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This is the FINAL DECISION cf the Assistant Secretary cf Defense
(Health 2ffairs) in the CHAMPUS appeal OASD(HA) Case File 83-32
pursuant to 10 U.£.C. 1071-1089 and DoD €01C0.8-R, chapter X. The
appealing perty is the keneficiary, a retired cfficer in the
United Statecs Air Force. The appeal involves the duesticn of
CH2MPUS coverage cf irpatient care for alccholism provided the
beneficiary frcm lovember S, 1980, tc DCecenmber 8, 16€C. The
toctal hospital charge cof $3,781.51 incurred by the keneficiary
was denied hy CFAMPUS because the irpatiert care was not
redically necessary and was provided at an inappropriate level cf
care.

The hearing file cf reccrd, the tape of 6ral testinony presentec
at the rearing, the Hearing Cfficer's Reccrrended Decision, and
the Znralysis and Feccmmendation of the Director, OCHAMPUS, have
been reviewed. It is the Hearing Officer's Recommendation that
the denizl of CEAMPUS ccst-sharing fcr inpatient care from
Noverker 9, 1980, to November 30, 1980, be reversed on the kasis
that the beneficiary, at tbe time of his admission, was suffering
from the medical effects of acute alccheclism and, therefore, an
inpatient hospital setting was medically necessary and the
appropriate level cf care. The Hearing Officer, hcwever,
recommends that the derial cf CHAMPUS cost-sharing for inpatient
care from December 1, 198G, until the patient's discharge on
Decerber 8, 1980, be urheld on the basis that the hcspitalization
for this pericé was not medically necessary and was above the
appropriate level of care. The Director, OCHAMPUS, agrees with
the Fearing Cfficer's Fecommended Cecision and reccmmends ites
adcpticn as the FINAL DECISION.

The Acting Principal Deputy Assistant Secretary of Defense
(Health Affairs), acting as the authorized cesignee for the
Assistant Secretary, after due consideraticn of the appeal
reccrd, concurs in the reccmmendations of the Hearing Officer and
Director, CCEAMPUS, to allecw CHAMPUS cost-sharing of the
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irpatiert care frcm Ncverker ¢, 1980, through November 30, 1980,
ané tc deny CHAMPUS coverage cof the inpatient care from December
1, 198C, to Decemker €, 19220.

The Zssistant Secretary cof Defense (Fezlth Affaire) adcpts the
recornrerncation of the Hearirng Cfficer and Director, CCERMPUS, as
the FIMAL PECISION. The FINAL DECISICN cf the Assistant
Secretary of Defense (Health Affeirse) is, therefore, tc allcw
CHAMPUS ccst-charing cf inpatient hospitalizatior at Carelnit
Fcspital (feormerly Alcenas Hespital) from Novemkber 9, 1680,
thrcucgh Neovember 306, 128C, kut deny CEAMPUS ccst-sharing of
inpatient hospitalizaticn at CareUnit Hespital frem December 1,
1660, tc December 8, 198C. This decision to deny CHAMPUS
cost-sharing of inpatient hcspitalization frem December 1, 1980,
tc Cecermber &, 19E8C, is kased cn findings the care provided was
nct medically recessary. Further, the hospitalization for the
reriod wees &t an inapprepriate level of care.

FACTUAL BACKGROUND

Tre beneficiary waes admitted tc Fospital (fcormerly
Ecspital), ’ ., ¢cn Noverber 9, 1SE8C,

with @ primary cdiagneceis of acute ané chreonic alccholism and
cther sukstance abuse and a seccncery diagnesis of feet prcoblerns.,
The treatment feacility reccrds revesl the bereficiary, vpen
aCrissicrn, wes well-develcped, well-nourishted, alert, somewvhat
acitated but in nc acute distress; vital sgigns were ncrmal. The
physicier's histeory ircdicates the rereficiary becan using alcchel
&t sge 45 &rd cdrerk approximetely 1 liter of wine per day. The
Lereficiary deried any hrallucinaticrnse or seizures kut experienced
klackouts.

The bereficiary was placed in & detcxificatiorn upit upon
afrissicn &nd was transferred to the recgular care unit on
Kcverber 14, 1980. During detoxificaticn, the patient was given
Adrenal, Cortex, Pyridcexine, Hydrcchloride, Cyancccbalarin,
Sclu-E-Ferte, NatraCal, ancd magnesium sulfate. The keneficiary
was alsce prescribed Tdbriun ée e sedative andg Meprcbeamate for the
reir in his feet. The beneficiary's ccurse of treatment in the
hcspital was generally uneventful; however, he would frequertly
ccrplain of pain in his feet. Tn addition to this
hespitalization, the kereficiary previcusly received tieatment
for alcoholism at T, , where he wac
hospitalized in ite alcchol pregrem.

Upcn admissior, the hespital cenducted an assessrent cof the
bFepeficiary. In that assessment, the recgistered nurce examiner
indicated the beneficliaery suffered from acute and chronic
alcoholiem and cther substance abuse, rutriticnal deficierncies,
chrenic diarrhea for nmarny vears, gleuccna, gastric ulcer, partial
¢gastrectomy with dumping syncrome, peripheral peurcpethy,
pcrphyria, allercies to penicillin ard tc¢ antabuse, and feet
prokblems.
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The physician's orders of the hospital indicate that beginning
with admission the patient was prescribed Librium, Niacinamide,
Colestid, and Timoptic. The physician also instructed that the
beneficiary nct be given vitamin C. The remainder cf the
physician's orders primarily involve the prescription of
vitamins, granting permission te consult with other physicians,
substituting variocus fcods, scheduling of x~-rays, EEG, CT scan,
consultation with the podiatrist, and nerve conduction studies.

On admission, the beneficiary received routine lab work,
including CBC with indices, urinalysis, Multi-chem Scrcer, BDRL,
hair analysis, Glucose Tolerance Test, and a PPD test. The daily
nurses' notes indicate the hospital stay of the beneficiary was
generally uneventful and that the bereficiary received
medications as prescribed by the attending physician, displayed
some displeasure with being in the facility, ana ccmplained cf
pain in each fcot.

The treatment regimen of the hospital consisted of lectures,
consultations, rest, and receiving the prescribec medications.
The nursing notes indicate that on November 14, 1980, the
beneficiary was removed from detoxification and placecd in the
second level, i.e., rehabilitative level of the treatment
program. The nursing notes indicated that during the initial
period of hospitalization, the beneiiciary was abrupt in manner,
argumentative, occasionally became discriented and scmewhat
centused as te the treatment program, and still ccnplained of
discomfort and pain in his feet. These notes alsc indicate the
beneficiary exhibited a poor attitude toward the treatment. On
November 19, 1980, the nursing notcs indicate the beneficiary
appeared to be more cheerful, more aware of his surrocundings,
rore aware of his treatment program, and:more cocperative. GCn
November 29, 1980, the nursing notes indicate the patient was out
cn pass for the atternoon and evening with his family. ©Cn
December 7, 1980, the patient was once again out on pass for most
of the day. On December 8, 1980, the patient, apparently feeling
that he had derived the maximum benefit from the program,
discharged himself against medical advice.

At the beginning and throughout the course of hospitalizaticrn,
the patient complained of pain in his feet. As a result of this,
he was treated by a pocdiatrist. The benericiary was diagncsed as
having hyperprcnation ctf both feet, and the podiatrist provided
casting for the arches cof his feet. The attending physician
noted that at the time of discharge there seemed to be
improvement of both feet.

The discharge diagnoses were: (1) acute and chronic alcoholismn,
(2) nutritional deficiencies, (3) chronic diarrhea, {4) glauccma,
(5) partial gastrectomy with dumping syndrome, (6) peripheral
neurcpathy, (7) porphyria, (8) history ot gastric ulcer, (9)
allergy to penicillin and antabuse anc, (10) hyperpronation of
both feet. The discharge summary further indicated that this was
a first admission for the patient at this facility and that he
appeared to be in no acute distress at the time of discharge.



The alcohol history indicates that this patient, at age 45,
started drinking wine at the rate of 1 liter per day. He
experienced blackouts but had no change in his tolerance. He was
previously treated at ., in 1979 in its
alcohol program. The laboratory tests indicated that everything
was within normal limits and unremarkable. The treatment course
indicated that the patient had a slow detoxification but his
strength improved and, at the time of discharge, the patient was
feeling better, including a decrease in pain to his feet. The
treating physician indicated that he wanted the beneficiary to
stay a week longer for treatment. He felt the beneficiary, at
the beginning of hospitalization, was not in the program because
of his alcohol prcblem but rather for the pain in his feet and
had not fully benefited from the rehabilitation program. At the
time of discharge, the patient seemed to be feeling much
improved, although he still complained of some pain in his feet.
The prognosis for his sobriety was fair.

On December 8, 1980, the provider submitted a claim to the
CHAMPUS Fiscal Intermediary covering the 28-day period of
hospitalization from November 9, 1980, to December 8, 1980, in
the amcunt of $3,781.51. On January 23, 1981, the fiscal
intermediary, after applying the appropriate deductibles and
cost-share amounts, issued payment to the provider in the amount
of $2,311.13, for the first 21 days of care. The provider was
also informed that the last 7 days of hospitalization were not
cost-shared by CHAMPUS. On May 13, 1981, the Acting liedical
Director, CareUnit Hospital, informed the fiscal intermediary of
the philosophy of the provider and the basis for requiring a
28-day hospitalization. The Acting Medical Director stated that:

"The philosophy of a four week program 1is as
follows: In the early stages of recovery the
patient must recover from the acute effects
of alcoholism, i.e., the central nervous
system toxicity to allow clearing of mental
functions. Then in the second phase of
recovery the patient can begin to put
together a program of longterm sobriety and
begin to address some of the problems caused
by the drinking. Ideally patients need three
or four weeks for the second phase alone;
thus, we request persons who are very ill at
the time of admission or who have a prolonged
detoxification course to stay longer than the
minimum four weeks."

This letter did not specifically indicate the medical necessity
for the additional 7 days of inpatient stay; therefore, the
fiscal intermediary requested documentation of the medical
necessity. On August 3, 1981, the participating provider
responded as follows:
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"[The beneficiary] had experienced severe
foot pain and was cn several drugs for this
prcblem prior to admission. He also had a
long steanding dumping syndrcme from a prior
gastrectony. DBoth these problems interfered
with sleeping at night arnd distracted him
from the rehebilitaticn aspects cf the
program for the first threce weeks of
treatment.

"[The beneficiary] was evaluated by . . . [a
neurologist] on November 17, 1980, whc noted
painful and numb feet with pain out of
proporticon to physical findings of
neuropathy. In addition, ataxia and
questiocrable mild dementia were noted.
Further workup by a podiatiist resulted in
the diagnosis of hyvperpronation of both feet;
the resultant corrective footwear gave him
relief frcm the pain.

"[The beneficiary] was mentally slow toc clear
and focused on his medical ccmplaints, and
was in derial of alcchclism for the first
three weeks of treetment. It was recommencded
by the counseling ard medical statff that he
complete & fifth week of treatment kecause cf
his overall deteriorated ccndition on
admissicn and slcw progress in recovery.
There was concern that four weeks had nct
been sufficient time for [the beneficiary] to
internalize a program for sobriety. Ee
refused to stay the tifth week, however.”

The beneficiary requested the fiscal intermediary review its
decision denying the last 7 days of hospitalizaticn. The fiscal
intermediary's informal review decisicn, issued cn October 27,
1981, indicated its medical review department had cpined the
beneficiury's claim was processed and paid ccrrectly because the
redical necessity of treatment beyond the first 3 weeks had not
been established. At the reconsideration review level, the
fiscal intermediary upheld its prior decision to limit CHAMPUS
benefits for the lospltal;rﬂtlon to the initial 21 deys and
denied benefits for the remaining 7 days. The beneficiary then
appealed to CCEAMPUS rfor a First Level Appeal determination, and
the case was referred to the American Psychiatric Association for

medical review.

The reviewing phvsician for the American Pesychiatric Asscciatiorn
is certified as a Diplomate in Psychiatry and a Diplomate,
American Beard of Quality Assurance and Utilizaticn Review. 1In
reviewing this case, the reviewing psychiatrist noted that the
bereficiary, when admitted to the CareUnit Hospital, did ncot
display the symptcms common to patients admitted to hospitals of
thig nature; e.g, vomiting, hemoptysis, convulsicns, severe



dehydration, severe gastritis, severe tremors, marked anorexia,
and cranial contusicns. He did note that there was a slight
elevaticn of blood pressure on admission; however, it was rapidly
centrolled. Further, the reviewing psychiatrist noted that the
admissicn nursing nctecs indicated no symptoms of alccholism or
complaints, and the physical examination cf the beneficiary,
conducted on the dev following admission, indicated that he was
nct in acute distress. Based cn this documentation and evidence,
the reviewing psychiatrist was unable to rind any documentaticn
at the time of admission that the patient was, in fact, in the
acute stages of alcoholism or that he was even actuwally
intoxicated. Therefcre, the reviewing psychiatrist concluded the
beneficiary was nct in an acute stage of alcchclism when
admitted.

The reviewing psychiatrist also opined that, at the time of
admission, the inpatient setting was not medically necessary for
detoxification. &lthough the beneficiary was mildly belligerent
and somewhat confused when admitted, these are temporary symptcms
which could have been managed at home if there was someone in
attendance. If there was no cne tc care for the beneficiary at
home, then the acute hospital settinc might be marginally
acceptable, but only for the dates of Ncocvember 13 thrcugh
November 15, 19€0.

The reviewing psychiatrist was also requested tc address the
issue of whether or not the inpatient setting was medically
rnecessary when the beneficiarv wvas removed to the rehahkilitation
phase of the alcocholic treatment. 1In response to this questicn
the reviewing psychiatrist statec:

"Firstly, T would nct have anticipated that
this patient would do welil in an outpatient
alccholic rehabilitation program. Therefcre,
if it is judged that he has significant
rehabilitation potential, an inpatient
alcohelic rehabkilitation program would ke the
proper setting. However, I find very little
to indicate that this i1s &n appropriate
rehabilitation admissicn. In fact, I do not
find this issue even dealt with in the
record. It would seem that the fact that
this patient had an alcoholic prcblem was
sufficient reason in the mind of the
admitting physician tc acmit him. I dc not
concur with that attitude. Rehabilitative
services, whether alcohcl, pain, cardiac,
pulmonary or physical medicine, require for
admission evidence that the particular
patient has a high likelihood of responding
tc ean intensive, multi-disciplinary
rehabilitetive effort. I finc no documented
evidence to support that view regarding this
patient. Consequently, I am not surprised
that this patient did rot do well in the



prcgram. My answer to this question is: The
inpatient setting was not medically necessary
for the reason that there is no documentation
to support the rehabilitation critericn that
there must be reason to believe that this
particular patient at this particular tine
will respend favorably to the rekebilitaticn
program."

It was also the copinion of the reviewing psychiatrist that the
beneficiary did receive active medicali treatment during both the
detoxitfication and rehabilitation phases ¢f the treatment;
hcwever, he alsco noted that the alcoholic rehabilitetion services
were nct fully documented. The reviewing psychiatrist also
rendered an opinicn as to whether or not more than 21 days of
inpatient treatment for alcoholism were medically necessary. Tt
was the cpinion of the reviewing psychiatrist that this
beneficiary did nct require more than 21 days of inpatient
treatment. This opinion was basec cn the lack of doccumentation
indicating any day-to-day progress of the beneficiarv. For
instance, the reviewing psychiatrist indicated that there were no
weekly rehabilitation team summaries. The counseiilng summarv was
ceonipleted on the day of discharge and, therefore, dces not
adequately reflect any progrecs during the treatment phase of the
hespitalizatien. This psychiatrist also noted the patient was
displeased with Alcoholics Ancnymous, did nct attend cll
activities, was uct accepting his reading assignments, had no
understanding of alccheolism, and had little real interralizaticn.
It appcared that he was more ccncerned with the pain in his feet
than with his alccholism ané left the facility againcst medical
advice.

Accerding to the reviewing psychiatrist, if this bereficiary weas
deemed tc be an apprcpriate candidate for rehabilitation (which
he states this beneficiary was not) but then showed the attitudes
and behavior as indicted in the record, the staff shculd have 4
to 7 days to attempt to change those attitudes. If unsuccessful,
the patient should have been prcemptly discharged. 1In his
opinicn, the reviewing psychiatrist estimated that this
beneficiary, if he had been an appropriate candidate of the
rehabilitation prcgram, should have been discharged arcund
November 26, 1980. Finally, the reviewing psychiatrist noted
that there were no serious physical complicaticns that woula
cthcerwise require an inpatient stay.

Based cn the findings and opinicns of the reviewing psychiatrist,
the OCHAMPUS First Level Appeal decision found the inpatient
hospitalization for the beneficiary's alcoholic detoxification
and rehabilitation program frcm November 9, 1980, to December €,
1980, tc be not medically necessary treatment for the
bereficiary's alcoholic ccnditicn. This decision was based on a
determination that acute alccholism had nct been established and
the rehabilitation program did not require an inpatient stay.
Therefore, all benefits paid by the fiscal irtermediary were paid
in errcr.
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The beneficiary appealed and requested a hearing. In connection
with that appeal, the beneficiarv submitted a letter from the
Medical Director of the provider. This letter took issue with
the findings c¢f the American Psychiatric Association's reviewing
psychiatrist. The Mecical Directcr for the provider cortends the
beneficiary was in an acute distress upon admission. In support
of this assertion the Medical Directecr states:

"[The beneficiary] suffered from the acute
stagecs of alcoholism, aggravated by poor
bowel function and dumping svndrome due <o
prior gastric resection. Ee had alsc
suffered a relapse bkecause of pain
medicaticns and sleepinag pills, including
Prolixin, Dalmane, Meprchbamate and Codeine,
which were prescribed at the Mason Clinic to
give relief from progressive foot pain
diagnosed as polyneurcpathy. He thus
presented ac & man with acute alcoholism and
the resultant acute brain toxicity of
alcoholism with anxiety, memocry problems,
poor judgment, reascning and insight. 1In
addition, he had difficulty walkirg due to
feoot pain andé obijected to being withdirawn
frcrm pain medications, as was necessary in
order tc achieve lasting sobriety. Fis
dumping svndrcme was also aggravated by
alcchol uvse with diarrhea, up to ten times
per day.

"The term 'acute distress' is used 1n ocur
faciiity to describe conditicns of acute
respiratory difficulty, acute cardiac
problems of an urgent nature, active GIT
bleeding, et cetera - ccnditions which wcould
warrant transfer to an intensive care unit.
Thus 'no acute distress' implied [the
beneficiary] could be safely detoxified in
the medical wing of the Carelnit Hospital of
lirkland. Thus [the beneficiary] suffered
from acute alcoholism without being in danger
cf immediate death. Judicious management of
his detoxification with Librium, IV fluids
and vitamin and mineral replacement prevented
the occurence of the full-blown withdrawal
syrndrome, which would be expected tc
otherwise develop in the 24 hours atter his
admission.

"We dc not believe that we have to waiit for
the onset of a convulesion or other serious
medical complications to kegin treatment for
alcchol withdrawal. Indeed adequate uvee of
sedation with careiul monitoring prevents
early patient AMA discharges. On the fifth



day cf treatment at 1:00 A.M., while still on
Librium, [the beneficiary] asked for his
belongings and attempted to leave treatment
but was talked down by the nursing staff. &t
the time he was still shaky and had slow
mentaticn. Thus the supportive hospital
environment prevented an untimely AMA
discharce.

"For the next week the nursing notes
continued to describe the patient as
intermittently shaky, anxious and confused,
both as to where and why he was in treatment
and ccnfused about the scheduled events for
the patients. He at times exhibited
inappropriate behavicr such as walking nude
in his room with an cpen door. His slow
mentation, slow central nervcus system
clearing, and painful feet were indicatiocns
for a neurolocgical examination. He was ceen
by [a neurologist] on lovember 17 with
findings cf painiul and numb feet, ataxie,
loss cf peripheral vision, history cf
porphyria and questicnable mild cementia.
B-vitamin malputrition with resultant
polyneuropathy, ataxia, and dementia would be
cerisistent with the history of alcoholisw and
dumping syndrome induced malabsorption.

"Thue the diagnosis of acute alccholicm,
based cn all available data, reets the
requirements of the generalily ‘accepted norm
for the medical practice of alccholism, not
cnly at the alcoholism hospitals in this
state but in alccholism hospitals throughout
the ccuntry.

"In regard to the 'ancillary medical
problems,' the patient presented himself not
only sutfering from acute alcoholism but frem
cther medical problems which were acdressed
during the course oI treatment. Dumping
syndrcme induced malabsorption undoubtedly
aggravated B-vitamin insufficiency in this
alcoholic man. The severe foot pain and
difficulty walking were not ancillary
prcblems but had been a key tc his relapse
trom scbhriety and subsequently had tc ke
acdressed to enable the patient to achicve
longlasting scbriety.

"Those ancillary medical problems were
covered in his hcspitalization coverage. As
& hcspital, we felt responsible to respend to
those problems impacting the patient, his



relapse and his recovery. These areas did

impect con his procress through the course of

his alcocholism treatment and his subsequent

two years c¢i sobriety and return tc ncormal

functicn.”
A hearing was held at Ty , cn June 3, 1983,
before - , Hearing Officer. The beneficiary was
represented bv counsel at the hearing arnd prior toc the hearing
submitted a hearing brief. Present at the hearing were the
bereficiary, his spouce and his attcrney, a representative frem
the hospital, the hospital Medical Director, and Dr. .
the beneficiary's son-in-law.

At the hearing, the beneficiary testified concerning his medical
history, including the medical problems which he has enccuntered
since the date of his treatment at the Carelnit Hospital.
Specificallv, the patient testificd concerrninrg his reascnes for
admission and stated that just pricr tc this admission he was
experiencing severe pain in his feet causing him to ccntemplate
suicide.

Dr. testified at the hearing as an interested
relative. Dr. ~ is a pediatrician and the son-in-iow of
the beneficiary. This physician testified that approximately 2
to 3 months kefore hcspitalization at the Carelnit Hospital, the
berneficiary called his home and indicated that he may commit
suicide. This irndividual testified basged cn his Knowledge of the
beneficiary and the beneficiary's drinking habits, his review ot
the case, and the CHAMPUS recuirements. He opined that at least
1 month prior to admission this Leneficiary was suffering frem
all six of the alccholic admission criteria set forth in the
CHZMPUS regulation; i.e., delirium, confusion, severe
ralnutrition, trauma, inability to function, and urnconsciocusness.
It was the opinion of this physician that the beneficiary was in
the acute phase of alcoholism.

The beneficiary's wife testified at the hearing. Her testimony
Adetailed the circumstances leading up to the hospitalization.

She specifically menticned the physical ccncdition of the
beneficiary and stated that prior tc admissicn her husband
appeared ccnfused, exhibited an inability to function, lapsed
into unccnscicusness because of drinking, exhibited some signs of
delirium, and appeared tc be malnourished. The benerficiary's
spcuse also testified that during the ccurse of hospital
treatment she checked with OCHAMPUS (not specifying the
individual) and the hospital concerning the fourth week of
inpatient care. It was her understanding that CHAMPUS would
cost-share this week and had, in fact, cost-shared for +the fourth
week of care for cther beneficiaries in the past.

The Medical Director for the hospital alsc testified at the
hearing. This physician stated the primary diagncsis was chronic
sveruse of alcohol to the peint of 1 gallon of wine per day.
"his physician concluded that the beneficiary was alccholic
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because of his history of alcohol abuse and because he
continuously returned to the use of alcchol regardless of
consequences to his own health. In her opinion, inpatient
treatment was redically necessary for the beneficiary ancd he
could not have been managed as an cutpatient. The Medical
Director further detailed the general precgram of the Carelnit
Hospital. She indicated the detoxification course for the
beneficiary was longer than ncrmally used at +hais facility
because of the nature and the extent of the beneficiary's
aicoholism. Further, the beneficiary had a longer period of
withdrawal than the usual patient.

This physician also discussed the specific medical problerms of
the beneficiary, the extensive period of detoxification and the
relatively short periocd of rehabilitation. The Medical Director
irdicated that because o:r the shcrt period of rehebilitation, the
hospital wanted to extend the inpatient care to give the
beneficiary the full bencfits of the rehabilitative progran.

This physician expanded on the ccmments of the American
Psychiatric Asscciation's reviewing psychiatrist, specifically
addéressing the issue of whether or not the patient, urcn
admissicn, was in an acute stage of alcohclism. In her cpinion,
the keneficiary was in an acute stage cf aiccholism. She
explained the CareUnit Hospital, when using the term "ocute,"
used the term to rerer to a medical condition that would prevent
a patient from entering intc the CareUnit Hcspital. ‘For
instance, if there is an acute respiratcry problem or similar
oroblem then it would be inappropriate to admit the patient.
Lcwever, it was her opinion that this keneficiarv was in an acute
stage of alcoholism uvpon admissicr and admisgion to the CareUnit
Fcepital was mecdically necessary.

The Hearing Officer has submitted her Recommenced Decisicn. A1l
prior levels of administrative appeal have been exhausted and
issuance of a FINAL DECISION is prcper.

TSSUES AND FINDINGS OF FACT

The primary issues in this appeal are whether the inpatient
hospitalization for treztment of alcohclism was (1) medically
necessary, and (2) at the appropriate level of care for the
treatment of alccholism.

Medically Necessarv

Under the CHAMPUS reguletion, Dol €010.8-R, chapter IV, #.l., the
CHAMPUS Basic Progrem will cost-chare medically necessary
services and cupplies required in the diagnesis and treatment of
illness or injury, subject tc all applicaeble limitaticns and
exclusicns. Services which are not medically necessary are
specifically excluéed (chapter IV, G.l.). Under chapter IT,
5.104, medically necessary is defined as:
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. . . the level of services and supplies
(that is, frecuency, extent and kinds)
adequate for the diagnosis and treat-
ment c¢f illness or injury. . . ."

This general concept of "medically necessary" is further defined
in relation to the extent of CHAMPUS coverage cof inpatient care
for alcoheclism by DoD 6010.8-R, chapter IV, E.4., as follcws:

"4. Alcoholism. Inpatient hospital stavs
may be required for cdetoxification
services during acute stages of alcohclism
when the patient is suffering from
delirium, confusicn, trauma, uncenscious-—
ness and severe malnutrition, and is

no longer able to function. During

such acute pericds of detoxification

and phvsical stabilization (i.e.,

"drying out") of the alcoholic patient,
it is c¢ererally accepted that there

can be a need for medical management

of the patient, i.e., there is a
probabiiity that medical complications
will occur during alcohel withdrawal,
necessitating the ccnstant availability
of physicians erd/cr ccmplex medical
equipmernt fcund ornly in a hospital
setting. Therefore, inpatient

hecepital care, during such acute

periods and under such conditicns,

is ccnsidered reasonable and medically
necessary for the treatment cf'the
alcchelic patient and thus covered

under CHAMPUS. Active medica

treatment of the acute phase of

alcoholic witharawal and the
stabilizaticn periocd usuaily takes

trom three (3) to seven (7) days.

" a. Rebhebilitative Phase. An
inpatient stav for alcoholicsm (either
in a hespital or thrcugh transfer

tc another type of authorized
institution} may continue beyond

the three (3) to seven (7) day pericd,
moving into the rehabilitative program
phase. Each such case will be reviewed
on its own merits tco determine whether
an inpatient setting centinues to

be required.

"EXAMPLL"

"If a continued inpatient rehebilitative
stay primarily invelves administration
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of antabuse therapy and the patient has
no serious physical complications other-
wise requiring an inpatient stay, the
inpatient environment would not be
censidered necessary and therefore
benefits could not be extended.

" b. Repeated Rehabilitative Stays:
Limited to Three (3) Episcaes. Even 1t

a case 1s determined to be apprcopriately
continued on an inpatient bacsis,

repeated rehabilitative stays will be
limited toc three (3) episodes (lifetime
maximum); and anv further rehabilitative
stavs are not elicible for berefits.
However, inpatient stays for the acute
stage of alcoholism requiring detcxificaticn/
stabilization will continue to be covered.
tWhen the inpatient hospital setting is
medicelly required, a combined program

of detoxificaticn/stabilizaticn and
rehabilitation will normally not be
approved foci meore than a marimum of

three (3) weekc per epicsode.

" c. Qutratient Psychiatric Trectment
Programs. Cthervise mediceally necessary

covered services relcted to cutpatient
psychiatric treatment programs Ior
alccholism are covered and centinue to
be covered even though benelZits are not
available for further inpatient
rehebilitative episodes, subject tc the
same psychotherapy review guidelines as
other diagnoses."”

Therefore, under CHAMPUS, ccverage of inpatient treatment of
alcoholism ccnsists of a detoxification phase from 3 to 7 cdays
followed by a rehabilitation phase. The combined program will
not ncrmally be approved for more than a maximum of 3 weeks per
episcde. As previously determined in FINAL DECISIONS CASD (HA)
02-80, 04-80, and 82-10, however, the presence of severe medical
effects cof alcohol determine if the rehabilitative phase is
authorized con an inpatient basis beyond the ncermal 21-day limit.

The medical records in this appeal indicate the beneficiary was
treated for the pain in his feet. However, it should be noted
that the treatment for the pain in the beneficiarv's feet was not
sufficient to justify hospitalization. This opinicn is concurred
in by the Medical Director of CareUnit Hospital.

The Fearing Officer found the beneficiary's inpatient care from
November 9, 1980, thrcugh November 20, 1980, to be medically
secessary. The Hearing Officer's decision is based, as indicated
in the Recommenced Decision, cn the testimony presented at the
heariny by the two physicians.
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in reviewing the appeal record, I have ncted the testimeny of the
Medical Director of the treating facility, the testimory of the
beneficiary's son-in-law (a pediatrician), the testimonies or the
beneficiary and his spouse, the medical review conducted by the
American Psychiatric Asscciaticn, and the Recommenced Decision of
the Hearing Officer. From the evidence of record, I ccnclude
that the hospitalization at the Carelnit Hospital from Novenber
9, 1980, through November 30, 1°2£0, was medically necessary
because the beneficiary was suffering from acute distress at the
time of admission. This has been adequately established by the
testimony at the hearing; however, I do note that the medical
records provided tc CCHAMPUS Zcr the First Level Appeal decision
inadequately dccumented the medical necessity of the inpatient
care. Further, I concur with the findings ©of the Hearing Cfficer
that the final 7-cay pericd of hospitalization irom December 1,
1980, until the discharge cf the patient on December 8, 1980, was
not mecically necessary and cculd have been perrormed cn an
outpatient basis. There i1s no indication and no evidence
provided in the record or at the hearing tc justify continued
need for an inpatient stay bevond the normal Z1 cays.
Specifically, there has been no evidence introduced toc indicate
the existence cf severe medical effects of aicohol which
medically require a contirued inpatient setting.

In summary, I find the inpatient treatment to be medicaily
necessarv for the treatment cf alcocholism and within the CIAMPUS
rcuulatory criteria from licvember ¢, 1980, through Novembexr 3C,
1980 {21 days). Further, I find the inpatient treatment frcm
December 1, 1980, tc Cecember 8, 1980, to be not medically
necessory. The reccrd suppcris CHAMPUS coverage for the normal
period authorized by the Reculation for treatment of alccholism.
I further adopt, as indicated akove, the  findings of the learing
Officer regardirg the failure to document the presence ci a
physical complication that required inpatient care beyond
November 30, 1980. Therefcre, I find the inpatient care from
Cecember 1, 1980, tc Decemker 8, 1980, not tc ke medically
necessary and nct within the CHAMPUS criteria for ccverage of
inpatient care for alccholism. CHAIMPUS cost-sharing cf the
inpatient care from Decewber 1, 1980 tc December 8, 1580, is
denied.

Appropriate Level of Care

Under the CHAMPUS regulation, DeD €010.8-KR, chapter IV, B.l.y,
the level of instituticnal care authorized under the CHAIPUS
Basic Program is limited tc the appropriate level required tc
provide the medically necessary treatment. Services and supplies
related to inpatient stays above the appropriate level required
to provide necessary medical care are excluded from CIANMPUS
coveradge.

The Hearing Officer found the inpatient stav beyond November 30,
1980, was not medically necessary and could have been provided on
an outpatient basis. From the appeal record it appears that the
primary reascn for the continuved hospitalization was the
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treatrert facility's philoscphy of continuing inpatient care for
& minimum cf 28 days. The absence c¢f physical complications
requiring & corntipued irpatient stay Leycnd lteverker 30, 1980,
ieads we to corclude that the ippatient settirg wes nct required.

In view of the skcve, T adcpt the Hearirc Cfficer's findirc that
irpatient care beycndé Kcvember 2C, 12€C, was not medically
recessary anrc¢ cculd have kheer provided or arn culpatiert beasis.
Trerefcre, the inpatient care heyond Kecvember 30, 1920, was akcve
the apprepriste level of care and thus excluded frem CHANPUS
cocverage.

SUMMARY

In summery, it is the FINAL DECIS1ON of the Assistant Secretary
of Ceferse (Eealth Affeirs) that the irpetient care frerm licvermber
g: 198C, thrcugh Neoverber 30, 1280, was medically necessary ornd
reets the CHAMPUS criteriea for coverage of irpatient treatrent of
alcchclism. Further, I firnd the inpatient cere from Decenker 1,
19806, tc Decerber 8, 198C, was (1) nct recically necessaery as
there were no physicel conplications asscciated with @lochel
withcrewal that required irpetient treatrert, and (2) above the
appropriate level of care reauired for the trestrent of
gicchelism as care cculd have been provided on an cutpetient
Lasis, Therefcre, the irpatient cere subhsequent o Novenler 30,
1¢€C, is rot covered under CEAMPUS. The eppeal of the
Fereficiary fcr this pericd of irpatient cere is therefcare
deried. Issuarce ¢f this FINAL DECISICE corpletes the
eérinistrative eppeals process under Del €0J0.6-F, chapter XX,
ne further edrivictrative sppeel is available.

MM‘ 4
Verrcn lNcK¢gnzie
Acting Principal Deput¥ Zssistant CSecretary

o
=
0‘




