
Inpatient Coverage Guidelines 
Medicare Advantage Medical Policy No.: MNG-002 

The Health Plan reserves the right to amend this policy and procedure at any time. Exceptions to 
this policy and procedure will be made on a case-by-case basis at the total discretion of the 
Health Plan. 

Effective Date: December 27, 2023 
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Instructions for Use  

Hospital services for inpatient levels of care are covered when criteria for admission are met. All 
inpatient services must be reasonable and necessary to be covered by the MA plan. Medical 
necessity determinations will be made in accordance with generally accepted standards of 
medical practice, taking into account credible scientific evidence published in peer reviewed 
medical literature generally recognized by the relevant medical community, physician specialty 
society recommendations, and the views of the physicians practicing in relevant clinical areas, 
and other relevant factors, as they relate to the member’s clinical circumstances. 

An inpatient is a person who has been admitted to a hospital for bed occupancy for purposes of 
receiving inpatient hospital services. The physician or other practitioner responsible for a 
patient's care at the hospital is also responsible for deciding whether the patient should be 
admitted as an inpatient. Physicians should use the expectation of the patient to require 
hospital care that spans at least two midnights period as a benchmark and the medical record 
must supports that reasonable expectation. Admissions are not covered or noncovered solely 
based on the length of time the patient actually spends in the hospital. A hospital stay that 
spans two midnights without sufficient severity of illness and or appropriate intensity of service 
may not be covered. 

The decision to admit a patient is a complex medical judgment which can be made only after the 
physician has considered a number of factors, including the patient's medical history and 
current medical needs. The doctor must write an order to admit to inpatient and the hospital 
must formally admit the patient in order for inpatient services to be covered.  

For coverage to be appropriate under Medicare for an inpatient admission, the patient must 
demonstrate signs and/or symptoms severe enough to warrant the need for medical care and 
must receive services of such intensity that they can be furnished safely and effectively only on 
an inpatient basis. 

Factors to be considered when making the decision to admit include such things as:  

• The severity of the signs and symptoms exhibited by the patient.  

• The medical predictability of an adverse event.  

We reserve the right to use the prior authorization or concurrent case management review of 
inpatient admissions based on whether the complex medical factors documented in the medical 
record support medical necessity of the inpatient admission, under either the two-midnight 
benchmark or the case-by-case exception.  
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Additional Considerations/ Policy Exceptions 

Inpatient only: The Social Security Act allows CMS to define services that are appropriate for 
payment under the Outpatient Prospective Payment System (OPPS). Inpatient admissions where 
a medically necessary inpatient-only procedure is performed are generally appropriate for 
Medicare Part A payment regardless of expected or actual length of stay. Under this authority, 
CMS also identifies services that should be performed in the inpatient setting. These services are 
itemized on the inpatient list, also known as the inpatient-only list. For inpatient only, reference 
CMS Addendum E. - Final HCPCS Codes that Would Be Paid Only as Inpatient Procedures. 
https://www.cms.gov/files/document/mm13031-hospital-outpatient-prospective-payment-
system-january-2023-update.pdf 

Inpatient Order: A Medicare beneficiary is considered an inpatient of a hospital if formally 
admitted as an inpatient pursuant to an order for inpatient admission by an ordering practitioner. 
As stated in the FY 2014 IPPS Final Rule, 78 FR 50908 and 50941, and as conveyed in 42 CFR 482.24, 
if the order is not properly documented in the medical record prior to discharge, the hospital 
should not submit a claim for Part A payment. Meeting the two-midnight benchmark does not, in 
itself, render a beneficiary an inpatient or serve to qualify them for payment under Part A. Rather, 
as provided in Medicare regulations, a beneficiary is considered an inpatient (and Part A payment 
may only be made) if they are formally admitted as such pursuant to an order for inpatient 
admission by a physician or other required practitioner.  

Medicare Advantage Members 

Coverage criteria for Medicare Advantage members can be found in Medicare coverage guidelines 

in statutes, regulations, National Coverage Determinations (NCD)s, and Local Coverage 

Determinations (LCD)s. To determine if a National or Local Coverage Determination addresses 

coverage for a specific service, refer to the Medicare Coverage Database at the following link: 

https://www.cms.gov/medicare-coverage-database/search.aspx .You may wish to review the 

Guide to the MCD Search here: https://www.cms.gov      /medicare-coverage-database/help/mcd-

bene-help.aspx 

When coverage criteria are not fully established in applicable Medicare statutes, regulations, 
NCDs or LCDs, internal coverage criteria can be developed. This policy is to serve as the 
summary of evidence, a list of resources and an explanation of the rationale that supports the 
adoption of the coverage criteria and is to be used by all plans and lines of business unless 
Federal or State law, contract language, including member or provider contracts, take 
precedence over the policy. 

InterQual® is utilized as a source of medical evidence to support medical necessity and level of 
care decisions. InterQual® criteria are intended to be used in connection with the independent 
professional medical judgment of a qualified health care provider. InterQual® criteria are 
clinically based on best practice, clinical data, and medical literature. The criteria are updated 
continually and released annually. InterQual® criteria are a first-level screening tool to assist in 
determining if the proposed services are clinically indicated and provided in the appropriate 

https://www.cms.gov/medicare-coverage-database/search.aspx
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level or whether further evaluation is required. The utilization review nurse does the first-level 
screening. If the criteria are met, the case is approved; if the criteria are not met, the case is 
referred to the medical director. 

 
Reference Sources: 
 
(n.d.). Medicare Benefit Policy Manual, Chapter 1, §10 – Inpatient Hospital Services Covered 
Under Part A. https://www.cms.gov/Regulations-And-
Guidance/Guidance/Manuals/Downloads/Bp102c01.pdf. Last accessed 12-19-2023. 
 
(n.d.). Quality Improvement Organization Manual, Chapter 4, §4110 – Admission/Discharge 
Review. https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/downloads/qio110c04.pdf. Last accessed 12-19-2023. 
 
(n.d.). InterQual Solution. https://www.changehealthcare.com/clinical-decision-
support/interqual. Last accessed 12-19-2023. 
 
(n.d.). Final Rule 2024. https://public-inspection.federalregister.gov/2023-07115.pdf. Last 
accessed 12-19-2023. 
 
(n.d.). Medicare Program; Contract Year 2024 Policy and Technical Changes to the Medicare 
Advantage Program, Medicare Prescription Drug Benefit Program, Medicare Cost Plan Program, 
and Programs of All-Inclusive Care for the Elderly. 
https://www.Federalregister.gov/Documents/2023/04/12/2023-07115/Medicare-Program-
Contract-Year-2024-Policy-And-Technical-Changes-To-The-Medicare-Advantage-Program.  Last 
accessed 12-19-2023. 

(n.d.). CMS Addendum E. https://www.cms.gov/Files/Document/Mm13031-Hospital-
Outpatient-Prospective-Payment-System-January-2023-Update.pdf. Last accessed 12-19-2023. 

 

https://www.cms.gov/Regulations-And-Guidance/Guidance/Manuals/Downloads/Bp102c01.pdf
https://www.cms.gov/Regulations-And-Guidance/Guidance/Manuals/Downloads/Bp102c01.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/qio110c04.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/qio110c04.pdf
https://www.changehealthcare.com/clinical-decision-support/interqual
https://www.changehealthcare.com/clinical-decision-support/interqual
https://www.federalregister.gov/Documents/2023/04/12/2023-07115/Medicare-Program-Contract-Year-2024-Policy-And-Technical-Changes-To-The-Medicare-Advantage-Program
https://www.federalregister.gov/Documents/2023/04/12/2023-07115/Medicare-Program-Contract-Year-2024-Policy-And-Technical-Changes-To-The-Medicare-Advantage-Program
https://www.cms.gov/Files/Document/Mm13031-Hospital-Outpatient-Prospective-Payment-System-January-2023-Update.pdf
https://www.cms.gov/Files/Document/Mm13031-Hospital-Outpatient-Prospective-Payment-System-January-2023-Update.pdf

