood (or packed red cells) he may be charged by the hospital up to its usual and customary charges for the blood.  Charges for processing blood or packed red cells, i.e., for administration, storage, etc., are covered without regard to the deductible and should be billed to the program beginning with the first pint.  (See §402.1, Item 19A), for rules on distinguishing between blood charges and blood processing charges.)

At the end of the year when program reimbursement for blood is being computed, the cost of all unreplaced deductible and unreplaced nondeductible blood supplied will be reduced by the amount the provider charged beneficiaries for unreplaced deductible pints.

C.
Replacement.--For Medicare purposes, replacement is made on a pint-for-pint or unit basis.  Thus a beneficiary cannot be charged.
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B.
Adjustment of Provider's Cost Reimbursement to Reflect Deductible Amounts Collected.--At the end of the year when program reimbursement for blood is being computed, the cost of all unreplaced deductible and unreplaced nondeductible blood supplied will be reduced by the amount the provider collected from beneficiaries or other parties for unreplaced deductible pints.  If more blood is donated by, or on behalf of, a beneficiary than is needed for full replacement on a pint-for-pint or unit basis, the value of the excess blood is not deducted from the amount payable to the provider.  But, such donations would tend to reduce the cost of blood to the provider.

222.4

Distinction Between Blood Costs and Blood Processing Costs.--Since the blood deductible applies only to blood costs, and does not apply to blood processing costs, it is necessary that hospitals distinguish between those two costs for purposes of Medicare cost reporting in accordance with the following rules:

A.
Blood Costs.--In general, a hospital's blood costs will consist of amounts it spends to procure blood, including:

1.
The cost of such activities as soliciting and paying donors and drawing blood for its own blood bank, and

2.
Where a hospital purchases blood from an outside blood source (e.g., a commercial or voluntary blood bank or a blood bank operated by another hospital) an amount equal to the amount of credit which the outside blood source customarily gives the hospital if the blood is replaced.

B.
Blood Processing Costs.--In general, a hospital's blood processing costs will consist of amounts spent to process and administer blood after it has been procured, including:

1.
The cost of such activities as storing, typing, cross-matching, and transfusing blood,

2.
The cost of spoiled or defective blood, and

3.
Where a hospital purchases blood from an outside blood source, the portion of the outside blood source's blood fee which remains after credit is given for replacement; i.e., the amount which cannot be credited or rebated by replacement of the blood.  Thus, where an outside blood source charges the hospital the same amount, whether or not the blood is replaced, the entire blood fee is a blood processing cost to the hospital.

NOTE:
The above rules for distinguishing blood costs and blood processing costs where blood is obtained from an outside blood source apply only where the source charges the same for blood furnished Medicare beneficiaries as it charges for blood furnished nonbeneficiaries and gives the same credit for blood which is furnished Medicare beneficiaries as for blood which is furnished nonbeneficiaries.
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Where an outside blood source charges hospitals more for blood furnished Medicare beneficiaries than for blood furnished nonbeneficiaries, or gives a larger credit for blood replaced by nonbeneficiaries than it gives for blood replaced by beneficiaries, the program will use only the lower charge and higher credit as a basis for determining the hospital's reasonable costs for blood furnished by that particular blood source.

EXAMPLE:    The XYZ Blood Bank operates a blood assurance plan under which it does not charge for blood furnished members of the plan, unless the member is a Medicare beneficiary, in which case a charge is made only for nondeductible pints. It charges for all blood furnished nonmembers of the plan regardless of their Medicare status.  Since the XYZ Blood Bank charges hospitals for blood furnished members who are Medicare beneficiaries, but does not charge where the member is not a Medicare beneficiary, hospitals serviced by XYZ are paying more for blood furnished to members who are Medicare beneficiaries than for blood furnished nonbeneficiaries.  Accordingly, amounts which hospitals pay the XYZ Blood Bank for blood furnished to Medicare beneficiaries who are members of the blood bank's blood assurance plan may not be recognized as a reasonable cost, nor may hospitals charge Medicare beneficiaries for such blood since blood is a covered inpatient hospital service.  However, since the blood bank charges the same amount for all blood furnished to nonmembers of its blood assurance plan (i.e., whether or not the nonmembers are entitled to Medicare), reimbursement may be made to hospitals for blood furnished by the blood bank to nonmembers who are Medicare beneficiaries.

225.
COINSURANCE

In each benefit period, the patient is responsible for coinsurance amounts equal to one-fourth of the inpatient hospital deductible for each day of inpatient hospital services from the 61st through the 90th days, and one-half of the inpatient hospital deductible for each lifetime reserve day (the 91st through the 150th days of inpatient hospital service).  The chart in §227.1 should be used to determine the applicable coinsurance amounts.

Where the actual charge to the patient for the 61st through the 90th days of inpatient hospital services is less than the applicable coinsurance amount, the coinsurance is the actual charge per day.  (Where the actual charge to the patient for lifetime reserve days is less than the coinsurance amount for those days, the beneficiary is deemed to have elected not to use the days because he/she would not benefit from their utilization.  (See §219.))

See §§217ff when preentitlement days of hospitalization in a psychiatric hospital are counted toward the 150-day limit on inpatient hospital days in the initial benefit period.
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226.   
BASIS FOR DETERMINING THE COINSURANCE AMOUNTS

For services furnished prior to January 1, 1982, the coinsurance amounts are based on the inpatient hospital deductible applicable for the year in which the individual's benefit period began.

For services furnished on or after January 1, 1982, the coinsurance amounts are based on the inpatient hospital deductible for the year in which the services are furnished.

EXAMPLE:
A beneficiary begins a benefit period with admission to a hospital on December 31, 1983, and pays a $304 inpatient hospital deductible.  He continues to be hospitalized in the same benefit period until May 31, 1984.  Since the coinsurance amounts are based on the inpatient deductible applicable for the year in which the services were rendered, and since the deductible for 1984 is $356, the coinsurance amount for each day of inpatient hospital services from the 61st through the 90th days will be $89 and for the lifetime reserve days it will be $178.
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                   227.1 PART A - DEDUCTIBLE AND COINSURANCE AMOUNTS     

For inpatient hospital services rendered in years prior to 1982 and after 1986, the applicable inpatient deductible is the one in effect during the calendar year in which the patient's benefit period begins (i.e., in most cases, the year in which the first inpatient hospital services are furnished in the benefit period).  For services rendered in 1982 through 1986, the applicable deductible is the one in effect during the year in which the services were furnished.  (For hospital and SNF coinsurance days occurring before 1982, the coinsurance amount is based on the deductible applicable for the calendar year in which the benefit period began, even though the coinsurance days may fall in a subsequent year for which a higher deductible is applicable.  For coinsurance days after 1982, the coinsurance amount is based on the deductible applicable for the calendar year in which the coinsurance days occur.)

YEAR

INPATIENT HOSPITAL

SKILLED
 HOME 

NURSING
HEALTH

60 LIFETIME
FACILITY
AGENCY1
 BLOOD 

FIRST 60
61ST THRU
RESERVE DAYS

DAYS
90TH DAY
(Nonrenewable)
2lST THRU

100TH DAY

DEDUCTIBLE
COINSURANCE
COINSURANCE
COINSURANCE
NO  
DEDUCTIBLE

PER DAY
PER DAY
PER DAY
DEDUCTIBLE

NO  

Always equal
Always equal
Always equal
COINSURANCE
First 3 pints

to 1/4 of in-
to 1/2 of in-
to l/8 of in-
(EXCEPT FOR
(or equivalent

patient hospi-
patient hospi-
patient hospi-
20 PERCENT 
units of packed

tal deductible
tal deductible
tal deductible
COINSURANCE FOR 
red blood cells)

DURABLE MEDICAL 
in a benefit period




EQUIPMENT

(eff. 7/18/84)

1980
$ 180
$    45
$    90
$ 22.50

1981
   204
      51
    102
   25.50

1982
   260
      65
    130
   32.50

1983
   304
      76
    152
   38.00

1984
   356
      89
    178
   44.50

1985
   400
    100
    200
   50.00

1986
   492
    123
    146
   61.50

1987
   520
    130
    260
   65.00

   1PRIOR TO JULY 1, 1981, THERE WAS A 100 VISIT LIMITATION
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