
 
 

Clinical UM Guideline 
 

 

This Clinical UM Guideline is intended to provide assistance in interpreting Healthy Blue’s standard Medicaid benefit plan. When evaluating insurance 

coverage for the provision of medical care, federal, state and/or contractual requirements must be referenced, since these may limit or differ from the standard 

benefit plan. In the event of a conflict, the federal, state and/or contractual requirements for the applicable benefit plan coverage will govern. Healthy Blue 
reserves the right to modify its Policies and Guidelines as necessary and in accordance with legal and contractual requirements. This Clinical UM Guideline is 

provided for informational purposes. It does not constitute medical advice. Healthy Blue may also use tools and criteria developed by third parties, to assist us 

in administering health benefits. Healthy Blue’s Policies and Guidelines are intended to be used in accordance with the independent professional medical 
judgment of a qualified health care provider and do not constitute the practice of medicine or medical advice. 
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Description 

 

This document addresses the clinical features of a hospitalized individual who may require services unavailable at 

an initial acute care facility (originating facility) necessitating a transfer to a second acute care facility (receiving 

facility) and receiving subsequent care at the receiving facility.  

 

This document does not address: 

• the transport between emergency rooms of individuals requiring critical care; or 

• the transfer of individuals to other types of facilities, such as sub-acute, long-term or rehabilitative 

facilities; or 

• the medical necessity of a specific diagnostic or therapeutic procedure, a specific mode of interfacility 

transportation, or the inpatient level of care. 
 

Note: Please see the following related documents for additional information: 

• CG-ANC-04 Ambulance Services: Air and Water 

• CG-ANC-05 Ambulance Services: Ground; Emergent 

• CG-ANC-06 Ambulance Services: Ground; Non-Emergent 

• CG-MED-26 Neonatal Levels of Care 

 

Clinical Indications 

 

Medically Necessary: 

 

Interfacility transfers are considered medically necessary when one or more of the following criteria are met: 

• The individual requires a medically necessary diagnostic or therapeutic service (for example, organ 

transplantation) which is not available at the originating facility; or  

• The individual requires a level of care (for example, neonatal care unit or level 1 trauma center) which is 

not available at the originating facility; or 

• The individual requires the services of a specialist to evaluate, diagnose or treat his or her condition when 

that specialist is not available in a timely manner at the originating facility (Note: Timeliness of care is a 

case/individual specific attribute. It may be appropriate for a medically stable individual to await 

availability of a specialist for several days while a medically unstable individual may require care more 

quickly); or 

• The individual has received care at a specific prior institution for a condition not normally managed at the 

originating facility (for example, organ transplant recipient) and return to that prior institution is needed to 

diagnose, manage, or treat a complication or other acute issue. 

https://providers.healthybluela.com/la/pages/home.aspx
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Interfacility maternal transfer to allow birth mother to remain with neonate is considered medically necessary 

when neonate transfer meets the medically necessary criteria listed above and the birth mother requires continued 

hospitalization due to birth complications or other medically necessary conditions. 

 

Not Medically Necessary: 

 

Interfacility transfers between an originating facility and a receiving facility are considered not medically 

necessary when: 

• The criteria above have not been met; or 

• The transfer is primarily for the convenience of the individual, the individual’s family, the physician or the 

originating facility. 

 

Admission and subsequent care at the receiving facility is considered not medically necessary when: 

• The criteria above have not been met; or  

• The transfer is primarily for the convenience of the individual, the individual’s family, the physician or the 

originating facility. 
 

Coding 
 

Coding edits for medical necessity review are not implemented for this guideline. Where a more specific policy or guideline 

exists, that document will take precedence and may include specific coding edits and/or instructions. Inclusion or exclusion of a 

procedure, diagnosis or device code(s) does not constitute or imply member coverage or provider reimbursement policy. Please 

refer to the member's contract benefits in effect at the time of service to determine coverage or non-coverage of these services as 

it applies to an individual member. 

 

Discussion/General Information 
 

The Centers for Medicare & Medicaid Services (CMS) defines an acute care transfer as the discharge of an 

inpatient individual from one hospital and re-admittance of that individual to another hospital, when the 

readmission is related to the initial discharge. Each year, approximately 1.6 million individuals are involved in an 

interfacility transfer, which is approximately 3.5% of all inpatient admissions (Altieri, 2021; Usher, 2018). 

 

The interfacility transfer of individuals in the acute care setting comes with inherent risks and time delays 

(Kulshrestha, 2016; Singh, 2009). For example, Singh (2009) noted the following: 
 

the available data suggest land ambulance accidents are a cause of healthcare worker and patient 

mortality and occur with sufficient frequency that emergency medical personnel have a similar 

occupational risk of death as firefighters and police. 
 

In a 2019 nationwide profile of hospitalized individuals, Hernandez-Boussard and associates utilized the data from 

two national databases to analyze the outcomes of adults who had been transferred (n=1,397,712). Transfer cases 

were identified and defined when the source of admission was from a different acute care hospital than the 

discharging hospital. The primary care outcomes evaluated were transfer status, risk-adjusted inpatient mortality, 

and quality of care received (development of an adverse event while in a hospital). Compared to non-transfer cases 
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(n=31,692,211), transfer cases were associated with significantly higher risk-adjusted inpatient mortality (4.6 

versus 2.1) and significantly higher in-hospital adverse events. In addition, transfer cases were associated with 

significantly longer lengths of stay and fewer routine disposition discharges.  

 

Singh (2009) notes “Critically ill patients may be at risk of clinical deterioration due to the stresses of transport, due 

to progression of their underlying disease or due to adverse events related to clinical care occurring before or during 

transport.” When the individual requires services which are not available at the originating facility, the benefits of 

an interfacility transfer outweigh the inherent risks of such a transfer. However, the literature does not support that 

better clinical individual outcomes are achieved for those who are transferred for convenience.  

 

de Nieuport and associates (2017) studied the effects of ambulance transfer of 91 premature infants from an 

intensive setting to a lower care setting. Physiological and respiratory support data from the day prior to transport 

and 7 days following transport were analyzed. An increased number of bradycardias and need for respiratory 

support was reported. In addition, longer transfer times were associated with lower body temperatures, resulting in 

higher metabolic demands and possible earlier exhaustion of the infant. The authors noted that it is unknown 

whether transfers are associated with longer hospitalizations.  

 

Kulshrestha and colleague (2016) noted that when an individual is transported, a number of adverse physiological 

alterations can take place. These alterations can include changes in levels of noise, vibration, temperature, 

humidity, acceleration and altitude. The authors noted that the goal of any transfer should be to maintain the 

optimal health of the individual, which is accomplished by transferring to the nearest facility which provides the 

highest specialized care needed.  

 

Approximately 65,000 infants in the United States were transferred from the birth hospital to a tertiary care center 

in 2014 (Schwartz, 2018). The 2017 Society of Critical Care Medicine (SCCM) guidelines for family centered care 

in the neonatal, pediatric and adult ICU focus on the importance of family presence and support in the critical care 

setting. Schwartz (2018) notes: 
 

Although admission to a tertiary NICU may enhance the survival and long-term prospects of the 

newborn, the separation of mother and neonate may have psychological consequences impacting 

long-term well-being. 
 

Open flexible access as well as allowing the opportunity to assist in the care of a neonate is associated with 

improved parental confidence and psychological health during and following an ICU stay (Davidson, 2017).  

 

Mueller and associates (2019) assessed the association between inter-hospital transfers (IHT) and clinical outcomes 

in a retrospective cohort analysis comparing the hospitalization claims of individuals who were transferred 

(n=53,420) against the claims of those who were not transferred (n=53,420). The cohort included 15 disease 

categories and individuals were matched within each diagnosis on their propensity score. The primary outcomes 

was the 30-day mortality from the date of first admission. The results were mixed. The odds of 30-day mortality 

was significantly lower in the transferred group in those with acute myocardial infarction or sepsis, but was higher 

in those with esophageal/gastrointestinal disease, as well as congestive heart failure, pneumonia, renal failure, 

chronic obstructive pulmonary disease, hip fracture/dislocation, urinary tract infection and metabolic disorder. 

There was no significant difference between the groups for the remainder of the disease categories. The authors 

noted: 
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IHT exposes patients to known risks of discontinuity of care, such as errors in communication and 

gaps in information transfer. Moreover, patients undergoing IHT may be even more vulnerable to 

these risks than patients undergoing other care transitions, given the severity of illness in this 

patient population, and the absence of other factors to fill in gaps in communication, such as 

common electronic health records. 

 

The transfer of an inpatient individual to a receiving acute facility with additional appropriate services is 

appropriate when the individual requires care not available at this original facility. However, the evidence does not 

support that transfer back to the original facility is more clinically appropriate than remaining at the receiving 

facility, when the receiving facility provides all services and care which an individual requires.  

 

Circumstances in which an individual’s care needs cannot be met in their current facility will meet the medical 

necessity criteria in this guideline. Admission and subsequent care in the receiving facility is not medically 

necessary when the needed care is available in the originating facility. 

 

Definitions 

 

Originating facility: The facility at which an individual has been admitted for care and from which transfer is 

proposed. 

 

Receiving facility: The facility to which transfer is proposed. 
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