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POLICY:  Utilization Review
PHILOSOPHY:     to ensure proper utilization and transitions of patients within PCH
PURPOSE:     To have consistent practices and processes in place that are also flexible enough to change as needed so as to ensure proper Utilization of PCH services for our patients:  clinically, financially and operationally 
PROCUEDURE:
1. PCH will have an identified and dedicated group of employees to make up the UR committee/group.

2. PCH UR group shall meet daily M-F and then PRN based on circumstances

3. PCH will provide education, information and training as needed and appropriate to staff at all levels related to UR, transition planning as well as DC planning or other areas as need is identified.

4. Each specific PCH patient/case shall be reviewed in the following way:

· Admit day and time
· Patient status – ER hold, Outpt OBS, InPatient, Swing Bed 

· Accurate and complete patient demographic and insurance coverage information – verified and in EHR.

· What is the Payer source

· Are there any special requirements or nuances that the Payer requires?
· If needed and/or required – receive prior authorization or ongoing authorization 

· Patient Status:

1. ER Hold  - why is the patient still in this status and not transitioned to different level of care?
               NOTE – this status should not be used but rarely and for unusual circumstances
2. Out Patient Observation:

· This status is for unplanned, unexpected adverse events and where we are Observing/assessing the patient’s condition to determine exact diagnosis and treatment plan.

NOTE - If we know diagnosis and treatment plan then these patients would most probably be INPatients
· It is clinically assumed/planned and documented by the Practitioner that the patient will be in PCH for LESS THAN 2 Mid-Nights. 
· Order to read/state – “Place patient in Outpatient Observation bed/status”

Practitioner orders for ongoing monitoring, assessment and care

· Documentation:  “we need to tell the story of the patient within our documentation”
Practitioner needs to document their “clinical reason, rational and PLAN for the pt and CLEARLY why they are an Outpatient OBS pt.
Nursing documentation of on-going/hands-on/direct patient care and interaction needs to be regular and consistent
· Daily patient rounding and documentation by Practitioner – prior to 0900 so as to coordinate patient cares as well as any transitions that may need to take place and documentation that continues to tell the story  and if appropriate why they are clinically needing to be transitioned to an InPatient status

· Transition and/or DC planning – with patient, family, Practitioner, nurses others as needed
NOTE - Patients in this status CAN NOT cross 2 Mid-Nights.  They need to transition from OBS to InPatient prior to the 2nd Mid-night.
Have we provided the patient the Medicare Outpatient Observation Notice?
3. InPatient: 
· If we know the diagnosis and treatment plan – then probably most appropriate status is InPatient

· It is clinically assumed/planned and documented by the Practitioner that the patient will be in PCH over 2 Mid-Nights 

· Order to read/state – “Admit to Inpatient
Practitioner needs to document their “clinical reason, rational and PLAN for the pt and and CLEARLY why the patient is an are an InPatient 
· Documentation:  “we need to tell the story of the patient within our documentation”
Accurate, concise and ongoing nursing documentation

· Daily patient rounding and documentation by Practitioner – preferably prior to 0900 so as to coordinate patient cares as well as any transitions that may need to take place and documentation that continues to tell the story of why they clinically need to be in an InPatient status

· Transition and/or DC planning – with patient, family, Practitioner, nurses others as needed

4. Skilled Swing Bed

· Did the patient have a qualifying 3 day InPatient stay?  At PCH or elsewhere?
· What is the clinical skilled reason for the patient stay – initially and ongoing?

Have we talked to our Medicare Consultant to help verify criteria?

If they are assumed to no-longer quality for a skilled stay have we “lettered them?”  who?  When?

· Documentation:  “we need to tell the story of the patient within our documentation”
Practitioner needs to document their “clinical reason, rational and PLAN for the pt and CLEARLY why they are a Swing Bed patient.
Nursing documentation of on-going/hands-on/direct patient care and interaction needs to be regular and consistent

· Based on the patient condition, needs and/or questions or concerns -  daily patient rounding may not be necessary, but when needed and appropriate Practitioner will round and documentation that continues to tell the story of why they are clinically needing Swing Bed status.  Rounding is done preferably  prior to 0900 so as to coordinate patient cares as well as any transitions that may need to take place 
· Transition and/or DC planning – with patient, family, Practitioner, nurses others as needed

5. Continuous Quality Improvement:
· When there are identified concerns at the time of the daily UR meetings or at any other time the UR committee will get together with other involved PCH staff to problem solve and work on solutions.
· The PCH BO and/or Administration will bring back to the UR Committee PRN cases that were of concern and either got denied completely or we only got partial payment
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