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CONTRACT LANGUAGE:   
 
2.12 Utilization Management 
 
2.12.5.2 The contractor shall ensure that only licensed clinical professionals with appropriate 

clinical expertise in the treatment of an Enrollee’s condition or disease and training in 
the use of any required assessments shall determine Service Authorization request 
denials or authorize a service in an amount, duration or scope that is less than 
requested.  

 
2.12.5.2.1 The individual making determinations shall attest that no adverse determination will 

be made regarding any medical procedure or service outside of the scope of the 
individual’s expertise 

 
 
DEFINITIONS: 
 
Adverse Benefit Determination – Any of the following: 

• The denial or limited authorization of a requested service, including, but not limited to 
determinations based on the type or level of service, requirements for medical necessity, 
appropriateness, setting, or effectiveness of a covered benefit. 

• The reduction, suspension, or termination of a previously authorized service. 
• The denial, in whole or in part, of payment for a service. 
• The failure to provide services in a timely manner, as defined by the State. 
• The failure of an MCO to act within the timeframes provided in 42 C.F.R. §438.408(b)(1) 

and (2) regarding the standard resolution of grievances and appeals. 
• The denial of an enrollee’s request to dispute a financial liability, including cost sharing, 

copayments, premiums, deductibles, coinsurance, and other enrollee financial liabilities 
 
Service Authorization – A utilization management activity that includes pre-, concurrent, or 
post review of a service by a qualif ied health professional to authorize, partially deny, or deny 
the payment of a service, including a service requested by the Enrollee. Service authorization 
activities must consistently apply review criteria.  
 
Utilization Management (UM) – Refers to the process to evaluate the medical necessity, 
appropriateness, and efficiency of the use of health care services, procedures, and facilities. 
Utilization Management is inclusive of utilization review and service authorization. 
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PURPOSE:   
 
This policy applies to the documentation by Medical Directors for review of Behavioral Health 
and Physical Health inpatient and outpatient authorizations, services, and procedures for all 
eligible Humana Healthy Horizons in Louisiana (Plan) members.  
 
When a UM clinician is unable to approve a request for services as the current clinical does not 
meet medical necessity criteria in whole or part, appropriateness, setting, effectiveness of a 
covered benefit, the case must be reviewed by a MD. Only a Louisiana licensed MD with the 
appropriate clinical expertise in the treatment of an Enrollee’s condition or disease and training 
can render a denial or partial approval of services.  
 
 
POLICY AND PROCEDURE: 
 
Policy:  
Only Louisiana licensed MD’s with appropriate clinical expertise in the treatment of an Enrollee’s 
condition or disease and training can render a denial or partial approval of services. The 
individual making the determination will attest that no adverse determination is being made on 
any medical procedure or service outside of the scope of their expertise. 
 
Procedure: 
The UM clinician completes a clinical review peer process and if is unable to approve the case 
in the full scope of the requested service, including, but not limited to determinations based on 
the type or level of service, requirements for medical necessity, appropriateness, setting, or 
effectiveness of a covered benefit, they will forward to the appropriate Medical Director for 
review.  
 
Prior to sending to the Medical Director, ensure the following have been completed:  

• Full clinical review is documented to include appropriate criteria (ensure diagnosis is 
accurate, and criteria affiliated with review align with initial/updated diagnosis and 
procedures when applicable).  

• For Continued Stay Reviews, variances are well documented about why the case is not 
meeting criteria and requires MD review.  

 
The Medical Director will receive a task or route to the LA Medicaid BH MD or LA Medicaid MD 
queue (BH MD for all BH routes/tasks and all PH to the MD queue). 
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Routes and Tasks will be prioritized as Urgent for all inpatient reviews and Medium for 
outpatient reviews. The clinician will ensure the Due Date and Time is set to comply with the 
required turnaround times. 
 
1) The MD reviews the case using the appropriate criteria and checks the Notes text box for 

any other pertinent information regarding the review outside of medical necessity criteria.  
 
2) They will review the clinician’s rationale to support recommendation. This includes what 

criteria was NOT met for the clinician to be able to approve the request.  
 
3) For any service or code that is on the LA MD mandatory review list:  

• If the authorization meets medical necessity, the clinician will check “Able to Authorize” 
and document this is on the LA MD mandatory review list. 

• If the clinician is not able to approve, the clinician will check Clinician Applied Clinical 
Criteria Correctly  

 
 
4) If the MD has questions regarding the review and cannot reach the clinician completing the 

review, Team Member Details can be viewed. 
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5) For any reviews completed through a questionnaire, the questionnaire can be accessed to 
review medical necessity criteria specific to the authorization request by clicking on View 
Auth Q&A. 

 
 
6) Review the gold mark to determine exactly what caused the request to pend.  
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7) Blue Hyperlinks can be reviewed for more information to support medical necessity:  
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8) In addition to links, Show Help can be selected for more information:  
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9) After reviewing all applicable information from the clinician and making a determination:  
• Select your name in the Physician Reviewer Signature box,  
• Select your Determination,  
• Document in a detailed narrative at a 6th grade reading level to include specifics 

as to why the request does not meet medical necessity  

 
 
10) The attestation is completed by selecting the “Other Information” section.  

• The MD shall complete by stating “I attest this adverse determination is within the 
scope of my license, training and expertise”, followed by their name.  

• Save 

 
11) After completing the review, the MD can go back to the task or route and Change 

Ownership to the clinician that sent the clinical review. 
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This completes the process.  
 
 
ADDITIONAL RESOURCES:   
 
UM Decision Making Tool – Choosing Correct Criteria 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
VERSION CONTROL: 
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DISCLAIMER:  
  
Humana follows all federal and state laws and regulations.  Where more than one state is 
impacted by an issue, to allow for consistency, Humana will follow the most stringent 
requirement.  
  
This document is intended as a guideline.  Situations may arise in which professional judgment 
may necessitate actions that differ from the guideline.  Circumstances that justify the variation 
from the guideline should be noted and submitted to the appropriate business area for review 
and documentation.  This (policy/procedure) is subject to change or termination by Humana at 
any time.  Humana has full and final discretionary authority for its interpretation and 
application.  This (policy/procedure) supersedes all other policies, requirements, procedures or 
information conflicting with it.  If viewing a printed version of this document, please refer to the 
electronic copy maintained by CMU to ensure no modifications have been made.  
  
NON-COMPLIANCE:  
  
Failing to comply with any part of Humana’s policies, procedures, and guidelines may result in 
disciplinary actions up to and including termination of employment, services or relationship with 
Humana.  In addition, state and/or federal agencies may take action in accordance with 
applicable laws, rules and regulations.  
  
Any unlawful act involving Humana systems or information may result in Humana turning over 
all evidence of unlawful activity to appropriate authorities.  Information on handling sanctions 
related to non-compliance with this policy may be found in the Expectations for Performance, 
and Critical Offenses policies, both of which may be found in the Associate Support Center via 
Humana’s secure intranet of Hi! (Workday & Apps/Associate Support Center).  
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