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The Medical Review Process

The Centers for Medicare and Medicaid 
Services (CMS) Medical Review (MR) program 
is designed to promote a structured approach 
in the interpretation and implementation of 
Medicare policy. Medicare policy. 

The ultimate goal of the MR program is to 
identify and reduce Medicare program 
vulnerabilities (areas of potential fraud or 
abuse) relating to coverage and by taking the 
necessary action to prevent or address these 
areas.



Who Performs the Reviews?

CERT- Comprehensive Error 
Rate Testing
RAC - Recovery Audit RAC - Recovery Audit 
ZPIC – Zone Program Integrity 
Contractors Contractors 



CERT

The Medicare Comprehensive Error Rate 
Testing (CERT) program measures the quality 
and accuracy of Medicare claims submission, 
processing and payment. Under this program, 
the Centers for Medicare & Medicaid Services 
processing and payment. Under this program, 
the Centers for Medicare & Medicaid Services 
randomly selects claims each year for review.

The the results are used to characterize and 
quantify local, regional, and national error rate 
patterns; and creates educational and 
interventional programs to address the error 
rate.



RAC

Recovery Audit Contractors (RACs) are private 
companies contracted by CMS and tasked to 
identify Medicare overpayments and 
underpayments and return Medicare 
overpayments to the Medicare Trust Funds. overpayments to the Medicare Trust Funds. 

RACs are highly motivated to identify 
overpayments and other improper payments, as 
the RACs are compensated on a contingency-
fee basis.



ZPIC

The Zone Program Integrity Contractors 
(ZPIC) audit live claims in an effort to 
ferret out fraud.  

They handle external fraud referrals They handle external fraud referrals 
and they do both post- and pre-pay 
reviews.

Unlike the RAC, ZPIC’s are paid a 
contract fee and do not work on a 
contingency basis.



Claims Review Process

In 2004, CMS provided training to contractor medical review 
staff on the use of clinical judgment . . . 

Reviewers were instructed that medical record documentation 
must: 

1. reflect the care provided; 1. reflect the care provided; 
2. is not expected to record every aspect of the care 

provided; and

3. at a minimum, must enable a clinical reviewer to 
reasonably infer the care that was provided.  

Reasonable inference was defined as: 
a. a conclusion made by a reviewer with clinical experience in 

the area under review; and 

b. an interpretation of the claim after considering the 
totality of the circumstances.



Error Rate

The DME-specific paid claims error rate reported by 
CMS for FYs 2003 through 2009 are as follows:

FY 2003: 13.6%
FY 2004: 11.1%
FY 2005: 8.6%FY 2005: 8.6%
FY 2006: 7.5%
FY 2007: 10.3%
FY 2008: 9.0%
FY 2009: 51.9%

The error rate for DME increased by nearly 600% in FY 
2009.



What has Changed?

A more strict enforcement of 
documentation requirements 
rather than allowing for clinical rather than allowing for clinical 
review judgment.



Physician Orders

There was a time that orders executed by a 
patient’s treating physician that followed the 
national coverage determinations (“NCD”) or the 
DME MAC’s local coverage determinations 
(“LCD”) were given the appropriate weight and (“LCD”) were given the appropriate weight and 
allowed. 

NOW
CMS inexplicably insists that documentation of 
medical necessity arise organically from the 
patient’s medical record and not be specifically 
tailored to satisfying the applicable NCD or LCD.



New Verbal Instructions in 
2009

February 23, 2009:  CMS directed the CERT contractor that clinical 
review judgment cannot override statutory and regulatory provisions 
and all documentation and policy requirements must be met before 
clinical review judgment applies. 

May 15, 2009: CMS provided guidance on a variety of issues related to 
review of durable medical equipment claims. This included guidelines on review of durable medical equipment claims. This included guidelines on 
period of medical necessity documentation requirements, policy 
requirements added after the original order, and medical necessity 
requirements for DME accessories, repairs, and maintenance. 

May 31, 2009:  Based on CMS policy a claim must be denied if the 
signature on the medical record is absent or illegible. CMS provided 
guidance to the CERT contractor that claims should be counted as an 
error if the reviewer could not identify the author of the medical 
record entry.



Are there Magic Words?

Provider signature authentication

– Definitive Interpretation:  Apply clinical 
review judgment in considering medical record 
entries with missing or illegible signatures.entries with missing or illegible signatures.

– Revised Interpretation:  Disallow entries if a 
signature is missing or illegible.



Are there Magic Words?

Reliance on physician order:

– Definitive Interpretation:  Review available 
documentation, including physician orders, 
supplier documentation, and patient billing 
history, and apply clinical review judgment.
supplier documentation, and patient billing 
history, and apply clinical review judgment.

– Revised Interpretation: Require medical 
records from the treating physician and do 
not review other available documentation or 
utilize clinical inference.



Are there Magic Words?

Continued use / need: 

– Definitive Interpretation: Patient’s medical 
record must contain sufficient documentation 
of the patient’s medical condition to 
substantiate the necessity for the type and 
of the patient’s medical condition to 
substantiate the necessity for the type and 
quantity of items ordered and for the 
frequency of use or replacement.

– Revised Interpretation: Medical record must 
contain express evidence of continued use and 
need of the DME.



Are there Magic Words?

Hard copy test results:

– Definitive Interpretation:  For oxygen 
therapy, claims were paid if oxygen saturation 
levels from a blood gas study were reported 
on the CMN.
levels from a blood gas study were reported 
on the CMN.

– Revised Interpretation: DME claims are 
denied for a failure to produce hard copies of 
test results.



Are there Magic Words?

Invalidity of patient billing history:  

– Definitive Interpretation:  Medical necessity 
can be inferred from claims history.

– Revised Interpretation: Claims history not a 
valid source for review information.



What is the 
Responsibility of the 
What is the 
Responsibility of the 
Supplier?



THE PHYSICIAN ORDER

Who knows the patient better than the 
physician?
– It is unreasonable to require suppliers to second-guess and 

overrule the prescribing physician’s clinical judgment as to 
medical necessity. medical necessity. 

– The prescribing physician has both the expertise and is in the 
best position to make the decision about the patient’s need for 
DME items or services and to evaluate the patient’s medical 
record.  

– The DME supplier does not have the information or the clinical 
competence to second-guess or overrule the ordering physician’s 
medical judgment. 



Medical Necessity – Clinical 
Inference

Denying claims that clearly are medically 
necessary.
Physicians will produce different medical notes and order 
different tests and treatment.  It is unlikely that 
medical records will fit into a neat package and meet the medical records will fit into a neat package and meet the 
contractors requirements. 

The supplier has no control over the ordering practices 
or the documentation practices of the physician.



Medical Necessity –
Continued Need

The very nature of the illness suggests 
continued need.

The requirement that documentation repeatedly The requirement that documentation repeatedly 
demonstrate continuing use and need imposes an 
unreasonable burden on DME suppliers, 
beneficiaries, and providers and is nonsensical 
from a clinical perspective in the case of many 
chronic conditions.



Ongoing Continued Use

Demonstrated continued need every 6 
months.

The requirement that documentation repeatedly The requirement that documentation repeatedly 
demonstrate continuing use and need imposes an 
unreasonable burden on DME suppliers, 
beneficiaries, and providers and is nonsensical 
from a clinical perspective in the case of many 
chronic conditions.



What about the Patient?

Continued Use/Need Requirement 
Imposes Unreasonable Burdens on 
Beneficiaries

The very nature of the diagnosis of chronic obstructive pulmonary The very nature of the diagnosis of chronic obstructive pulmonary 
disease suggests it is chronic and “continued use/need”  should be 
presumed.  It is unreasonable to ask patients with demonstrated 
chronic breathing conditions to visit their physician to chart 
“continued use/need” of their respiratory equipment.   

Many patients in this population have mobility restrictions, so it is 
more difficult—and in some cases, impossible—for them to make 
frequent trips to their doctors’ offices and these trips are 
pointless. 



How do I prepare?

Conduct an internal review of the primary services you 
provide and make sure your documentation is in order.

At a minimum you need:

1. A dispensing order

2. A detailed written order2. A detailed written order

3. Proof of delivery 

4. Supporting medical necessity documentation for 
the service provided

5. Make sure all items are clearly listed on the orders 
prior to dispensing and make sure your delivery 
documentation is very detailed and includes brand 
name, model, and serial numbers.



How do I prepare?

Review the Documentation Requirements section of the LCD for each item 
you provide. Utilize the documentation checklists provided by the DME MAC 
to assure you always have all the necessary documentation.



How do I prepare?

Whenever possible, get as 
much clinical documentation up 
front for the services you 
provide. 

It is much easier to get the 
documentation you need at the documentation you need at the 
time the service is ordered 
rather than having to go back 
if faced with one of these 
audits.
Read the documentation before 
you send to the auditor.

A note like this DOES NOT 
help!



How do I prepare?

Make sure your referral sources know the guidelines and 
required medical conditions for each item they order.  
Help them understand the requirements.

Audits are based upon a combination of claims data from 
multiple sources, the reviews are based on the patient multiple sources, the reviews are based on the patient 
care.  Documentation needs to support the medical need.

Help your referral sources understand we are all in this 
together.



How do I prepare?

GET RID OF ALL SUPPLIER GENERATED FORMS.

Do not rely on supplier-generated forms to document 
medical necessity. They are not considered part of the 
medical record.medical record.

The reviewer will discount any supplier generated forms 
that are used to validate medical necessity.



How do I prepare?

Perform Internal Reviews

Make sure you and your staff understand the rules and the 
requirements.

Everyone in the office needs to understand the expectations.

Do not wait until you are being audited before beginning a review Do not wait until you are being audited before beginning a review 
process.  

It is much easier and more cost effective to review documentation 
in advance to determine if you have any issues rather than wait for 
an auditor to come in and audit a sample of your claims and 
extrapolate the overpayment.  



Where do you go from here?

What do you need to do to make sure you meet 
the review requirements?

» Make sure everyone in your organization understands 
the review process

» Help your physicians understand the review process» Help your physicians understand the review process

» Develop an internal review process.

» Stay informed


