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NETWORK 2 UTILIZATION MANAGEMENT (UM) PROGRAM
1.  PURPOSE:  To set forth policies and procedures to guide the network-wide Utilization Management (UM) Program for the VA Healthcare Network Upstate New York. 

 2.  POLICY:  VISN 2 is committed to a proactive and strengthened UM Program that is essential in identifying opportunities to improve the efficiency of patient care and maximizing the network’s ability for reimbursement based on data and information. It is VISN 2 policy that the overall appropriateness, efficiency, and effectiveness of resource utilization be systematically monitored and evaluated by each medical center.

     a.  Utilization Management (UM) does not have the authority to deny care.  The Utilization Review Process must at all times remain a review process and not an attempt to usurp the clinical prerogatives of the medical staff, with whom the responsibility of patient admission, care, and discharge decisions must remain.

     b.  No veteran, in the name of utilization review or related activities, will be deprived of medically necessary health care to which he/she is legally entitled.

     c.  The focus of UM is to facilitate the delivery of care at the appropriate level. For non-VA care, please reference Network Memorandum titled “ Network 2 Non-VA Care Policy” (Network Memorandum 10N2-70-02). The process for all patient transfers is described in “Network 2 Process for the Transfer of Patients” (Network Memorandum 10N2-145-02).  Eligibility for services to the veteran patient is determined by VHA and Congressional legislation. 

     d.  UM processes include pre-admission, admission, continued stay reviews (refers to the real-time review of the appropriateness of each additional day of acute care hospitalization), patient centered outcome measures and the identification of alternative levels of care that will provide data for strategic planning, decision making and evaluation of programs and provider performances. 
     e.  UM obtains and reviews clinical information including, but not limited to treatment plans, progress notes, medical certificate notes, (10-10Ms), and physicians orders. This information may be communicated telephonically, via the attending physician/behavioral health clinician, UM contact, or admission coordinator. Um will than select the most appropriate InterQual Criteria subset based on the patient’s clinical findings, and apply the InterQual level of care components of Severity of Illness, Intensity of Service, or Functional and Behavioral criteria to determine the most appropriate care setting for the patient’s care needs.

     f.  Alternate level of care will be recommended for patients who do not satisfy InterQual Criteria for acute care.

     g.  Patients who require services that can only be provided in an acute care setting 

will not be denied those services, regardless of the InterQual review findings

     h.  Alternatives to acute care admissions will include, but are not be limited to, 

Primary Care Clinic appointments, Specialty Clinic appointments, Ambulatory Surgery facilities, Lodging (Hoptel), Post-Acute Care, Observation, Home Based Primary Care, referrals to community nursing homes, and referrals to other available community services.

     i.  UM will identify all admissions to a network facility with third party insurance needing precertification and notify the insurance company within 24 hours of 

patient admission or next business day. 

     j.  UM criteria are provided, upon request, to participating practitioners.

     k.  UM will Support the MCCF process by:

          1.  Pre-certification for inpatient admission and surgeries as indicated

          2.  Negotiation of payment levels

          3.  Research, document & coordinate clinical review for challenge of non-payments due to medical necessity

          4.  Periodic review of NHCU patients for acute episodes

     l.  Utilization data will be collected, aggregated and analyzed to provide for standardized reports across the Network, as well as focusing on distinct issues related to the various sites within the Network.

     m.  Target outcomes identified by the review of utilization information are used to prioritize business plans and manage resources.

     n.  Documents containing patient and/or practitioner specific information related to the Utilization Management Program is confidential and will be maintained in accordance with 38 U.S.C 5705.

2. RESPONSIBILITY:

a.  The Network Medical Director has responsibility for the performance of Network 

Utilization Management Program.

     b.  The Network Quality Management Officer (QMO) has the overall administrative         responsibility for the day-to-day operations of the Network Utilization Management Program.

     c.  The Chief of Staff or designee at each facility will be the Physician Advisor 

to the local VHA Utilization Review activities.  They will be responsible for the completion of Medical Reviews on patients who do not meet InterQual Criteria for Acute Care. 

     d.  The Medical Staff Executive Committee (MSEC) insures that the Utilization Management Program is fully integrated with other medical center Performance Improvement activities.  

     e.  Utilization review activities will meet or exceed applicable VA Regulations and   standards set forth in the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) Manual for Hospitals and Long Term Care Standards Manual.

     f.  The Network Performance Management Council provides oversight and guidance to the Network Utilization Management program.  This oversight includes the review of an annual evaluation and recommendation of approval of the UM program to the TSPQ (Transforming, Systems, Performance, Quality) Council.

     g.  The Network Utilization Management Council is responsible for:

          1.  Ensuring that utilization review indicators are established and approved. This committee holds responsibility for coordination of utilization review activities and analysis of UR data as an integral part of the medical center’s Performance Improvement Program.

          2.  Reviewing and analyzing quarterly aggregated data and making recommendations to the Network Performance Management Council, and the facilities’ Medical Staff Executive Councils and Local Leadership Councils.

          3.  Providing annual education to UM staff related to the UM processes.            

          4.  Conducting, at least annually, inter-rater reliability audits in the application of InterQual criteria by clinical reviewers within the Network.   Results from this review are incorporated into the quality improvement activities of the program.     

          5.  Conducting an annual review of the UM program and reporting recommendations and opportunities for improvement to the Performance Management Council and Executive Committees of the facility medical staffs.  

          6.  Collaborating with the MCCF (Medical Care Cost Funding) Council to advance performance of revenue capture within the network.    

     h.  Each Medical Center Director, in collaboration with the QMO, is responsible for:

          1.   Providing adequate Utilization Management Staff to comply with the UM 

      policy and procedures.

          2.  Assuring that all staff conducting UM reviews receive the education needed   

to perform assigned responsibilities and demonstrate competency.

     i.  UM RN Review staff members are responsible for implementing and maintaining the UM Program at each facility including all related procedures and activities. This responsibility also includes the initiation and coordination of appeals for denied payment of appropriate billable care, conducting an annual evaluation of physician satisfaction and the dissemination of standard reports across the network. 

3. PROCEDURES:   
     a.  Reviews will be conducted as follows:

          1.  Pre-admission Review – Review of all scheduled admissions will be conducted for identification of third party payers and initiation of third party payer contacts for pre certification of inpatient care services.

          2.  Admission Review - Review and assessment for the medical necessity and appropriate level of care at the time of admission to Acute Medicine, Surgery, and Psychiatry using InterQual criteria. Identify third party payers and initiate third party payer contacts for authorization of inpatient care services.

          3.  Continued Stay Review - Reviews conducted after admission using InterQual Intensity of Service (IS) criteria to determine the appropriateness of each additional day of acute care hospitalization and level of care. Continue to communicate with third party payer for BDOC authorization per individual insurance policy.  

     b.  Collaborate with care line leadership and treatment teams to assist in maintaining 

patient at appropriate level of care. 

     c.  Assure ROI  (Release of Information) is obtained when necessary.

     d.  Coordinate communication between facility and third party reviewer and/or payer 

clinicians as needed. 

     e.  Pursue negotiations to secure appropriate reimbursement as indicated.

     f.  Inform the Practitioner of all variances.

     g.    Enter all data in the appropriate computer programs.

     h.    Submit aggregated data to the Utilization Management Council.
     i.  Identify opportunities for improvement based on the data collected through the review process on a quarterly basis and present them to the local UM Council, Executive Committee of the Medical Staff, and Local Leadership Council.

     j.  Evaluate inter-rater reliability in the application of InterQual criteria among 

reviewers within the facility at least annually. Implement educational plan for   

identified deficiencies.

     k.  Conduct third party insurance reviews, service connection reviews, reviews of payments and denials, initiate appeals when appropriate, and review NHCU patient records for episodes of billable acute care services and skilled nursing services. Document all activities in the Claims Tracking program.

     l.  Receive notification of partial/non-payment by third party payer.

     m.  Analyze appropriate data sources, such as the Claims Tracking and TPJI (Third Party Joint Inquiry) programs and determine if appeal is appropriate.

     n.  Initiate appeals process of denied bills from third party payers and enter appeal in Claims Tracking program and add comment in TPJI.  If appeal not indicated, document comment in TPJI.

     o.  Follow-up will be performed on partial/full denial of payments requiring an appeal or a retro-review as specified by insurance carrier guidelines.

     p.  Present changes and revisions to the InterQual criteria for review by the Executive Committee of the Medical Staff annually.
5.  REFERENCES:

InterQual Clinical Decision Support Criteria Training Manual, January 1998, 

InterQual, Inc.; Current volumes of InterQual Criteria manuals; Network 2 Non-VA Care Policy, 10N2-70-02; VISN 2 Process for the Transfer of Acute Patients for Both VA & Non-VA Facilities, 10N2-145-02, August 9, 2002; Observation Bed Directive – 98-025, May 5, 1998; Utilization Management Directive 2002-012, February 25, 2002; Recommendations for Establishing Temporary Lodging Capabilities at All VA 

Facilities, Under Secretary for Health’s Information Letter, Dec 5.1998; Network and local policies related to observation beds, hoptels, utilization management, etc.

6. RESCISSIONS:  10N2-03-01, September 13, 2001.

7. FOLLOW-UP RESPONSIBILITY: Network Utilization Management Council, Lead: Cathy Boylan, 585-393-7574.

8.  AUTOMATIC RESCISSION DATE:  January 24, 2006.
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