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   Policy Manual 
 

 
Definitions:    

Extended stay: cases exceeding the outlier threshold for diagnosis (200% of DRG 
LOS); cases associated with extraordinarily high costs, as described in 42CFR 412.80. 

Quality Improvement Organization (QIO): monitors the appropriateness, 
effectiveness, and quality of care provided to Medicare beneficiaries; private contractor 
extensions of the federal government that work under the auspices of the U.S. Centers 
for Medicare and Medicaid Services (CMS). 

 InterQual: evidence-based clinical decision support criteria; comprises criteria listing 
severity of illness/intensity of service criteria and tools to establish appropriateness of 
admissions and level of service. 

Policy:  Utilization Management is an organization-wide, systematic process across all 
acute care facilities to ensure the necessity, appropriateness, and efficiency of health 
care services on behalf of our patients, families, physicians, health care providers, 
payers, and community resources.  
 
The Utilization Management (UM) Plan of the Medical University Hospital Authority 
(MUHA) has been approved by and is provided oversight by representatives of the 
Medical Staff via the Utilization Review Committee and has also been approved by 
representation of the Executive Leadership of the Medical University Hospital Authority.  
The UM Plan shall be approved by the Medical Executive Committee (MEC) of the 
Medical University Hospital Authority. 

 
 
Procedure:    
 
A. PURPOSE 
 

Section No Title 
  Comprehensive Utilization Management (UM) Monitoring Plan 
Owner:   Case Management and Care Transitions Department 
Location/File:  
Date Originated: 
3/29/11 

Reviewed: 
 

Revised: 
 

Legal Review: 
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The UM Plan will delineate the responsibility and authority of those involved in 
the performance of all utilization review activities.  The UM plan is also developed 
to ensure compliance with various federal, state and voluntary regulatory and 
licensing agencies (specifically, 42 CFR 482.30, the federally appointed quality 
improvement organization (QIO), and The Joint Commission).  The UM Plan is 
subject to annual review and appropriate revision. 

 
 
 

B. STRUCTURE OF UTILIZATION REVIEW COMMITTEE 
 
The Utilization Review Committee (referred to as “the Committee” in this 
document) is a standing committee of the Medical University Hospital Authority 
(MUHA) as established in accordance with organizational bylaws.  The Utilization 
Review Committee is composed of at least 2 members of the MUSC Medical 
Staff (doctors of medicine or osteopathy) as well as other professional personnel.  
Terms of appointment may be rotated among Medical Staff members.  While 
under a valid contract, a physician representative of Executive Health Resources 
(E.H.R.) will be an ad hoc member of the Committee, acting as a Physician 
Advisor designee. 
 
All decisions made by the Committee and its representatives will be based on 
standards for severity of illness, intensity of service, anticipated length of stay, 
quality of care, and discharge screening adopted by the appropriate department 
of the organization and approved by the federally appointed quality improvement 
organization (QIO).   No member of the Committee may participate in the review 
of a patient case in which he/she is or was professionally involved by either 
directly or indirectly providing care.  No member of the Committee may have a 
financial interest in the hospital. 

 
C. RESPONSIBILITIES OF HOSPITAL LEADERSHIP 
 

The governing body of the Medical University Hospital Authority (MUHA) has 
authorized the UR committee to act on behalf of the organization regarding 
utilization review issues.  Hospital leadership will provide meeting space for the 
Committee and act as liaison with all departments.  Leadership will be 
responsible for notifying the Committee members of all meetings and for 
providing access to medical records for admission or continued stay review 
(CSR).  Leadership will be responsible for considering and acting upon decisions 
and recommendations made by the Committee with respect to hospital policy 
and staffing. 

 
The Utilization Review Committee shall meet at least quarterly or at the call of 
the Chairperson.   It shall maintain a record of its findings, proceedings and 
actions, and shall report to the Medical Executive Committee (MEC) and 
Executive Leadership on an annual basis or as requested. 
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The Utilization Review Committee’s records will be maintained by the Case 
Management and Care Transitions Department in conjunction with the office of 
the Chief Medical Officer (CMO).  All reports, records and dates of the Utilization 
Review Committee meetings will be maintained to assure confidentiality and to 
comply with all applicable regulations and requirements. 

 
D. GENERAL REVIEW METHODS 
 

All patients may be subject to review without regard to payment source to 
determine medical necessity and appropriateness of an acute inpatient 
admission, the necessity of an acute inpatient continued stay, appropriateness of 
variations in care, quality of care concerns, and to assure early discharge 
planning.  This review is to include a representative sampling of indigent care 
and other self pay patients as well as privately insured patients, which are 
contracted with Medical University Hospital Authority (MUHA) facilities.  As is 
required, concurrent review including admission screening for fee-for-service 
Medicare and Medicaid patients will be performed by the Case Management and 
Care Transitions Department staff and physician advisors, as needed, as 
designated by the Committee.  The Committee will assure that the 
approved/current Center for Medicare and Medicaid (CMS) services, managed 
care and third party insurance procedures and regulations are used in the 
performance of UR activities. 

 
The  Chief Medical Offier or his/her designee or any physician member of the 
Committee can act as a Physician Advisor (PA) to assist non-physician reviewers 
designated by the Case Management and Care Transitions Department to 
conduct review activities.   
 
The Nurse Case Manager of the Case Management and Care Transitions 
Department is appointed by the Committee to conduct review activities including 
admission, level of care screening,continued stay, and retrospective screening.   
The Nurse Case Manager will adhere to the guidance provided in FY 2014 
Hospital IPPS Final Rule CMS-1599-F.McKesson InterQual® Criteria will be 
used as a screening tool for medical necessity  
 
1. Prospective/Precertification Review. All non-emergency patients 

referred for admission may be screened for payer source and 
authorization requirements including those patients admitted for 
procedures requiring pre-certification. When appropriate, precertification 
will be obtained.  All Third Party payers for patients identified as such will 
be notified of the pending admission/procedure and review requirements 
established and initiated.   Referrals for discharge planning, when evident, 
are initiated at this point.  
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2. Concurrent Review.   Concurrent review includes Admission Review and 
Continued Stay Review focusing on the medical necessity for the ordered 
level of care and continued stay for all identified patients.  Admission 
Reviews will be conducted on patients within 24 hours of insurance 
verification or the next business day for non-traditional Medicare 
beneficiaries.  Admission Reviews of traditional Medicare beneficiaries 
may occur during weekends and/or holidays.  The proportion of cases 
reviewed within defined timeframes will be determined by various factors, 
including but not limited to case load, focused or priority review areas, and 
quality/resource management initiatives.   

 
Continued Stay Review is conducted concurrently throughout the hospital 
stay as requested by the payer or while a patient continues to meet or 
exceed an acute level of inpatient care.  The frequency of Continued Stay 
Review may be adjusted depending on the individual case complexity, 
treatment plan, and available resources.  Discharge planning and case 
management is ongoing throughout the patient’s stay. 
 
Extended stay cases will be reviewed by the case management/physician 
team  to determine medical necessity; cases from  the case 
management/physician team meetings not meeting criteria for length of 
stay will be referred to the UM Committee for review to determine medical 
necessity. Prior to a determination that a Medicare or Medicaid inpatient 
admission or continued stay is not medically necessary, the practitioner(s) 
responsible for the care of the patient will be consulted to present any 
additional information or concerns.  If following consultation with the 
applicable practitioner(s), the case continues to fail screening criteria and 
the practitioner(s) concurs with the determination, the case will be referred 
to a member of the Committee for second level review.  In all other 
situations the case will be referred to at least two members of the 
Committee with one being a physician member of the Committee for 
medical second level review.  In cases where the case continues to fail 
screening criteria and the practitioner(s) do/does not concur with the 
determination, two physician members of the Committee will be involved 
for third level review. In no case, may a non-physician reviewer make a 
final determination that a patient stay is not medically necessary for 
inpatient services.   

 
Utilization Review documentation will be maintained in the web-based 
software, Allscripts Care Management. Pertinent information regarding 
billing instructions on the patient account will be documented in the 
hospital’s billing system.  All information and data related to these 
activities specific to a patient’s record and encounter/admission are 
maintained in such a manner to assure confidentiality and to comply with 
all applicable state, federal and organizational regulations and 
requirements. 
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3. Medicare Notifications. If a Hospital Issued Notice of Non-coverage 

(HINN) is deemed appropriate by the attending physician andnurse case 
manager, and/or the QIO, then written notification must be given no later 
then 2 days after the determination to the patient or responsible party, 
hospital, and the physician responsible for the care of the patient.  The 
HINN is also distributed to the federally appointed Quality Improvement 
Organization (QIO), Case Management, and the Business Office for billing 
purposes and documentation included in the patient’s records.   
 
A Medicare Important Message Letter will be provided to Medicare 
beneficiaries or their designee at the time of inpatient admission and 
within forty-eight hours of discharge to a non-acute or outpatient level of 
care.  A signed copy of the Medicare Important Message will be 
maintained in the medical record as well as notation of distribution of the 
follow-up copy of the Medicare Important Message when applicable. 
 

4. Retrospective Review.  Retrospective Review is performed by the Case 
Management and Care Transitions Department when a discharge occurs 
prior to concurrent review.  Retrospective reviews will follow the guidance 
provided in FY 2014 Hospital IPPS Final Rule CMS-1599-F. If the 
inpatient admission does not meet Final Rule CMS-1599-F guidelines, the 
attending physician and patient will be notified in writing. The attending 
physician will have the opportunity to present their views to a UM 
Committee physician member.  
 

5. Retrospective reviews can be performed by other MUHA departments as 
findings from prospective and concurrent review processes and other 
appropriate hospital data, including the medical record, are analyzed to 
review patterns and trending for potential opportunities to improve 
resource management and utilization efficiencies, effectiveness of health 
care services, quality of care, and medical necessity consistent with 
patient needs and recognized standards of health care and/or practice.   
 
As needed focused review studies may be conducted to ensure and 
promote the most effective and efficient use of available healthcare 
facilities and services.  These focused studies can be developed to 
evaluate problems and formulate corrective recommendations/ action as 
needed.  The Committee will periodically review a sampling of cases 
reasonably assumed to be outlier cases because the extended length of 
stay (LOS) exceeds the threshold criteria for the associated diagnoses.  
Appropriate summaries of findings may be forwarded to the Medical 
Executive Committee (MEC), Executive Leadership, and /or Board of 
Trustees.   
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6. Denials/Appeals. Denials received from Third Party payers and other 
external review organizations during a patient’s hospital stay are 
communicated promptly to the attending physician.   Denials received 
following the patient’s hospital stay will be addressed by the applicable 
department and include consultation with the attending physician as 
necessary.  Appeals may be implemented by a variety of departments, but 
the findings of the appeal should be communicated with patient hospital 
accounting.  
 

7. Corrective Action.   If any of the previously referenced activities indicate 
inappropriate use of hospital or patient resources, the Committee may 
take corrective action, which is specific to the problem, and may include: 
focused review; education or training; amended policies or procedures; 
provision of new equipment, facilities, or processes; or recommendations 
to the Medical Executive Committee for adjustment of Medical Staff 
privileges.  Following implementation of a corrective action, follow-up 
studies shall be conducted until the problem has been corrected.  The 
results of the study will be monitored by the Committee.   Problems that 
deal with appropriateness and quality of professional services rendered 
will be referred to the Medical Staff Office for further review and action as 
indicated.   

 
Discharge Planning.  Overall use of discharge planning, and in particular, 
the role of Case Management in discharge planning, shall be monitored by  
Case Management. The Case Management and Care Transitions  
Department will report as needed to the Committee regarding the current 
issues or barriers related to discharge planning and provide suggestions 
for improvement.  Case Management will refer all patients awaiting 
placement/transfer to a lower level of care for review as determined by 
department policy. The Case Management  Department will conduct a 
review for these patients, giving special attention to the level of care 
required anddetermine the necessity of continued stay for each patient 
and will make necessary referrals to the Executive Medical Director or 
his/her designee for medical necessity concerns including review for 
possible denial.  In recognition of the fact that the initiation of discharge 
planning begins upon admission and actively involves the physician, 
nurse, patient, and family, the Committee may monitor discharge planning 
in the course of other reviews and make appropriate recommendations 
regarding its potential use to the Medical Executive Committee or 
members of the Medical Staff. 

 
8. Review of Professional Services. The Committee will review cases that 

meet the “outlier” threshold based on extraordinarily high costs, as 
described in 42CFR 412.80. 

 
E. FEDERALLY MANDATED REVIEW 
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1. Admission Review.  The Nurse Case Manager, under the direction of 

departmental administration and the Committee, has the oversight 
responsibility for Traditional Medicare and Traditional Medicaid Inpatient 
Admission Review activities including review of patients receiving 
observation services.  The Nurse Case Manager will be notified through 
web-based software work queues of all hospitalized admissions daily. 
Using approved criteria, the Nurse Case Manager will ascertain the 
medical necessity of services provided to these patients. Clinical data will 
be provided to all other payers including Managed Care Medicare and 
Managed care Medicaid per their request to allow them to assess the 
medical necessity of the admission and/or continued stay. Nurse Case 
Managers will validate the decision of the third party payer and refer cases 
where discrepancies occur to the attending physician and/or physician 
advisor (or designee) for additional review.  

 
2. Relationship with Third Party Payers.   The decisions of the Committee, 

which involve fiscal intermediaries, Medicare Administrative Contractors 
(MAC), state agencies, the federally appointed quality improvement 
organization (QIO), or the Department of Health and Human Services, will 
be open to review by the involved organization.  Data will be maintained in 
such a manner as to assure confidentiality and compliance with all 
applicable regulations, and to assure appropriate payment of claims. 

 
In cases where an external entity has reviewed a case which results in a 
denial of care, services, or payment, the clinical care team and the 
attending physician will make therapeutic decisions based on the needs of 
the patient without regards to payment source.   
 
The appropriate appeals procedure, patient notification, and/or alternate 
care will be pursued.  The proper procedures for handling these adverse 
determinations will be followed, as these procedures may vary by 
company. 
 

3. CONFIDENTIALITY 
 
Any data or information required by the members of the Committee or its 
designated agents, in the exercise of its duties and functions, shall be held 
in confidence and shall not be disclosed to any person except to the 
extent that it is necessary to carry out the purpose of the Utilization 
Management Plan as required by applicable state and federal law. 
 
 

Approvals:  Required 
 

As Required Date 
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List Hospital Committee(s)    
Ethics Committee  
Medical Staff Executive Committee   
Administration/Operations   
Governing Body  

 
 
 
 
 
 
 
Distribution:  Required 
 

Policy Applies to: Physicians (Y/N):   Nursing (Y/N):   
 Other Clinical Staff 

(Specify):   
Other Staff (Specify):  

Educational Plan  
Required Competencies  
Expected Implementation Date 08/2011 

 
 
Related Forms:  As applicable 
 
Related Policies:  As applicable 
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