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Medicare beneficiaries who are hospital inpatients have a statutory right to appeal to a QIO for an expedited review when a hospital, with physician concurrence, determines that inpatient care is no longer necessary.  

1. Hospitals must notify Medicare beneficiaries who are hospital inpatients about their hospital discharge appeal rights.  Hospitals will use a revised version of the Important Message from Medicare (IM) a statutorily required notice (linked document), to explain the beneficiary’s rights as a hospital patient, including discharge appeal rights.  Hospitals must issue the IM within 2 calendar days of admission, must obtain the signature of the beneficiary or his or her representative and provide a copy at that time.  Registration staff are responsible for issuing the admission IM.  Hospitals will also deliver a copy of the signed notice as far in advance of discharge as possible, but not more than 2 calendar days before discharge.  Discharge Planning/ UR staff are responsible for delivering the discharge IM if needed.
2. For those beneficiaries who request a QIO review, hospitals must deliver a Detailed Notice of Discharge (linked document) as soon as possible, but no later than noon of the day after the QIO’s notification. Both the IM and the Detailed Notice must be the standardized notices provided by CMS. Discharge Planning/ UR staff are responsible for delivering the Detailed Notice if needed.
3. In-Person Delivery. The IM must be delivered to the beneficiary in person.  However, if the beneficiary is not able to comprehend the notice, it must be delivered to and signed by the beneficiary’s representative.  

4. Notice Delivery to Representatives.  CMS requires that notification of a beneficiary who is not competent be made to a representative of the beneficiary. A representative is an individual who, under State or other applicable law, may make health care decisions on a beneficiary’s behalf (e.g., the beneficiary’s legal guardian, or someone appointed in accordance with a properly executed “durable medical power of attorney”).  

4.1 Otherwise, a person (typically, a family member or close friend) whom the beneficiary has indicated may act for him or her, but who has not been named in any legally binding document may be a representative for purpose of receiving the notices described in this section.  Such representatives should have the beneficiary’s best interests at heart and must act in a manner that is protective of the beneficiary and the beneficiary’s rights. Therefore, a representative should have no relevant conflict of interest with the beneficiary. A notifier (including the notifier’s employees) that has a conflicting interest (such as shifting financial liability to the beneficiary) is not qualified to be a representative.  
4.2 Regardless of the competency of a beneficiary, if the hospital is unable to personally deliver a notice to a representative, then the hospital should telephone the representative to advise him or her of the beneficiary’s rights as a hospital patient, including the right to appeal a discharge decision. 

5. Refusal to Sign and Annotation.  If a beneficiary refuses to sign the notice, hospitals may annotate the notice to indicate the refusal, and the date of refusal is considered the date of receipt of the notice.  The annotation may be placed in the unused patient signature line, in the “Additional Information” section on page 2 of the notice or another sheet of paper may be attached to the notice, if necessary.  Any insertions on the notice must be easy for the beneficiary to read in order for the notice to be considered valid.  

6. Notice Delivery and Retention.  Hospitals must give the original copy of the signed or annotated notice to the patient.  Hospitals must retain a copy of the signed notice and may determine the method of storage that works within their existing processes, for example, storing a copy in the medical record or electronically.
7. Rules and Responsibilities when a Beneficiary Requests an Expedited Review
A beneficiary has a right to request an expedited review by the QIO when a hospital (acting directly or through its utilization review committee), with physician concurrence, determines that inpatient care is no longer necessary.  


7.1 The Role of the Beneficiary and Liability
7.1.1 Submitting a Request:  A beneficiary who chooses to exercise the right to an expedited review must submit a request to the QIO that has an agreement with the hospital where the beneficiary is an inpatient.  In order to be considered timely, the request must be made no later than midnight of the day of discharge, may be in writing or by telephone, and must be before the beneficiary leaves the hospital.
7.1.2 Timely Requests:  When the beneficiary makes a timely request for a QIO review – that is, requests a review no later than midnight of the day of discharge – the beneficiary is not financially responsible for inpatient hospital services (except applicable coinsurance and deductibles) furnished before noon of the calendar day after the date the beneficiary receives notification of the expedited determination from the QIO.  Liability for further inpatient hospital services depends on the QIO decision:

•
Unfavorable determination:  If the QIO notifies the beneficiary that the QIO did not agree with the beneficiary, liability for continued services begins at noon of the day after the QIO notifies the beneficiary that the QIO agreed with the hospital’s discharge determination, or as otherwise determined by the QIO. 

•
Favorable determination:  If the QIO notifies the beneficiary that the QIO agreed with the beneficiary, the beneficiary is not financially responsible for continued care (other than applicable coinsurance and deductibles) until the hospital once again determines that the beneficiary no longer requires inpatient care, secures the concurrence of the physician responsible for the beneficiary’s care or the QIO, and notifies the beneficiary with a follow-up copy of the IM.

7.1.3 Untimely Requests:  When the beneficiary fails to make a timely request for an expedited review, and remains in the hospital, he or she still may request an expedited review at any time, but the beneficiary may be held responsible for charges incurred after the day of discharge, or as otherwise stated by the QIO.  If the QIO finds that the patient should have remained an inpatient, the hospital will refund the beneficiary any funds that were collected.  When the beneficiary fails to make a timely request for an expedited review and is no longer an inpatient at the hospital, he or she may still request a QIO review within 30 calendar days of the date of discharge, or at any time for good cause. 


7.2 The Responsibilities of the Hospital.

7.2.1 Provide the Detailed Notice of Discharge:  When a QIO notifies the hospital that a beneficiary has requested an expedited review, the hospital must deliver a Detailed Notice of Discharge (the Detailed Notice) to the beneficiary as soon as possible but not later than noon of the day after the QIO’s notification.  If a beneficiary requests more detailed information prior to requesting a review, hospitals may deliver the detailed notice in advance of the beneficiary requesting a review. 

7.2.2 Use of Standardized Notice.  Hospitals must use the standardized form (CMS-10066).  This notice is also available on www.cms.hhs.gov/bni at the Link for Hospital Discharge Appeal Notices.  Hospitals may not deviate from the content of the form except where indicated.  

7.2.3 Provide Information to the QIO.  Upon notification by the QIO of the beneficiary’s request for an expedited review, the hospital must supply any and all information that the QIO needs to make the expedited determination, including copies of both the IM and the Detailed Notices.  The hospital must furnish this information as soon as possible, but no later than noon of the day after the QIO notifies the hospital of the request.  At the discretion of the QIO, the hospital may make the information available by telephone or in writing.  A written record of any information not transmitted in writing should be sent as soon as possible. If the hospital fails to provide the needed information, the QIO may make a decision based on evidence at hand or defer the decision until it receives the necessary information.  If this delay results in extended coverage of an individual’s hospital services, the hospital may be held financially liable for those services, as determined by the QIO.

7.2.4 Burden of Proof.   The burden of proof lies with the hospital to demonstrate that discharge is the correct decision, either on the basis of medical necessity or based on other Medicare coverage policies. 

7.2.5 Provide the Beneficiary with Documentation if Requested.   At the request of the beneficiary, the hospital must furnish the beneficiary with a copy of, or access to, any documentation that it sends to the QIO, including written records of any information provided by telephone. The hospital may charge the beneficiary a reasonable amount to cover the costs of duplicating the documentation and/or delivering it to the beneficiary.  The hospital must accommodate the request by no later than the first day after the material is requested. 


7.3  The Role of the QIOs

7.3.1 QIO Availability.    


7.3.2 Notify the hospital of the beneficiary’s request for an expedited review. 


7.3.4 Receive and Examine records. 

7.3.5 Determine if the hospital delivered valid notice.  

 
7.3.6 Solicit the views of the beneficiary.  


7.3.7 Solicit the views of the hospital. 


7.3.8 QIO Determination. 


7.4  Effect of a QIO Expedited Determination. 

The QIO determination is binding on the beneficiary, the physician, and hospital except in the following circumstances: 


7.4.1 Right to pursue a reconsideration.  If the beneficiary is still an inpatient in the hospital and is dissatisfied with the determination, he or she may request a reconsideration. 

7.4.2 Right to pursue the general claims appeal process.    If the beneficiary is no longer an inpatient in the hospital and is dissatisfied with this determination, the determination is subject to the general claims appeal process.  

Reference:

Medicare Claims Processing Manual, Chapter 30 – Financial Liability Protections
http://www.cms.hhs.gov/BNI/12_HospitalDischargeAppealNotices.asp#TopOfPage
CMS-4105 Manual Instructions [zip, 48KB]
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