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POLICY 

The Partners Health Management (Partners) Utilization Management (UM) program sustains an integrated, well-
coordinated system of care for members/recipients that addresses their behavioral health (BH), physical health 
(PH), Long Term Services and Supports (LTSS), Traumatic Brain Injury (TBI), Intellectual/Developmental Disability 
(I/DD), pharmacy and unmet health related resource needs. Under the direction of our Chief Medical Officer 
(CMO), our UM program brings together the expertise of our prepaid health plan (PHP) partner Carolina Complete 
Health (CCH); our pharmacy benefits manager (PBM) CVS Caremark's (CVS) and Partners to create an integrated 
approach. Partners (UM clinicians, care managers, medical staff and pharmacy staff) and CCH staff will work side-
by-side to best meet our members’ whole health needs. Our multi-disciplinary care teams connect in a similar 
seamless fashion with Partners internal pharmacy team as well as the CVS clinical pharmacy team members ensure 
medication interventions are coordinated with all utilization to ensure a whole person approach to all care 
decisions. Through their daily work, our teams collaborate to ensure members/recipients have access to the right 
services and providers to achieve their health and recovery goals. 

PROCEDURE 

I. Overview 

Partners Health Management (Partners) is a Local Management Entity/Managed Care Organization 
(LME/MCO) that operates a Prepaid Inpatient Health Plan (PIHP) under contract with the North Carolina 
Department of Health and Human Services (NCDHHS) to manage a Behavioral Health and 
Intellectual/Developmental Disability Tailored Plan (Tailored Plan). Partners is responsible for payment of 
services for individuals who require them as determined by the contract. Partners manages the specialty 
services and support benefits for individuals who are eligible for Medicaid-funded and State-funded services 
within its covered service area. As a result, Partners has the authority to ensure that funds are used for 
authorized purposes. Additionally, Partners indirectly manages member/recipient care from the point of entry 
through treatment and service delivery to discharge.  

Partners considers itself a Member Care Organization® with a mission to Improve Lives and Strengthen 
Communities®. Partners ensures that all members and recipients have access to quality care delivered through 
our network of qualified health care providers. We improve lives and strengthen our communities by focusing 
on positive outcomes and the proper use of funds entrusted to us. 

A. Purpose and Scope: 

Partners manages Medicaid, state and local funding for intellectual/developmental disability, mental 
health and substance use disorder (IDD/MH/SUD) services in our covered area. Partners ensures access to 
care for individuals in Burke, Cabarrus, Catawba, Cleveland, Davie, Forsyth, Gaston, Iredell, Lincoln, 
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Rutherford, Stanly, Surry, Union, and Yadkin counties. This Utilization Management (UM) Program 
Policy and Procedure (UM Program P&P) establishes a framework for the consistent application of 
program/service eligibility criteria involved in processing requests for service authorization. Partners is 
accredited by the National Committee for Quality Assurance (NCQA).   

UM supports quality improvement activities of provider organizations, including clinical practice 
improvement initiatives, service/billing integrity verification and compliance risk monitoring. The UM 
Program Policy specifically identifies roles and responsibilities for service and authorization functions and 
how those activities are implemented, monitored, and managed. The UM Program Policy establishes a 
framework for oversight and guidance of the Medicaid programs by assuring consistent application of 
program/service eligibility criteria, and in decisions involving the processing of requests for initial and 
continued authorization of services. 

Our UM program complies with federal laws and regulations on mental health parity, including the Mental 
Health Parity and Addiction Equity Act (MHPAEA), 42 C.F.R. §438.3(e)(1)(ii) and 438.910(b)-(d) and federal 
regulations laid out in Section V.B.2.iii. (v) of the Scope of Services. We do not require referral for BH 
services and ensure members/recipients have access to mental health or substance use disorder (SUD) 
assessment, without prior authorization. To ensure ongoing compliance with parity requirements, the 
Partners Quality Improvement Committee (QIC) audits, monitors and collaborates to make sure mental 
health and SUD services remain in parity compliance with physical health services. For additional 
information regarding Partners’ commitment to parity and equity, please also see Partners’ Mental Health 
Parity Policy. 

Parity is a standing item of review to ensure continuous review and monitoring of compliance. An analysis 
document has been created, using the Centers for Medicare and Medicaid Services (CMS) Parity 
Compliance Toolkit. This document is the basis for assessing compliance with MHPAEA. The analysis 
addresses the following specific parity components: benefit classification, analysis of financial 
requirements, quantitative treatment limitations and aggregate lifetime and annual dollar limits; non-
quantitative treatment limits; and a compliance monitoring plan. Our internal audits show we are 
consistently within parity along each domain. Partners’ uses audit information and the Toolkit to annually 
submit a standardized parity analysis workbook, developed and provided by the NCDHHS to demonstrate 
compliance.  

The UM department serves multiple purposes within the Tailored Plan. UM processes ensure that 
members/recipients have equitable access to appropriate care across the 14 counties in the Partners 
catchment area. UM ensures quality services through compliance with clinical guidelines as identified in 
this policy. 

This compliance results in members/recipients receiving services that: 

• Support recovery 
• Reflect member/recipient preferences 
• Are efficient and cost effective 
• Occur in the most appropriate and least restrictive setting 
• Are consistent with medical necessity criteria, and 
• Promote evidence-based practices 

In summation, it is Partners’ intent that members/recipients receive the right service, at the right time, 
and at the right intensity and duration. 
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B. Philosophy and Guiding Principles: 

UM is a set of administrative functions to assure appropriate service delivery. This process will evolve and 
change with the availability of new information, new research findings, or changes in regulatory mandates 
or contractual agreements. UM is designed to ensure that only eligible members/recipients receive plan 
benefits, that members/recipients receive medically necessary plan benefits required to meet their needs, 
and that members/recipients are linked to other Medicaid Health Plan or State funded services when 
necessary. The organization, CMO, UM staff and provider community must have a shared definition and 
understanding of medical necessity, which is consistently applied to ensure equitable access to services. 

Utilization Management/Utilization Review (UM/UR) actions are based on valid data that produces 
reliable reports. This allows Partners to analyze patterns of utilization and work with both the provider 
and provider community to implement identified changes in service delivery. Authorization activities are 
primarily focused on reviews of high-intensity service usage, high-cost, and patterns of over and under- 
utilization. 

Partners is equally committed to ensuring that the various provider network programs operate effectively 
and efficiently. This includes ensuring that value-based purchasing guides the service selection and service 
delivery process. 

CCH and Partners staff collaborate daily to discuss specific member/recipient needs. Through daily 
knowledge sharing across disciplines, UM makes timely and appropriate decisions, facilitating 
member/recipient access to the right care. By bringing together the vast experience of CCH and Partners 
teams, we have strengthened all staff’s ability to apply an integrated approach, leading to a more 
experienced team with increased capacity to deliver whole person care. 

C. UM Criteria Procedure: 
 

• Partners’ current Medical Necessity Criteria are: NCQA UM 2. A.1 
o NC Clinical Coverage Policies (MH, I/DD, SUD) 
o State-Funded Enhanced Mental Health, Substance Abuse Services, and I/DD Service     

Definitions 
o Partners Benefit Plan 

• Partners approved Medical Necessity Criteria are used: 
o By all UM Reviewers and Physician Reviewers 
o For all Pre-Service, Concurrent, and Post-Service determinations based on Medical 

Necessity 
o For all Appeals of Utilization Management decisions based on Medical Necessity 
o For external appeals conducted by an Independent Review Organization unless a specific 

process is required by regulation or employer mandate 
• Partners has established a hierarchy among its approved Medical Necessity Criteria. The hierarchy 

is reflected in the order in which the Medical Necessity Criteria are listed in paragraph one of this 
procedure. 

o When selecting a set of criteria, Partners’ staff look in the first-listed set of Medical 
Necessity Criteria. 

o If that set of Medical Necessity Criteria does not contain criteria appropriate to the 
decision to be made, staff search in sequence through the remaining Medical Necessity 
Criteria until applicable criteria are found. 

o The final step, should condition or procedure specific criteria not be available among the 
approved Medical Necessity Criteria, is to base the decision on Partners’ General Medical 
Necessity Criteria. 
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• The Medical Necessity Criteria used by Partners are designed to be clinically flexible, covering a 
wide range of clinical circumstances and presentations. Such criteria, however, cannot cover every 
potential set of circumstances. 

o In addition to the clinical flexibility inherent in the Medical Necessity Criteria, Partners 
accommodates the individual clinical needs of the member and the capabilities of the 
local delivery system during the review by a physician reviewer. 

o When the UM reviewer cannot authorize the requested care based on the information 
available, the case is referred to a physician reviewer. 
 The physician reviewer considers the individual clinical needs of the member in 

rendering a medical necessity decision. 
• The needs considered include as applicable, but are not limited to: 

o Age 
o Comorbidities 
o Complications 
o Progress of treatment 
o Psychosocial situation 
o Home environment 

• When considering the individual circumstances, the physician reviewer is 
expected to make a clinically appropriate decision, within the limits of the 
member’s benefit structure, which may be different from the decision 
suggested by the medical necessity criteria. NCQA UM 2.A.2 

 The physician reviewer also considers the characteristics and capabilities of the 
local delivery system, including, but not limited to, the available services in the 
local delivery system and their ability to meet the member’s specific health care 
needs. 

• If the appropriate level or setting of care is not available within a 
reasonable geographic distance from the member’s location, Partners 
authorizes the next highest level of care that is available provided that the 
clinically indicated level of care is a covered benefit. NCQA UM 2.A.3 

• Partners approved medical necessity criteria are made available to all practitioners. 
o Medical necessity criteria developed by Partners are available on the website and a paper 

copy is available by calling Provider Services. 
o Partners’ general medical necessity criteria are available on the website and a paper copy 

is available by calling provider network. 
o Medical necessity criteria developed by other organizations and adopted by Partners are 

available for review at a Partners office or by web conferencing technology. 
 As permitted by license agreements, Partners will provide practitioners with hard 

copies of a limited number of criteria sets upon request. 
• Practitioners are informed in the Practitioner Welcome Letter, and annually in the Provider 

Communication Bulletin, that information about how to access Partners’ medical necessity criteria 
is on the Partners website. 
 

II. Utilization Management Structure 
 

A. Partners Health Management Board of Directors: 

In its overall governance role, the Partners Board of Directors provides oversight to Partners, including the 
adherence to all contractual obligations referencing UM’s responsibilities as outlined in the NCDHHS 
contract. The Board of Directors is composed of representation from all 14 counties including participation 
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by members/recipients, county commissioners, local citizens, and professionals. Board members are 
appointed by the commissioners of each county and are charged to provide oversight of all Managed Care 
Organization (MCO) activities, including this UM Policy and its implementation. 

B. Clinical Leadership: 

The Partners Chief Medical Officer (CMO) provides oversight of medical decision making and meets with 
UM supervisory staff and line staff for clinical supervision and guidance. The Chief Medical Officer is 
responsible for the oversight of developing, reviewing, and approving internal policies and procedures 
aimed at ensuring alignment with the overall strategic goals of Partners, particularly as they apply to 
initiatives and or practice around access, quality and utilization. These include but are not limited to the 
following: 

• Oversees development, review and approval of UM practices, medical necessity criteria and best 
practice standards NCQA UM 1A3 

• Reviews and discusses novel or modified clinical program descriptions and proposals with 
members of the clinical committee 

• Identifies and prioritizes clinical department initiatives and provides direction to the Deputy Chief 
Medical Director and UM staff 

• Reviews outcomes of departmental objectives with the team and identifies opportunities for 
improvement 

• Provides guidance on UM activities and reviews the effectiveness of those interventions taken to 
improve UM functions 

• Strategizes initiatives for improving quality of care and appropriate utilization of services 
• Provides oversight to sub-committees 
• Provides trainings on core competencies such as medical necessity criteria 
• Ensures adequate inter-rater reliability across the UM program 
• Supervises adult and child physician reviewers, evaluates their performance, and makes 

recommendations for their continued participation in the program NCQA UM 4.A.1 
 

C. Deputy Chief Medical Director: 

The Deputy Chief Medical Director is responsible for providing administrative oversight of the physicians 
and clinical oversight of the program, as well as department-wide programming in consultation with the 
Chief Medical Officer. These positions provide leadership in the development and implementation of 
clinical policy and initiatives throughout the department, clinical policy and initiatives, engagement of 
cross-systems stakeholders for adult and child services and supports departmental grants, and: 

• Closely collaborates with other members of senior leadership including, but not limited to, UM 
Directors 

• Establishes and monitors performance expectations for physician advisors 
• Monitors physicians’ productivity and effectiveness in conducting peer utilization review 
• Ensures physician review processes and content are aligned with best practice standards and state 

regulatory requirements 
• Ensures adequate coverage of clinical services for UM decisions 
•      Engages, collaborates, and troubleshoots with UM staff, providers, and system stakeholders on 

clinical and administrative matters, including member/recipient placement, coordination of 
care, quality concerns and other challenges 
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• Participates in quality reviews as needed for specific member complaints, grievances, and agency 
reviews NCQA UM 1 A.1 & 1 A.2 
 

D. Staffing: 

The UM Director is a licensed clinician with at least five years utilization management 
experience in physical health, behavioral health, and I/DD benefits. The UM Director 
supervises the UM Managers and UM Clinical Analyst who assists in ad-hoc data analysis to 
inform utilization of services, effectiveness of services, and productivity of staff. The UM 
director supervises the UM review team, evaluates their performance, and makes 
recommendations for personnel actions. The UM Mental Health/Substance Use (MHSU) Child 
Team, MHSU Adult Team, Acute Services Team, I/DD Team and Appeals Team are directly 
supervised by UM supervisors, who report to their respective UM Manager. Each team consists 
of UM reviewers/specialists who have expertise in the specialty/population(s) of the team. The 
UM department utilizes team leads that support the clinical and administrative needs of the 
UM department. 

Partners ensures sufficient numbers of experienced and qualified utilization review staff to meet the 
terms of the Tailored Plan contract. UM reviewers for individuals with Mental Health/Substance 
Use (MHSU) needs shall be licensed by the state of North Carolina with a minimum of two years 
post degree professional experience in a clinical setting with the population served. Nurse 
Practitioners who are certified as Advanced Practice Psychiatric Nurse Practitioners, Certified 
Clinical Nurse Specialists who are certified as Advanced Practice Mental Health Clinical Nurse 
Specialists, Certified Clinical Supervisors, Registered Nurses with two years professional experience 
in mental health or substance use treatment are also authorized to review service authorization 
requests for mental health and substance use treatment services. Utilization review for 
developmental disabilities services is completed by a Qualified Professional in the area of 
developmental disabilities as specified in 42 C.F. R. Subsection 483.430 (a) and N.C.G.S. Subsection 
122C-3. Screening and administrative functions can be completed by non-licensed staff. Utilization 
review for pharmacy services is performed by a registered pharmacist, typically Doctor of 
Pharmacy trained and may be performed by a physician. Partners is delegating, via a contractual 
agreement, the initial prior authorization (UM) process for pharmacy claims screening and 
determination to our pharmacy benefits management (PBM) company, with subsequent 
appeals/grievances managed by Partners.  

E. Appropriate Professionals and Decision Making [NCQA UM 1 A.1] 

Approval decisions for all disciplines are made by staff with the appropriate licensure, expertise, 
and experience in their area of review. These staff include: 

• Utilization Management Director 
• UM Managers 
• UM Supervisors 
• Appeals Supervisor 
• UM Reviewers (Licensed) 
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• UM Reviewers (Non-Licensed) 
• Pharmacy Reviewers (Registered Pharmacist/Doctor of Pharmacy/MD) 

 
F. Types of Decisions Made: 

The individuals listed above can make approval decisions that require utilization review. They are 
not allowed to make any medical necessity denial decisions. Non-clinical utilization reviewers 
may screen and make approval decisions within their scope. If a decision needs clinical review, it 
is elevated to a clinician with expertise in the service area being reviewed. 

G. Physicians and Doctoral Level Psychologists Include the Following Positions: 
• Chief Medical Officer 
• Deputy Chief Medical Director(s) 
• Clinical Peer Reviewers (MD, PharmD, Licensed Psychologist) 

 
H. Types of Decisions Made: 

The individuals listed above can make authorization and medical necessity denials (for services 
appropriate for their review). Physicians and doctoral-level psychologists also make decisions that 
require a higher-level clinical review than a master’s or bachelor’s level reviewer is able to make. 
The physicians and doctoral-level psychologists are the only ones permitted to make any clinical 
denial decisions including medical necessity denials. 

I. Use of Delegates 

Partners has contracts with external delegates and uses them for making initial UM and appeal 
determinations. Partners verifies its vendors are nationally accredited with the National Committee for 
Quality Assurance (NCQA) before entering into a delegation agreement. The vendor may be contacted any 
time a utilization management staff member requires consultation or assistance with making a medical 
necessity determination. Partners retains all the notification responsibilities (member/recipient and 
provider) in this process. NCQA UM 4D NCQA UM 1 A.1 NCQA UM A.2 

J. Delegation Approval Criteria 

Partners will carefully monitor any activity performed and any responsibilities assumed by another entity 
whenever those activities are covered under accreditation standards and/or other applicable laws or 
regulations. Partners uses the following criteria for approving delegation of subcontractor activities: 

• Compliance with NCQA standards, where appropriate, relevant to the functions they are being 
contracted to perform 

• Compliance with applicable state and federal laws and regulations relevant to the functions they 
are being contracted to perform  

• Adequate resources to implement the functions they are being contracted to perform 
• Compliance with Partners’ delegation oversight activities including preassessment and annual 

delegation reviews and performance reporting  

Partners evaluates each subcontractor’s capability to meet delegation approval criteria and performs a 
formal review. This includes a review of the subcontractor’s written policies and procedures and other 
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documents to confirm compliance with the delegation criteria, applicable NCQA standards and any 
applicable laws and regulations. A summary of the preassessment delegation review is completed and 
presented to the Partners Quality Improvement Committee (QIC). This committee evaluates the results 
and makes a determination of the contractor’s delegation approval status.  

This review may include:  

• Tracking and trending of identified performance and outcome measures 
• Conducting systemic audits of case flash files relevant to the delegated services performed by the 

subcontractor 
• Monitoring complaints about aspects of the service the subcontractor performs 
• Monitoring use of financial incentives to ensure quality of care is not compromised 
• If the preassessment, annual assessment or other reviews indicate the subcontractor’s failure to 

meet Partners’ contractual requirements, policies, NCQA standards, the results will be referred to 
the QIC for review and recommendations. Partners staff communicate the results of the 
delegation review and performance monitoring to each subcontractor in writing. Staff will work 
with the subcontractor to address and correct any concerns in its effort to continuously improve 
processes and services. The subcontractor will have 30 days to respond to any written corrective 
action plan indicating: 

o Plans to immediately correct deficiencies impacting member health and safety  
o Plans to correct or revise policies or processes that fail to meet any other contractual 

and/or accreditation requirements within 90 days 
 

K. Communication Services: 

The UM Program Policy will be made publicly available for members/recipients and providers on the 
Partners website, or in other forms as requested by the provider or member/recipient at no cost. 
Partners shall include a reference to the UM Program Policy in the provider and member and recipient 
handbooks. Partners will communicate any changes to the UM Program through training and education 
to providers prior to the effective date of the change.   

L. Language Assistance: 

Partners provides access to TTY/ASL, oral interpretation and written translation services when requested. 
Members/Recipients may request interpretation services by contacting their provider or Partners’ Access 
to Care 24-hour, toll-free access line. NCQA UM 3 A.4 & A.5 

M. Availability of Staff to Discuss UM Decisions: 
Provider:  

UM staff are available 24 hours daily, including weekends and holidays to respond to UM    
questions via the main Partners number. Providers requiring a toll-free number may contact 
Partners Access to request to be transferred to UM staff. For PBM decisions, providers may 
contact the PBM provider support line 24 hours daily for information and to discuss decisions. 
Partners pharmacy team also has a PBM liaison that may be contacted if the provider is 
dissatisfied with the PBM support line information provided. The PBM provider support line 
contact information is posted on the Partners pharmacy website or may be accessed via the toll-
free Partners Access line. 

Member/Recipients:  
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Members/Recipients may use the toll-free number to contact Partners Access 24 hours a day to 
reach UM for questions and/or discuss UM concerns or file a complaint or grievance. NCQA UM 3 
A.1 & A.2 

N. Returning Calls:  

It is the responsibility of the Partners staff to identify themselves by name, title and organization when they 
initiate or return calls regarding UM issues. NCQA UM 3 A.3 

O. Triage and Referral: 

Partners does not have a centralized triage and referral process. Members/recipients may access 
emergency and routine services without contacting Partners for prior approval. Providers are responsible 
for requesting authorization for any prior authorized services. NCQA UM 1 A.3 

P. Utilization Management/Utilization Review Committee: 

The Utilization Management /Utilization Review (UM/UR) Committee is a standing subcommittee of the 
Quality Improvement Committee (QIC), which meets no less than quarterly. It is chaired by the CMO or 
Designee and comprised of BH, PH, pharmacy, I/DD and LTSS staff who review UM processes and ensure 
decisions consider the overall needs of the members/recipients we serve. UM/UR Committee reviews and 
monitors State-funded and Medicaid services. This committee is responsible for implementation of all 
aspects of the UM Program for all service areas of Partners. Measures reviewed by this committee address 
internal UM Departmental performance indicators that include, but are not limited to: 

• Policy adherence 
• Denial rates for both clinical and administrative reasons 
• Peer review volume and decisions 
• Appeal rates, percentage over-turned at each appeal level 
• Authorization patterns per UM reviewer 
• Length of stay data 
• Approval rates 
• Call activity 
• Provider call reasons 
• Grievances processed by UM 
• Turn-around-time 
• Results of inter-rater reliability activities for UM staff 

This committee is responsible for implementing and monitoring the Partners UM Program Policy. NCQA UM 
1A.1 In addition, this committee monitors utilization of clinical resources and provide supports to ensure 
that services are delivered only for authorized purposes, are uniformly available to enrollees and are 
provided in an effective and efficient manner. The goal of the UM/UR Committee is to assure the availability 
of high-quality care by evaluating various aspects of service delivery, clinical practices, program eligibility 
determinations, and service authorization decisions. The UM/UR Committee reviews trends of over/under 
utilized services at least quarterly and makes recommendations when appropriate.  

UM has several mechanisms for monitoring over and underutilization of services. Using daily, weekly and 
monthly reports, UM staff identify individuals who frequently use the emergency department (ED) or have 
high utilization of other health services. Our UM/UR Committee retrospectively evaluates utilization data 
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from PH and BH service encounters, pharmacy and vision claims to assess potential over and 
underutilization of services at the population level. This evaluation includes root cause analysis to identify 
underlying reasons for utilization patterns and may result in identification of needed clinical practice 
guidelines and other interventions such as educational programs, outreach initiatives and incentive 
programs.  

Partners also monitors over and underutilization of services at the provider/practice level. We implement 
cost effective strategies to manage healthcare resources for individuals with high-risk, inappropriate high 
utilization rates and high costs. We identify utilization trends and work with providers to make needed 
improvements. We collaborate with providers to identify ways to use fewer and less-expensive services 
that are still evidence-based and improve health outcomes. 

Q. Utilization Management Program: 

The UM Program is developed with participation and oversight from the Partners Chief Medical Officer 
through consultation with members/recipients of the provider network, and inclusion of current evidence-
based practices and Clinical Practice Guidelines identified by the American Psychiatric Association (APA) 
and the American Academy of Child and Adolescent Psychiatry, and the Centers for Medicare and 
Medicaid Services (CMS). Pharmacy prior authorization criteria are developed and approved at the state 
plan level by the Medicaid Pharmacy and Therapeutics Committee with assistance from the Physician’s 
Advisory Group (PAG and are based upon currently accepted evidence-based medicine practice standards. 
This UM policy is reviewed annually by the Clinical Advisory Committee (CAC). NCQA UM 1 A.1 

The UM Program enlists a variety of resources and processes to successfully implement and maintain a 
quality UM program. 

These resources and processes include but are not limited to: 

• Use of established procedures to request, review, and approve authorizations for behavioral 
health services 

• Use of clinical criteria to evaluate medical necessity in accordance with the NC Department of 
Health Benefits (DHB) Clinical Coverage Policies 

• Application of standardized UM and clinical decision-making processes using inter-rater reliability 
reviews 

• Identification of best practice treatment outcomes, appropriate utilization, level, and intensity of 
behavioral health services 

• Use of review tools and specific mechanisms to identify and minimize over and underutilization 
• Implementation of cost-effective strategies to manage health care resources for high-risk, high- 

volume and high-cost population 
• Identification of utilization trends and work with providers to make needed improvements if the 

trends are not demonstrating desired outcomes 
• Seek to limit UM to only those services that demonstrate a need for management 
• Focus on outliers that may reflect services being provided to members/recipients that are not 

appropriate or cost effective 
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NC Medicaid Clinical Policies and DMH/DD/SAS Service Definitions are the basis of many of the service 
descriptions, admission, continuing care and discharge criteria used by Partners. To ensure consistent 
knowledge and application of these policies, our clinical leadership team apply medical necessity criteria 
and conduct inter-rater reliability tests with UM staff. All criteria are available to members/recipients, 
potential members/recipients, and service providers upon request and are included in any notice of denial 
of services. NCQA UM 1 A.3 NCQA UM 2B 1&  

III. Utilization Management Program Components 
 

A. Mental Health/Substance Use 

Requests for mental health and substance use services are made by: 

The completion and entry of a Service Authorization Request (SAR) into the request portal, or by 
submission of a manual Service Authorization Request form when the system is not available. Required 
clinical documentation must be submitted with the SAR. Utilization Management staff have up to 14 
calendar days to make a decision for routine or non-urgent requests. If the request is expedited or urgent, 
the decision is rendered within 72 hours of submission. All time frames for review are inclusive of the peer 
review (if necessary), decision and the mailing of the Notice of Adverse Benefit Determination letter to the 
member/legally responsible person if there is a denial of all or part of the request. Providers receive 
electronic notification immediately once any authorization is entered into the AlphaMCS system, in 
addition to written notification of a denial. 

B. Pharmacy 

The Partners Pharmacy Benefit Manager (PBM) will process all pharmacy authorization requests. The 
Partners Pharmacy and Therapeutics/Drug Utilization Review (DUR) Committee will monitor compliance to 
turnaround times and work with our PBM to ensure accurate and timely UM prior authorization review. 
Our pharmacy team will oversee PBM functions and ensure prior authorization requests are processed in 
24 hours. Partners will offer a fully integrated, person-centered model of care, managed by one entity 
purposefully built to serve Medicaid and other government programs.  

Our PBM contract includes performance guarantees to ensure prescriber Prior Authorization (PA) services 
are available to meet 24-hour review requirements. Providers may phone in their PA request to the 
Pharmacy/Provider Support Line or use the electronic ePA portal to input the request. The ePA system 
automatically returns criteria to the provider when a PA is required. To minimize care disruptions for 
pending PAs, pharmacy providers and Partners staff are educated on the ability to provide a 72-hour 
supply of medications. The PA review team will make a determination no more than 24 hours from receipt 
of the completed request.   

PA requests received by phone will result in immediate determination and communication to the provider. 
The automated Smart PA process examines member medical and pharmacy claims history to avoid a PA 
request when a member has a claim history that satisfies PA criteria and allows the claim to be approved 
at point of sale. The pharmacy claims adjudication process generates data regarding preferred drug list 
(PDL) adherence, generic utilization and PA requests. This information is reviewed monthly by the Partners 
Pharmacy and Therapeutics/Drug Utilization Review Committee as part of the drug utilization review 
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process, in conjunction with the PBM account team. Academic detailing (e.g., alternative therapies on PDL 
that do not require a PA) will be performed for pharmacies and providers who consistently demonstrate 
outlier practices to improve member access to safe and effective medications.  

For prior authorizations with an adverse decision, the provider and member are notified in writing of the 
outcome, and of their appeal information. The member has 30 days to appeal, at which time, if no appeal 
is made, the decision becomes final.  

The Partners Pharmacy/PBM website will be a platform for broader provider and pharmacy education, 
such as frequently denied (adverse decision) PA groupings and available alternatives that do not require a 
PA. These findings may generate discussion about potential recommended changes to the preferred drug 
list or PA criteria. This process keeps the focus on member health and assures medication needs are being 
met in an evidence-based decision-making environment. The Prior Authorization (PA) process, including 
overall prescriber experience prescription drug(s) are covered only if they are the preferred therapy on 
the PDL or if the PA request meets the established criteria. Real-time PDL information may be integrated 
into the provider’s electronic health record and workflow to allow easy identification of therapies covered 
for a particular diagnosis, avoiding many PA requests. 

The PBM online claims processing system alerts the community pharmacy at the point of services when a 
drug requires PA-pharmacy personnel will see the message “Prior Authorization Required.” Providers can 
use the automated Smart PA tool to identify the correct diagnosis and/or prior therapy to satisfy PA 
criteria, reducing the need to submit a PA. For example, a PA would not be required on an opioid 
prescription in the presence of a cancer diagnosis if the diagnosis code is entered onto the prescription or 
detected via Smart PA. All clinicians and associated personnel are trained in the process and information 
materials will be available online for easy access. To avoid a disruption in care, network pharmacy 
partners, care managers and members/recipients are educated on the steps to dispense a 72-hour supply 
of medications for prescriptions under PA review. 

C. Physical Health 

The UM process encompasses the following program components: 24-hour nurse triage, referrals, second 
opinions, prior authorization, pre-certification, concurrent review, ambulatory review, retrospective 
review, discharge planning and care coordination. All approved services must be medically necessary or in 
the case of Long-Term Services and Supports (LTSS), be supported by an assessment of needs of the 
designated program benefits. The clinical or service decision process begins when a request for 
authorization of service or determination of service need for beneficiary receiving LTSS is received. 
Request types may include authorization of specialty services, second opinions, outpatient services, 
ancillary services, scheduled inpatient services, or emergent/urgent inpatient services, including 
obstetrical deliveries. The process is complete when the requesting practitioner and beneficiary (when 
applicable) have been notified of the determination. 

D. Medical Necessity Criteria (MNC) 

Covered services are those medically necessary health care services provided to a member/recipient as 
outlined in the Partners contract with NCDHHS. Medical necessity means the covered services prescribed 
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are based on generally accepted medical practices in light of conditions at the time of treatment. 
Medically necessary services are those that are: 

• Necessary and appropriate for the prevention, diagnosis, palliative, curative or restorative 
treatment of a medical, mental health or substance use condition 

• Compatible with the standards of acceptable medical practice in the community 
• Consistent with Medicaid policies and national or evidence-based standards, NC Medicaid and 

DMH/DD/SAS defined standards or verified by independent clinical experts at the time the 
procedures, products and the services are provided 

• Provided in the most cost effective, least restrictive environment that is consistent with clinical 
standards of care and the severity of the symptoms, i.e., not provided solely for the convenience 
of the member/legally responsible person, the provider, or the facility providing the care 

• There must be no other effective and more conservative or substantially less costly treatment, 
service and setting available  

• Not for experimental, investigational, unproven, or solely cosmetic purpose 
• Furnished by or under the supervision of a practitioner licensed (as relevant) under state law in 

the specialty for which they are providing service and in accordance with Title 42 of the Code of 
Federal Regulations, the Medicaid State Plan, the North Carolina Administrative Code, Medicaid 
medical coverage policies and other applicable federal and state directives 

• Sufficient in amount, duration, and scope to reasonably achieve their purpose 
• Reasonably related to the diagnosis for which they are prescribed regarding type, intensity, 

duration of service and setting of treatment 
• Provided in accordance with a Person-Centered Plan, which is based upon a comprehensive 

assessment and developed in partnership with the member/legally responsible person, and the 
community team 
 

As part of the UM program, Partners maintains a referral and prior authorization process with the 
member-selected or assigned Advanced Medical Home/Primary Care Provider (AMH/PCP). Partners 
conducts prior authorization reviews using current clinical documentation, considers the individual clinical 
condition and health needs of the member. Partners may require a referral for any medical services not 
provided by the AMH/PCP except where specifically provided in the NCDHHS contract and in federal and 
state statute and regulations. 

Medical necessity determinations are made by appropriate professionals and include decisions about 
covered benefits defined by Partners including inpatient and outpatient services, as listed in the summary 
of benefits and care or services that could be considered either covered or non-covered, depending on the 
circumstances.  

Covered benefits may include but are not limited to the following with associated coverage limitations: 

• Ambulatory surgical services  
• Audiology services  
• BH crisis stabilization 
• BH day treatment 



 

Utilization Management Program Policy   14 
 

• BH intensive outpatient treatment 
• BH outpatient services 
• BH partial hospitalization 
• Childbirth education services 
• Dental services 
• Durable medical equipment 
• Early and periodic screening, diagnostic and treatment services 
• Emergency transportation services 
• Family planning services 
• Federally qualified health center services 
• Home health services 
• Hospice services 
• Inpatient hospital services 
• Laboratory and radiological services 
• Nurse midwife services 
• Nurse practitioner services 
• Nursing facility services 
• Obstetrical services 
• Occupational therapy services 
• Optometric services 
• Orthotic and prosthetic services 
• Oral surgery 
• Outpatient hospital services 
• Pharmacy services 
• Physical therapy services 
• Physician services 
• Podiatric services 
• Pregnancy-related services 
• Private duty nursing services 
• Psychiatric residential treatment 
• Rural health clinic services 
• Speech therapy services 
• Substance abuse services  
• Swing bed services 
• Targeted care management  
• Transplants 

 
E. Level of Care and Service Decision Support Tools: 

Partners uses evidence-based decision support tools to authorize services. This includes level of care and 
service decision support tools to ensure members/recipients receive the right care, in the right facility, at 
the right time, for the right duration. Decision support tools include: 



 

Utilization Management Program Policy   15 
 

• McKesson InterQual Criteria. InterQual® provides a consistent, evidence-based platform for 
decisions that promote appropriate use of services and improved health outcomes. 

• Level of Care Utilization System/Child & Adolescent Level of Care Utilization System 
(LOCUS/CALOCUS); American Society of Addiction Medicine (ASAM), which is part of the NC 
Medicaid-standardized SAR form and Child and Adolescents Needs and Strengths (CANS). Supports 
Intensity Scale (SIS™) and North Carolina Support Needs Assessment Profile (NCSNAP) for 
Individuals with Developmental Disabilities (I/DD), which are widely recognized assessments that 
measure the level of supports required by people with disabilities to lead normal, independent, 
quality lives in their home communities.  

• Initial Intermediate Care Facility (ICF-IID) Level of Care Form and supporting psychological testing 
and/or medical evaluations are used to establish eligibility for Innovations and ICF-IID services.  

• NCDHHS Clinical Policies and service definitions, which are the clinical basis for description of the 
service, populations, and disabilities eligible for the service, in addition to service admission, 
continuing care, and discharge criteria.  

• Practice Guidelines: Adopted from the American Psychiatric Association (www.psychiatry.org/),the 
American Academy of Child and Adolescent Psychiatry (www.aacap.org), the American Academy of 
Pediatrics (www.aap.org), the American Medical Association (www.ama-assn.org), the American 
Hospital Formulary Service Drug Information (www.ahfsdruginformation.com), UpToDate 
(www.wolterskluwer.com) for most commonly occurring categories of diagnoses (including but not 
limited to Adult and Child Preventive Health, Asthma, Prenatal Care, Diabetes, Lead Screening, 
Sickle Cell, Immunizations, and ADHD/ADD Guidelines for both adults and children). The guidelines 
are adopted by the Partners CAC and are available to providers on the Partners website 
(www.partnersbhm.org). Practice Guidelines are based on research and acceptance as an evidence-
based practice or commonly accepted practice by professionals in the behavioral health field.  

• Comprehensive Clinical Assessment (CCA) as defined by the NC Medicaid, DMH/DD/SAS and 
supporting evaluations such as a psychological evaluation or psychiatric evaluations. The CCA 
assesses the individual’s presenting mental health, substance use or developmental disability 
conditions and symptoms that provide the basis for development of the person-centered plan. The 
CCA affirms medical necessity for the identified treatment recommendations and services. The 
current edition of the Diagnostic Statistical Manual of Mental Disorders is the reference resource 
utilized to establish the member’s diagnosis, which guides the choice of services and level of care.  

• Person-Centered Plan/Individual Support Plan/Treatment Plan: This process is the basis for the 
member to establish individual goals and strategies to meet those goals. It includes community 
resources and natural resources in addition to the paid services that the member needs. A 
comprehensive crisis plan is also part of the person-centered plan/individual support plan. UM 
reviews the plan, supporting assessments and documentation and service requests to determine if 
the services requested are supported in the plan. UM also identifies indicators of how the services 
are working and what progress has been achieved with each revision or new annual plan. 
 

F. The Innovations Waiver 

The North Carolina Innovations Waiver is a resource for funding services and supports for people with 
intellectual and other related developmental disabilities that are at risk for institutional care in an 

http://www.psychiatry.org/
http://www.aap.org/
https://partnersbhm.sharepoint.com/sites/tpi/Shared%20Documents/04%20Document%20Review%20Process/04%20Marketing%20&%20Communication%20Review/www.ama-assn.org
https://partnersbhm.sharepoint.com/sites/tpi/Shared%20Documents/04%20Document%20Review%20Process/04%20Marketing%20&%20Communication%20Review/www.ahfsdruginformation.com
https://partnersbhm.sharepoint.com/sites/tpi/Shared%20Documents/04%20Document%20Review%20Process/04%20Marketing%20&%20Communication%20Review/www.wolterskluwer.com
http://www.partnersbhm.org/
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Intermediate Care Facility for individuals with Intellectual/Developmental Disabilities (ICF-IID). The NC 
Innovations Waiver is funded by a Medicaid Home and Community-Based Services Waiver granted by CMS 
under Section 1915 (c) of the Social Security Act. 

NC Clinical Coverage Policy 8P provides guidance to UM regarding establishing ICF-IID Level of Care on an 
annual basis, types of support options available and outlines the responsibilities of the MCO as well as the 
member. 

Initial Level of Care as ICF-IID is reviewed and approved by the Partners’ Chief Medical Officer or designee. 
This is based on a diagnosis of intellectual disability or a condition closely related to I/DD. An intellectual 
disorder is supported by psychological testing, which is completed by a licensed psychologist or licensed 
psychological associate within five years for adults and three years for children. If the condition is a 
medical diagnosis other than or in addition to an intellectual disorder, it must be supported by a current 
physician’s evaluation. The member must have substantial limitations in three or more major life activities 
as follows: 

• Self-Care 
• Receptive and expressive language 
• Learning 
• Mobility 
• Self-direction 
• Capacity for independent living 

This waiver provides the opportunity of self-determination, which empowers the individual’s ability to 
have control over selecting services and or supports that meet their unique needs. The models that are 
available to members/recipients in the Partners’ area are Agency with Choice and Employer of Record. 

The Agency with Choice model allows the member/legally responsible person to work with an agency that 
agrees to hire employees referred by the member/legally responsible person. This is a partnership 
between the member and an employer in supervision and management of the employee. 

The Employer of Record model is the participant direction option by which the individual exercises choice 
and control over individuals who furnish waiver services authorized in the service plan. Under employer 
authority, the individual may function as the co-employer (managing employer) or the common law 
employer of workers who furnish direct services and support to the individual.   

The traditional option of Provider of Services continues to be available. The member/legally responsible 
person can choose the agency and has choice of the staff available among the employees of that agency. 
The provider agency is the employer of staff. 

Requests for services are documented on the Individual Support Plan (ISP) and are based on psychological 
testing, CCA, Supports Intensity Scale (SIS™), Risk/Supports Needs Assessment (RSNA) and/or other 
specialist evaluations as appropriate. The member/legally responsible person is a participant in the 
treatment planning as well as any other supports that are available. 
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The ISP should be comprehensive. It should reflect the member’s vision of where they want to be and 
address strengths and abilities to achieve their wants and support needs through goal setting. The plan 
should be inclusive of a crisis plan, behavioral plan if necessary and back-up plan for supporting the 
member when their primary staff is unavailable. 

The service request will be made through entry of a SAR in the system and attachment of the required 
documentation to support the plan. The plan can be developed and submitted to begin the first day of the 
month following the birth month. The I/DD UM Team has 14 calendar days to review the request and 
communicate a decision; an additional 14 calendar days can be allowed if the provider or member/legally 
responsible person requests the extension and/or Partners demonstrates to DHB that there is need for 
additional information and the delay is in the best interest of the member. Services must be approved 
within a total of 28 days of the request. An Innovation Wavier participant must have an approved ISP by 
the first day of their plan year to prevent the member from losing their Innovations Waiver designation. 

G. Utilization Management/Utilization Review (UM/UR) Activities: 

UM/UR includes a performance analysis of how the provider network is delivering and utilizing services. 
Service utilization management consists of multiple tools, including, but not limited to: 

• Initial authorization 
• Concurrent reviews of all requests for selected services 
• High-cost services 
• Prolonged program lengths of stay, or random samples of all services 
• Analysis of grievances and appeals 
• Ongoing monitoring and analysis of provider network service utilization trends 

Proper program review will reveal patterns in overutilization, underutilization and inappropriate utilization 
of services across the provider networks’ service continuum. UM staff provide quality review, in addition 
to the review of requests for services. Quality review activities include, but are not limited to, review of 
the quality of documentation from providers, health and safety, gaps in services, serious medical issues 
that are not being addressed, and whether the member is benefiting from the service. 

Individual Case Reviews 

For all PA requests, we ensure that staff have the expertise to make an appropriate determination. 
Partners’ integrated UM process is supported through data-sharing, integrated clinical leadership and 
integrated oversight. Our UM process supports a holistic look and note alternative treatments or supports 
that may be appropriate in light of the individual’s clinical and other support needs. UM staff consider 
member/recipient whole health needs. For example, if a member/recipient is admitted to an inpatient 
psychiatric facility, we train and alert UM staff to look for co-morbid physical conditions co-occurring with 
and/or triggering the member/recipient’s current condition.  

New services require an initial prior authorization request, on or before the first date of service unless the 
service has a timed pass-through or unmanaged visit. These pass-throughs are often billed directly once 
the service has been provided. For some services, however, there may need to be an administrative non-
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clinical approval in the system. Administrative authorizations are often completed by non-clinical staff and 
entered without submission or review of documentation to facilitate a pass-through. 

Requests for continued authorization of services are expected prior to the end date of the initial 
authorization for treatment. Service authorization requests are compared against service definitions and 
eligibility criteria, clinical practice guidelines as well as length of stay protocols to determine if the 
requested service is the most appropriate level of care for that member/recipient. Service history will also 
be reviewed and considered in the authorization decision. Services that are determined to be overly 
utilized and/or deemed most costly will be reviewed more frequently. 

Utilization review for individual member/recipient cases may be conducted in several ways. The Partners 
UM staff consult with co-located CCH staff when evaluating requests for PA, particularly for requests 
related to members/recipients with complex PH and BH needs. In instances where the request is primarily 
related to PH needs, we will rely on CCH’s expertise and appropriate clinical guidelines to determine 
medical necessity. Our medical directors will conduct joint clinical rounds and offer consultations about 
those individuals with complex and co-morbid needs. We will conduct multidisciplinary rounds on a 
weekly basis to closely coordinate care for member/recipients. This approach determines root cause of 
service utilization (e.g., inpatient admission), an appropriate path for discharge or intervention and 
removes level of care barriers. All Partners staff operate under a single set of fully integrated policies 
aimed at operational integration. 

Our UM Nurses and Clinicians participate in inpatient rounds with the CMO and Deputy Chief Medical 
Director. During rounds, the team reviews individuals receiving inpatient care and discusses how to best 
serve individuals with complex needs. Individual-specific discussion facilitates shared understanding and 
discovery of differences or misunderstandings. Issues are then addressed through the rounds process. This 
group learning facilitates continuous evaluation of our inpatient review processes and ongoing 
improvement in delivering UM services to individuals and providers. The CMO and Deputy Chief Medical 
Director make Adverse Benefit Determinations (ABD) during these rounds. In addition, UM staff meet 
weekly with Care Management staff, the CMO and Deputy Chief Medical Director to discuss individuals 
with high-risk of decompensation, share information, consider recommendations and ensure individuals 
are receiving the right services, at the right time and in the right amount to meet their needs. 

Our Care Management/Utilization Management system houses all PH and BH Utilization Management 
authorizations in a single view. The system is fully integrated with our claims system and provides a 
complete view of each individual’s health record, medication history, unmet health-related resource 
needs, claims history, authorizations and Care Plans/Individual Service Plans. All clinicians and service 
providers have access to this single source of member information when considering authorization 
decisions and utilization trends. We integrate our electronic visit verification system into the CM/UM 
platform allowing us to monitor timely service delivery, ensure delivery of authorized LTSS services and 
facilitate efficient claims submission and payment.  

Partners care management evaluates the need for LTSS based on face-to-face functional assessments, 
completed with members/recipients and legally responsible persons through a person-centered planning 
process. Together, they determine resources needed to help members/recipients remain in the 
community. UM reviewers follow state benefit criteria and policies to complete authorizations. Partners 
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has Deputy Chief Medical Directors who have expertise in administering physical health (PH), LTSS, 
pharmacy UM, and PH Medicaid services. 

UM staff receive required integrated care training as it relates to PH, BH, LTSS, TBI and pharmacy needs. 

Valid and Complete Requests 

Providers are required, per contract with Partners, to follow the NC Medicaid and NC DMH/DD/SAS 
guidelines for documentation and records, and any requirements by state or federal statute. Services are 
listed on the NC Medicaid and State Funded Benefit plans, which also provide guidance regarding the 
documentation required for authorization. 

If the request is not a valid or complete request, the UM staff notifies the provider of the missing 
information prior to issuing an Unable to Process (UTP) notification for an invalid request or an 
Administrative Denial for an Incomplete Request. Partners staff will identify the missing information to the 
provider electronically through the UM system and/or telephonically. Failure to submit the information by 
the stated due date may result in an Unable to Process for an Invalid Request without appeal rights or an 
Administrative Denial for an Incomplete Request with appeal rights. 

When information is needed from the provider, UM staff will request the needed information and make 
the authorization decision within the applicable prospective and retrospective timeframes. 

A Valid Request for Medicaid Members and State-Funded Recipients must contain: 

• Member/Recipient Name/Address/Date of Birth (DOB)/Medicaid Identification (MID) 
• Identification of Service or Procedure Code 
• Name and National Provider Identifier (NPI) of Provider to perform service 
• Date the service is requested to begin 
• Consistent information throughout the request (i.e., name and MID matching) 
• Behavioral health diagnosis that is covered by the benefit plan 
• Diagnosis including ICD-10 Code 
• All required signatures on forms required by statute, and/or any documents or forms required by 

State or Federal statute NCQA UM 1 A.3 
• A fully executed contract with Partners 
• Correct service code and dates of service 

 
The SAR will be marked as an Invalid Request and returned as Unable to Process if any of the following 
elements apply: 
 

• Incorrect provider or site name    
• Incorrect site location code  
• Duplicate Requests (the latter of the two to be UTP) 
• Member/Recipient is not enrolled or registered in Alpha     
• Per diem service and dates/units that do not match 
• Service Authorization Request for a service that does not require authorization 
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• Incorrect service code (e.g., requesting ALL for non-therapy package) 
• Service is not in provider contract for requested dates of service 
• Incorrect benefit plan selected (funding source for member or service) 
• Incorrect date ranges and/or units 
• Retrospective request that does not meet criteria in policy 
• Service Exclusions for Adults 
• SAR is submitted more than 30 days prior to the start date (exception of Innovations) 
• Service Exclusion 
• The SAR will be marked as an Incomplete Request and an administrative denial decision is issued if 

any of the requested information (see list below) is not received: 
• Comprehensive Crisis Plan, when applicable 
• CCA where indicated in Clinical Coverage Policy 
• Assessment on file supporting I/DD Eligibility 
• PCP/Service Order/ISP is missing or if the documents are incomplete, missing pages, out of date, 

or services/service units do not match the Innovations budget 
• Attestation Statement for members/recipients required to have Child and Family Team meetings 

or assignment of Treatment Accountability for Safer Communities (TASC) manager 
• Level of Care Forms with valid signatures 
• NCSNAP or SIS™ is missing, expired or pages are missing 
• Goals for requested services 
• Individual Budget (Innovations) that is correct and complete 
• Health Risk Assessment/Risk Support Needs Assessment (Innovations) 
• Documentation for ICF-IID 
• Individual/Family Support Documents (Self-Direction only) 
• Letters of medical necessity, required quotes, MD Orders (Innovations) when required per policy 
• Individual/Family Support Documents (self-direction only, Innovations) 
• All required signatures on forms (PCPs, ISP, Redetermination and Freedom of Statement) 
• Certificate of Need 

*Service Exclusions for Children under 21 years of age and covered by Medicaid must be reviewed under 
Early and Periodic Screening, Diagnostic and Treatment (EPSDT). 

Specialist Reviews 

If the UM Reviewer determines that over or underutilization (by service type, amount or array) is 
occurring, the UM Reviewer shall communicate concerns/recommendations to the requesting provider. 

Services identified as over or underutilized or that are outside of established protocols will have clinical 
consultation with supervisor and/or Chief Medical Officer or Associate Medical Director. The UM reviewer 
provides recommendations and technical assistance to providers either in person, by telephone or in 
writing, if additional guidance is deemed necessary. Members/recipients identified as being at risk of over 
or underutilization of services are discussed at weekly multi-disciplinary/cross-functional team meetings, 
such as High-Risk Case Staffing, where medical staff are present. 
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UM Reviewers will follow the Quality of Care (QOC) Process when a provider shows trends of over or 
underutilization of identified service(s) and/or lack of follow-up from recommended level(s) of care. 
Quality review activities include but are not limited to review of the quality of documentation from 
providers, health and safety, gaps in services, serious medical issues that are not being addressed, and 
whether the member/recipient is benefiting from the service.  

If during the course of a review, the UM Reviewer discovers a serious service delivery problem that 
impacts the immediate health and safety of a member/recipient, the reviewer shall address the situation 
with the provider within 24 hours of when the concern was discovered. The reviewer will staff the case 
with the UM Supervisor, the Chief Medical Officer or Deputy Chief Medical Director and complete a 
Quality of Care Referral Form. The QOC Referral Form shall be forwarded to the Grievance Manager.  

Service Utilization data is reported, reviewed, and analyzed in UM/UR Committee on a quarterly basis. 

Prospective Review 

A prospective review is a review that occurs prior to the delivery of the services. The review may apply to 
the initial request or continuing request for authorization. A prospective review analyzes data and applies 
it to strategic planning activities. Prospective reviews include the review of previous authorizations to 
promote consistency in authorization decisions, evaluate member/recipient responses to treatment and 
provider responses to member/recipient needs. 

Retroactive Review 

A retroactive review may be conducted on: 

• Members/recipients for whom Medicaid was not active at the time of the service but Medicaid 
was approved retroactively to cover the date of services in question 

• Providers whose provider number was issued after delivery of services 
• Members/recipients who may have received out of network services or out of area services. In 

these instances, only the information to make a medical necessity decision will be requested from 
the provider of the service 

Expedited Review 

An expedited review maybe requested by a provider or member/recipient when it is determined that 
adherence to the standard timeframe could seriously jeopardize an individual’s life or health or their 
ability to attain, maintain or regain maximum function. Providers notify the UM department of an 
expedited request by alert in the Utilization Management system. If the request meets expedited criteria, 
the UM department must issue an authorization decision within 72 hours of receipt of request. The 
deadline may be extended up to 14 additional calendar days if the member/recipient/legally responsible 
person or provider requests the extension and/or the Partners UM department requests an extension for 
additional information and can justify to NC Medicaid that the extension is in the best interest of the 
member. 
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Live Reviews 

There are instances in which live utilization reviews are appropriate: 

• Inpatient Reviews: Inpatient providers have the option of a live review, or the inpatient facility can 
use the inpatient review forms that are located on the Partners’ website. 

• Urgent Reviews: There are instances in which submission of written information would not 
address the time frame needed to meet the member/recipient’s needs. Without a live review and 
expedited authorization decision, the delay in access to services could potentially result in the 
member/recipient’s entry into a higher level of care or health and safety risks to the member. 

After-Hours Request for Services 

After business hours, Acute Care Facilities can call and notify Partners UM of an admission to their facility. 
Providers can call the Acute Services Workgroup number at 1-704-842-6434 to inquire about prior 
authorization. Requests for authorization are to be made by entering an electronic SAR in the UM system 
and completing the Inpatient Review Form for initial and continuing care. If unable to submit via the UM 
system, providers may complete a Manual SAR and fax the request to UM Acute Services fax line at 704-
884-2703. 

Clinical Coverage Policy 8B allows a hospital up to 48 hours from the time/date of admission to notify the 
UM Department of the admission. Partners will review SARs that are submitted within 48 hours back to 
the first day of treatment. If medical necessity is met, the request will be approved beginning with the first 
day of admission. When medical necessity is questionable, the request will be reviewed by the Partners 
medical staff. Based on the determination of the Partners medical staff, the request will either be 
approved or denied with appeal rights from the date of admission forward. 

If SARs are submitted after the first 48 hours, Partners will review for the 48 hours prior to the submission 
of the SAR but will not process days prior to the 48-hour time frame unless a retroactive request is 
warranted. Concurrent requests for additional days require a SAR, information as detailed on the Inpatient 
Review Form and any additional requested information be submitted through the provider portal prior to 
or on the last date of the current authorized time frame. 

Special Studies 

Special studies may be conducted each year, or as appropriately indicated by data, to research and 
evaluate the impact of various clinical operations, conditions or situations on the frequency, types and 
quality of services rendered. These studies focus on various patterns of utilization, outcomes for certain 
treatments, or any other emerging issues that impact quality care. The UM/UR Committee will participate 
with the QIC and others in defining these targeted studies. 

These studies focus on various patterns of utilization, outcomes for certain treatments, or any other 
emerging issues that impact quality of care. The UM/UR Committee will participate with the QIC and 
others in defining these targeted studies such as those needed for continuous quality improvement 
processes, which may include Quality Improvement Projects (QIPs), Performance Improvement Projects 
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(PIPs) or ongoing QM Goals. Organizational leaders, managers and/or providers, may submit issues of 
concern to UM/UR Committee members/ for consideration. 

Reversal of Authorization Decisions 

Reversal of authorization means the withdrawal of an authorization previously made, regardless of 
whether the service was delivered. Partners may reverse an authorization under the following 
circumstances: 

• New information is received that indicates that the original authorization was based on false or 
misleading information 

• An alternate funding source is identified that was not in effect at the time of the authorization or 
came into effect during the authorization period and provides coverage for the authorized service 
or an equivalent service 

• It is determined that the authorized service was not provided in a manner consistent with the 
service definition and that the impact of the service has been seriously compromised 

• Any reversal of an existing authorization requires a 10-day notice to the provider and member 

Termination of Authorization 

Termination of Authorization is the shortening of an authorization time frame but not withdrawing the 
services already rendered, and occurs under the following circumstances: 

• New information indicates the member’s condition has changed and the intensity or duration of 
the previously authorized service is determined to no longer be appropriate or medically 
necessary for the member 

• Member terminates services with the provider 
• Partners determines the service has not been provided in a manner consistent with the service 
• Definition and that as a result, the member’s treatment has been compromised 
• Appeal rights will be offered to a member whose services are terminated within a 10-day notice of 

the decision 

Reduction of Authorization Decisions 

Reduction of Authorization refers to a reduction of the amount or intensity of service but not withdrawal 
of authorization for services already rendered when: 

• Member’s condition has changed, and the member’s situation no longer requires the amount or 
intensity of the services 

• Appeal rights apply to any Reduction of Authorization Decision 

Discharge Planning 

Discharge Planning is an activity that facilitates a member’s transfer from one health care setting or level 
of care to another. Providers may consult with UM reviewers regarding resources and level of care. It is 
expected that discharge planning activities are included as part of all authorization requests. 
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H. Aggregate Data Ad Hoc Reports 

Aggregate ad hoc UM reports are generated as needed to identify and analyze trends as 
determined by the specific need/purpose. Data are gathered from a variety of sources 
including findings from concurrent and retrospective reviews, special studies, grievances, and 
appeals. Data may be reported and organized by county, by the 14-county Partners region, by 
program, service provider, primary clinician, level of care, payer, age group, diagnostic group, 
and other categories or combinations of categories to include service types, treatment 
settings, intensities and modes. Aggregate review findings are compiled into reports for the 
purpose of formulating recommendations regarding the overall Partners 14-county region. 
Level of Care reports, service over and underutilization, clinical attributes, or demographic 
data are examples of aggregate data reports. 

SAR decisions for individuals are not determined based on financial matters, although 
significant changes in expected expenditures (at the provider level) are a valid measure to 
prompt examination of utilization patterns and potential causes. Utilization concerns for 
individuals are managed through the UM department in coordination with the member's 
primary clinician may be forwarded to Clinical Leadership Team if there are issues that, that 
may affect a larger segment of the population. Each UM Reviewer’s performance in 
conducting UM activities shall be evaluated in performance reviews not less than annually. 
This will include the ability to apply both clinical and system knowledge to identify issues, 
outliers, and recommend remediation solutions. 

IV. Intra-Departmental Interface 

UM is committed to reviewing practices related to resource utilization, and taking action to 
modify inappropriate, inefficient, or ineffective utilization. Many of the Partners UM functions 
overlap or are reliant on coordination with Care Management, Partners Access, Member 
Engagement, Information Technology, Claims/Reimbursement, Finance and Network 
Management. 

Successful integration among the various functions of Partners is essential for effective and 
efficient management of resources, identification of gaps in service delivery and resolution of 
over and underutilization of services and resources. Interface between UM and other PIHP 
functions occurs through exchange of data, information and reports, joint participation in a 
variety of committees and collaboration in planning, projects, and operational initiatives. 
Intra-agency committees have UM has membership on the Operations Team, which includes 
strategic planning activities as well as addressing current operational issues. Other 
committees that include representation from all departments are Management Team, Budget 
and Contracts, Rate Setting, QIC, UM/UR, QOC, Clinical Operations, CAC and others as the 
need is identified. This intra-departmental collaboration will also ensure required documents 
submitted with Service Authorization Requests reflect the member’s current behavioral, 
physical and/or housing needs. 
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V. Monitoring Activities 

Although the UM Policy identifies specific review activities, it should be noted that all 
member/recipient services and episodes of care are subject to review. Examined data 
includes member demographic and encounter data, clinical documentation, supporting 
service authorization decisions, level of care assignments, service activity logs, claims data, 
grievance/appeal/denial logs, person-centered planning activities, admission and discharge 
data, and the results of other Partners monitoring activities and external audits. Areas of 
Review include: 

Access to Services: 

• Routine/non-emergent Monitoring Frequency 
• Penetration rates by providers (by disability designation/ethnicity/county/age group) 

monthly then quarterly 
• First Responder Emergent Monitoring Frequency 
• Total admissions and readmissions (recidivism rates) to inpatient by primary program, 

monthly 
• Initiation of services for MH/SU (two services in 14 days) 
• Engagement of services for MH/SU (two additional services in 30 days), total denials 

to inpatient by primary program, monthly 

Service Utilization Trends: 

• Outpatient Monitoring Frequency 
• Short-term care in psychiatric facilities (recidivism), appeals, denials/overturn of 

denial decisions Authorization Turn-around Time 
• Retention rates by provider (LOS following provider admission), monthly high-volume 

services by LOC, primary clinician and provider, monthly high cost cases by LOC, 
primary clinician and provider, monthly 

• Over/under service utilization thresholds by service type and LOC and provider, 
quarterly 

• Hospital Length of Stay 
• (b)(3) Services 

Other Monitoring and Review Activities: 

• Targeted reviews of service authorization decisions services/supports requiring 
physician prescription, selected services authorized by service provider 

• Re-authorization of selected high-cost services and member 
• Telephone response statistics: time to answer, call abandonment rates, number of 

calls 
• Number/percentage of enrollees, SU diagnoses and claims 
• Number/percentage of enrollees, MH diagnoses and claims 
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• Number of Medicaid enrollees who received a primary care service from a 
Community Care of North Carolina (CCNC) physician in the previous year as compared 
to enrollees who received an MH/DD/SU service during the current quarter 

• MH/SU utilization: number and percentage of enrollees receiving inpatient, day/night, 
ambulatory, and other support services 

Hours of Operation: 

The UM Department operates from 8 a.m. to 5 p.m., Monday through Friday. In addition, UM 
reviewers for acute services are available 24 hours a day, seven days per week, including 
holidays. Staff can be reached during this time by calling 1-877-864-1454, extension 6436 for 
MH/SU, extension 2605 for I/DD and extension 6434 for Acute Services. The Acute Services 
Team can also be reached directly by dialing 704-842-6434. Routine calls are returned within 
one business day. 

To access after-hours crisis services, members/legally responsible persons and providers 
should call Partners Access 24 hours a day, seven days a week, 365 days a year, at 1-888-235-
4673 (HOPE). 

Utilization Management Staffing: 

For physical health, mental health and/or substance use services, a request for authorization 
review must be conducted by qualified staff, all of whom hold an unrestricted license from an 
appropriate North Carolina licensure board. Staff is expected to operate within their scope of 
expertise. For example, substance use requests will be reviewed by those with experience 
and/or a licensed clinical addiction specialist. 

Licensed Staff: 

Focused specialty training will occur for select staff when it is identified that there is a need 
for expertise or knowledge for specific services or disability groups. The UM staff will include 
those specialties such as medical (e.g., adult, children, geriatrics), substance use, mental 
health, traumatic brain injury and intellectual/developmental disabilities. UM reviewers who 
clinically review mental health and substance use requests for authorization hold one of the 
following licensures: LCMHC, LMFT, LPA, RN, LCSW or LCAS in conjunction with another 
aforementioned license. 

Qualified Professional Staff: 

UM reviewers that review authorization requests for the Innovations Waiver, (b)(3), or state-
funded services that are specifically for Individuals with Intellectual/Developmental 
Disabilities (I/DD) can be certified as a Qualified Professional (QP). These staff have 
documented expertise working with individuals with intellectual/developmental disabilities. 
The QP reviews the request using an algorithm/criterion check sheet to determine if the 
request meets all the required elements. If there is any criterion that is not met or in 
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question, the case must be reviewed by an I/DD licensed clinician. The licensed clinician 
makes a decision to approve the request or send for peer review. 

Administrative Staff: 

The UM team includes administrative staff who do not hold a license or certification. These 
staff can enter and assign SARs for the UM reviewers to review. In some circumstances, a SAR 
may be needed to facilitate a pass through of service. Services with identified pass through, 
do not require a medical necessity review and can be administratively processed by 
unlicensed/non-clinical UM staff operating under the supervision of a licensed UM reviewer. 
In addition, there may be SARs that must be entered to facilitate provider changes, provider 
site/location changes, unmanaged services, service code changes, funding source changes or 
administrative error correction. These SARs require no UM clinical review. The administrative 
staff will enter SARs and/or facilitate the administrative, non-clinical approval. 

Medical Staff: 

UM reviewers who review medical services will be nurses at the RN level. The peer reviewers 
for UM services are MD physicians, board-certified psychiatrists (MD or DO) or a licensed 
clinical psychologist (LP) with a license to practice in North Carolina and expertise in the area 
of review. Services reviewed are based on the credentials of the person ordering their service 
and the expertise of the reviewer. 

Incentives and Quotas: 

There are no incentives given to staff members employed in UM that encourage the denial of 
requests for medically necessary services to any members/recipients, nor are there incentives 
or quotas to deny claims for services received. Providers do not receive any incentives to 
reduce the number, or amount of their requests. Members/recipients are full participants in 
treatment planning. Members/recipients are educated on services available and encouraged 
to request the services they believe they need, in the amount and duration desired. If the 
request is not approved in full, appeal rights are issued.  

All employees are required to request approval for any secondary employment. UM staff are 
prohibited from being employed by a contracted provider or any other agency that could 
possibly result in a conflict of interest in performing their role in the Partners UM department.  

Training Plan: 

All staff receive general training that is part of orientation to the agency. In addition, there is 
UM-specific training, which includes: 

• Clinical policy and services definitions 
• ASAM LOCUS/CALOCUS CANS 
• Current Diagnostic Statistical Manual 
• Due Process 
• Person Centered Plan Training 
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• EPSDT 
• Notice of Adverse Decision/Clinical Rationale Training 
• Clinical Practice Guidelines 
• Best Practice/Evidence-Based Practices 
• Clinical Documentation 
• State Funded and Medicaid Benefit Plan 
• Medical Necessity 
• Agency Policies and Procedures Requirements of current accrediting body  
• Resiliency 

Staff receive live supervision and shadow other UM reviewers, who have been deemed 
qualified independent UM reviewers, until they have a knowledge of the criteria for service 
authorization. UM supervisors provide ongoing oversight of the job performance on a daily 
basis for every UM reviewer. This includes individual feedback, staff meetings and case 
consultations. All UM reviewers receive individual supervision at least once per month. 
Reports are used to monitor productivity. Reviews of documentation of UM decisions are 
completed for each staff person. 

Disaster Plan: 

UM employees have access to workstations in each of the Partners locations. Should there be 
a disaster that affects one or more of the locations, the Partners phone system can forward 
calls to another location or to staff residence or off-site locations that are available to allow 
Partners Access and/or UM to continue functioning if a Partners site is not operable. Partners 
also has a contract with Hosted Broadcast Notification system, which can notify all staff by 
email, text or phone both at the office and at staff residences in the event that there is an 
emergency situation or closure of any site. Staff can also receive direction on how to proceed 
with their daily operations at another location. Whether an employee is working in the office 
or remote, there is the capacity to forward telephones to any location. The UM authorization 
system is a web-based program, which can be accessed from any computer. 

A. Collaboration with Quality: 

Annual Evaluation of UM Program 

Under the oversight of the Chief Medical Officer, the Quality Director and the UM Director will 
be responsible for coordinating activities for the annual evaluation and ensuring completion 
of the annual report. Changes made to the UM program during the year will be updated and 
reflected in the program description. Results of the report will be shared with clinical 
leadership, including the Chief Medical Officer and Deputy Chief Medical Director. 
Recommendations to change the UM program for the next year will be documented in the 
report. 

To determine if the Utilization Management (UM) Program remains current and appropriate, 
the Chief Medical Officer will review: 
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• The program structures 
• The program scope, processes, information sources used to determine benefit 

coverage and medical necessity 
• The level of involvement of the senior-level physician and designated behavioral 

healthcare practitioner in the UM program 
• Provider satisfaction survey responses 
• Member satisfaction survey responses 
• Review of Committee Structure 
• UM Program workplan, including Key UM Initiatives 
• Workforce planning 
• Review of Clinical Practice Guidelines 
• Review of Screening Program 
• Review of Pediatric Transitions 
• The UM Program is updated following the annual evaluation NCQA UM 1 C 

Continuous Quality Improvement 

The Quality Management department ensures that all aspects of the contracted agency 
operations are linked to a continuous quality improvement process. They provide education 
to providers and work to ensure that all providers are informed about quality of care and 
quality of services standards. They also receive and review all significant incident reports. If a 
Utilization Management staff learns of a significant incident that took place at a provider site, 
the UM staff will collaborate with the provider and the Quality Management department. 

The Quality of Care process allows UM reviewers to document quality of care concerns, 
including inconsistent, potentially harmful and/or non-routine care or treatment. UM 
reviewers have frequent contact with providers and quickly become aware of the strengths 
and challenges of each. 

The Quality of Care (QOC) process has the oversight of the Chief Medical Officer/designee and 
trends are reported to the QOC Committee. If during the course of a review, a UM reviewer 
discovers a serious service delivery problem, which impacts the immediate health and safety 
of a member, the reviewer shall immediately address the situation with the provider, the UM 
supervisor, the Chief Medical Officer or Deputy Chief Medical Director and complete a Quality 
of Care Referral Form. The QOC Referral Form shall be forwarded to the grievance manager. 
NCQA UM 1 A.3 

VI. Definitions applied by Utilization Management 

Unless otherwise defined in or contrary to controlling authorities (e.g., contracts, statutes, 
regulations, NCDHHS requirements and guidance), the following terms are defined for 
purposes of this UM Policy as follows: 
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Abuse: 

Excessive or improper use of services or actions that is inconsistent with acceptable business 
or medical practice. Abuse refers to incidents that, although not fraudulent, may directly or 
indirectly cause financial loss. Examples include: 

• Charging in excess for services or supplies 
• Providing medically unnecessary services 
• Billing for items or services that should not be paid for by Medicaid 

Adverse Benefit Determination (ABD): 

A decision that adversely impacts a Medicaid member's claim for services due to: 

• Denial or limited authorization of a requested service, including the type or level of 
service 

• Reduction, suspension, or termination of a previously authorized service 
• Denial, in whole or in part, of payment for a service 
• Failure to make a standard authorization decision and provide notice about the 

decision within 14 calendar days from the date of receipt of a standard request for 
service 

• Failure to make an expedited authorization decision within 72 hours from the date of 
receipt of a request for expedited service authorization 

• Failure to provide services within 14 calendar days of the start date agreed upon 
during the person-centered planning and as authorized by UM 

• Failure of Partners to act within 30 calendar days from the date of a request for a 
standard appeal. If it is an expedited appeal it is 72 hours from the date of receipt of 
the request 

• Failure of Partners to provide disposition and notice of a routine local 
grievance/complaint within 30 calendar days of the date of the request. Disposition is 
required within two calendar days for an urgent grievance/complaint 

Appeal: 

Request for a review of an Adverse Benefit Determination (ABD) as defined above. Sometimes 
referred to as a “reconsideration.” It is a due process at the internal Partners level only. 
Should the ABD be upheld in reconsideration, a member has the right to timely contest that 
upheld decision to the North Carolina Office of Administrative Hearings (NC OAH), called a 
State Fair Hearing request.   

Appellant: 

An individual or appeal representative, who is requesting an appeal of an Adverse Benefit 
Determination. 
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Care Management: 

A multidisciplinary, disease-centered approach to managing medical care using outcome 
measures to identify best practices. The purpose of care management is to identify level of 
risk, stratify services according to risk and prioritize members/recipients for services. The 
approach utilizes collaboration of services, systematic measurement and reporting and 
resource management (DHB Contract – Attachment H) 

Clinical Advisory Committee (CAC): 

This committee is a QIC subcommittee whose membership includes senior management 
members, clinical staff, provider representative, and the Chief Medical Officer who meet no 
less than quarterly to provide input into the clinical program, as well as review and approve 
clinical review criteria, and other clinical content materials. The Senior Clinical Staff person 
(Chief Medical Officer) chairs this committee. 

Concurrent Review: 

Review activities that take place during the course of a member’s treatment for the purpose 
of determining if continued treatment is medically necessary and whether services should 
continue as prescribed or should be terminated, changed, or altered (DHB Contract-
Attachment H). 

Continued Stay Review: 

A review conducted after admission and during an episode of care to determine the medical 
necessity and appropriateness of continuing the current level of care (LOC). 

Credentials: 

Documented evidence of licensure, education, training, experience, or other qualifications. 

Crisis Plan/Comprehensive Crisis Plan: 

A crisis plan/comprehensive crisis plan is also part of the person-centered plan. This plan 
assists the provider and those support people identified for the member in preventing and 
addressing crisis situations when/if they occur. 

Discharge Planning: 

The activity that facilitates a member’s transfer from one health care setting or level of care 
to another. Discharge planning begins upon admission into services. 

Effectiveness: 

The degree to which the desired or projected outcome is achieved for the individual. 
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Efficiency: 

The relationship between outcomes (results of care) and the resources used to deliver care. 

Eligibility: 

The determination that an individual meets the requirements to receive health care benefits 
as defined by the payer. 

Encounter: 

A contact (typically face-to-face) between a member and a health care provider during which 
health care services are provided and documented in the individual’s health record. 

Expedited Appeal:       

An appeal of an Adverse Benefits Determination for a service for acute care. An expedited 
review can be requested by a member, recipient, legally responsible person or provider when 
it is determined that adherence to the standard time frame could seriously jeopardize a 
member/recipient’s life or health or their ability to attain, maintain or regain maximum 
function. Because of the immediacy of the condition, the time frames for appeal and 
resolution are shorter than standard appeal process. 

Fraud: 

Generally, an intentional act of deception, misrepresentation or concealment in order to gain 
something of value. Examples include: 

• Billing for services that were never rendered 
• Billing for services at a higher rate than is justified 
• Deliberately misrepresenting services, resulting in unnecessary costs to the Medicaid 

program, improper payments to providers or overpayments 

Suspected fraud, waste and abuse (FWA) by members, recipients, providers or others are 
referred to the Partners Program Integrity Department for further investigation and 
appropriate action. 

Indicator: 

A defined, measurable variable used to monitor the quality or appropriateness of an 
important aspect of member care or service. Indicators can be activities, events, occurrences, 
or outcomes for which data can be collected to allow comparison with a threshold, a 
benchmark or prior performance. A measure used to determine, over time, an organization’s 
performance of functions, processes, and outcomes. 
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Individual Service Plan (ISP): 

This is used by Innovations waiver recipients only. This document identifies the needs and 
goals of the individual beneficiary and the medical necessity, amount, duration, and scope of 
the services and supports to be provided. 

Length of Stay (LOS): 

A term commonly used to measure the duration of a single episode of care. Care may be in an 
inpatient, residential or outpatient treatment setting or program. A popular statistic 
associated with length of stay is the average length of stay (ALOS), calculated by dividing the 
sum of days in an episode of care by the number of members/recipients admitted with the 
same diagnosis-related group classification. 

Level of Care (LOC): 

A designation given to a standardized package of services designed specifically to match the 
expected type, amount, and duration of supports/services for a behavioral health condition. 

Medically Necessary/Medical Necessity: 

A determination that a specific service is medically (clinically) appropriate, necessary to meet 
an individual’s needs, consistent with the person’s diagnosis, symptomology, and functional 
impairments, is the most cost-effective option in the least restrictive environment and is 
consistent with clinical standards of care. Medical necessity of a service shall be documented 
in the individual service plan or person-centered plan.  

Mental Health Condition: 

The term used to describe an individual with a mental illness, serious emotional disturbance, 
developmental disability, or co-occurring substance use disorder. 

Monitoring Activities: 

Reviews that are repeated periodically during the normal course of operations. Monitoring 
activities may occur to ensure corrective actions are undertaken or when no specific problems 
have been identified but are conducted to confirm ongoing compliance. 

Norm: 

Means a pattern of performance in the delivery of health care services that is typical for a 
specified group. Also means numerical or statistical measures of average observed 
performance in the delivery of health care services. 

Outcome: 

The result of actions on people, systems, and communities. 
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Outlier: 

An observation in a distribution that falls significantly outside the range of most of the data. 

Overutilization: 

Unnecessary or excessive rendering of services by providers. Provision of services that are not 
clearly indicated or provision of services that is inconsistent with sound fiscal, business, or 
clinical/medical practices. Overutilization of services results in an unnecessary cost to the 
Medicaid or State-funded program, or in reimbursement for services that are not medically 
necessary or that fail to meet professionally recognized standards for health care.  

Peer Review for UM: 

The review by a peer reviewer to determine if a request meets medical necessity for approval 
of service authorization or warrants an adverse decision. 

Person-Centered Plan: 

This is the basis for the enrollee to establish individual goals and strategies to meet those 
goals. It includes community resources and natural resources in addition to the paid services 
that the enrollee identifies as needing. 

Penetration Rate: 

Medicaid members/recipients use of healthcare services from the public health system. It is a 
measure of the percentage of Medicaid eligible individuals for which a provider was paid who 
received at least one managed Medicaid service. Information about penetration rates is 
required by CMS. 

Preadmission Review: 

Review prior to an individual’s admission to a hospital or other service to determine for 
payment purposes the reasonableness, medical necessity, and appropriateness of placement 
at the appropriate level of care. 

Prior Authorization 

The process of obtaining coverage approval for a service/support, item or medication prior to 
being provided/supplied. Without such prior authorization, the service/support, item, or 
medication is not covered or reimbursed. 

Profile: 

Aggregated data compiled in formats that display patterns of health care services over a 
defined period of time. 
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Profile Analysis: 

Review and examination of profiles to identify and consider patterns of health care services. 

Prospective Review: 

Review for appropriateness of admission to service prior to receiving services. 

Provider: 

A practitioner, group practice, program or facility credentialed within a recognized health care 
discipline and involved in providing the services of that discipline to individuals. 

Provider Network: 

Entities from which administrative functions and/or direct clinical services are purchased. The 
Provider Network includes Inpatient and crisis facilities, Behavioral Health Agencies, Primary 
Care Physicians, independently licensed practitioners, and other provider entities that are 
eligible to subcontract with Partners. 

Provider Profiling: 

An essential mechanism by which organizations use aggregate data and information about 
providers in their networks to assess various attributes about the care provided. The 
collection of data associated with profiling allows Partners to assess performance of clinicians, 
programs and services. The intent of such a process is to identify opportunities for 
improvement and support activities that allow services to be provided in a more efficient and 
effective manner. Profiling covers multiple areas such as: 

• Competency of providers to provide care 
• Accessibility to services 
• Safety of the environment in which services are provided  
• Continuity of care 
• Effectiveness and efficiency of treatment 
• Satisfaction of individuals and family members/recipients with services 

Quality: 

A judgment related to the degree of excellence achieved through the provision of service. The 
most fundamental evaluation of quality is how well the individual achieves their desired 
outcomes from participating in the service. 

Quality Improvement (QI): 

A systematic approach to the continuous study and improvement of processes within an 
organization providing health care services. 

  



 

Utilization Management Program Policy   36 
 

Quality Improvement Committee (QIC): 

The UM department presents its reports and findings to the QIC Committee. This committee 
meets no less than quarterly with the purpose of improving services by monitoring processes, 
implementing interventions to improve, and evaluating the effectiveness of those 
interventions. The committee membership includes senior clinical staff, management 
representatives of the organization and community participants. The QIC is responsible for 
providing guidance to staff on QM priorities and projects and how they relate to the UM 
program, to monitor and document key performance measures that are quantifiable and used 
to establish acceptable levels of performance, including a baseline and at least an annual re-
measurement. It is responsible for evaluating the effectiveness of the QM program annually. 
The QIC also utilizes sub-committees to fulfill its role. The UM/UR Committee reports to the 
QIC. NCQA UM 1 A.1 

Referral: 

The sending of an individual: 

• From one clinician to another clinician or specialist 
• From one setting or service to another setting or service 
• By one physician (the referring physician) to another physician (or some other 

resource) either for consultation or care 

Retrospective Review: 

Review following service provision to assess the appropriateness, necessity, quality, and 
reasonableness of health care services provided for the purpose of authorization. 

Screening: 

Brief assessment to determine initial eligibility for and urgency of care/treatment to be 
provided. This can be by telephone or face-to-face or review of documentation. 

Service Authorization Request (SAR): 

SAR includes the assessment, treatment plan and unique member identification information 
that might be required to request authorization for a particular services or level of care. 

Service Package (SP): 

A standardized set of services that are available to an individual authorized to receive them. 

Underutilization: 

Failure to provide appropriate and/or medically necessary services, or provision of a lower 
quantity or level of services than recommended or than is usually considered sufficient or 
needed. 
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Utilization: 

The extent to which individuals use health care services and expressed as patterns or rates of 
use. Utilization rates are established to help in comprehensive health planning, budget 
review, and cost containment. Utilization can be expressed in a variety of ways: 

• Patterns or rates of use of a single service or type of service, e.g., hospital care, 
physician visits, prescription drugs 

• The extent to which individuals (or members/recipients of a covered group) use a 
program or obtain a service, or a category of procedures, over a given period of time 
(This is usually expressed as the number of services {by reporting unit, e.g., units or 
encounters} used per year or per numbers of people eligible for services). 

Utilization Management: 

Per NCQA, UM is “Evaluating & determining coverage for and appropriateness of medical & 
behavioral health care services, as well as providing needed assistance to providers and 
patients, in cooperation with other parties, to ensure appropriate use of resources.” UM 
describes proactive procedures such as: discharge planning, concurrent planning, 
precertification, and clinical case appeals. It also covers proactive processes such as: 
concurrent clinical reviews, peer reviews, as well as appeals introduced by the provider, 
payer, or member. 

Utilization Management/Utilization Review (UM/UR) Committee: 

The UM/UR Committee is a standing subcommittee of the overall QIC, which meets no less 
than quarterly. Membership includes the Chief Medical Officer, UM director, senior clinical 
staff, representation from, provider community and senior management members. This 
committee is responsible for implementing and monitoring the Partners UM Policy. The 
purpose of the committee is to monitor utilization of clinical resources and provide supports 
that ensure services are used only for authorized purposes, uniformly available to eligible 
people, and are provided in an effective and efficient manner. 
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