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POLICY:

FOCUS Health (FH) has developed an internal information management software solution known as the
Review Management System (RMS). The RMS provides a secure environment for referring entities (our
clients) to submit cases via the internet using a web browser. Once submitted, FH reviewers are
automatically notified of assigned cases via e-mail and/or cellphone text messages. The FH reviewer then
logs into the secure system via web browser in order to view the case information and referring entity
criteria, guidelines and other clinical resources.

A key objective of utilizing such a system is to omit the use of paper-based clinical documents so as to
increase security and compliance with HIPAA regulations.

The following information must be received by the client-company (referring entity) for review:
• The level of care and dates of service requested
• The type of review and timeframe for completion
• The covered person’s clinical information and medical records (unless otherwise prohibited by state
or federal regulation)
• The attending provider’s recommendation
• The terms of coverage under the covered person’s health benefit plan
• Information accumulated regarding the case prior to its referral for review, including rationale for
prior review determinations
• Alternative levels of care available in the member’s area and covered by the member’s benefit plan
• Clinical review criteria and/or medical policy developed and used by the insurance issuer or group
health plan
• Medical or scientific evidence.

All case reviews are conducted by qualified, appropriately licensed Peer Reviewers.  Decisions to deny a
service authorization request or to authorize a service in an amount, duration, or scope that is less than
requested, must be made by a qualified, appropriately licensed peer reviewer who has appropriate clinical
expertise in treating the Member’s condition or disease. Peer reviewers from appropriate medical and
surgical specialties shall be accessible and available for consultation as needed.

Upon login, the reviewer is presented with all outstanding cases to be processed. The system only reveals
cases that the reviewer has assigned to him/her. By clicking on a case, the FH reviewer is presented with
all information provided by the referring entity care manager. Patient demographic information is displayed,
as is the facility, requested admit date, level of care requested, attending/designee name and phone
number, the type of review (precertification/concurrent), the case categorization (initial, appeal,
retrospective, reconsideration), patient’s medical records known as the HPI (history of present illness), the
reason for referral (medical necessity, quality of care concerns, etc.) and any additional notes
or requests that the care manager has made to the reviewer.

The RMS provides a venue for the following information to be securely processed by FH reviewers:
A. The patient’s medical records are clearly documented in the online form. This is a text field which
allows the reviewer to scroll up and down through the text, much as a user would utilize a word processor.
In addition to text that has been hand-typed (or copied and pasted from internal clinical management
systems within the referring entity), the system provides a mechanism for care managers to upload clinical
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information. This mechanism provides the referring entity care manager the ability to select multiple
electronic documents (PDF files, TIFF scans, Microsoft Word documents, etc.) and upload them to the
case for permanent storage in the system. The left of the form is where medical records of the member are
stored.
B. The attending physician (provider) recommends a level of care to which the member (patient)
should be admitted. Numerous levels of care are possible, depending on the insurer. Levels of care may
include inpatient hospitalization, intensive outpatient, partial hospitalization, rehabilitation or outpatient
services to the member. On the electronic form in the RMS, the level of care requested is documented in
the upper section of the form.
C. The referring entity care manager specifies the available alternative levels of care for the member,
based on the plan he/she is enrolled in. This provides the FH reviewer with the terms of coverage for the
member. In the event of a medical necessity decision where the requested level of care is denied, these
alternative levels of care provide the FH reviewer with applicable levels of care for the member.
D. Based on state or federal regulations, each member is entitled to more than one review in the case
of a medical necessity denial. In the event an initial review is conducted and an appeal is requested, the
appealing reviewer is able to view the initially denied review by simply clicking a button in the review
history  of the RMS. This immediate access to prior reviews, the clinicals thereof, and the rationale behind
the denial on the initial review, provides the reviewer with as much detail as possible to render an
appropriate decision on the appeal.
E. The patient’s medical records are clearly documented in the online form. This is a text field which
allows the reviewer to scroll up and down through the text, much as a user would utilize a word processor.
In addition to text that has been hand-typed (or copied and pasted from internal clinical management
systems within the referring entity), the system provides a mechanism for care managers to upload clinical
information. This mechanism provides the referring entity care manager the ability to select multiple
electronic documents (PDF files, TIFF scans, Microsoft Word documents, etc.) and upload them to the
case for permanent storage in the system. The mid-section of the online form is where clinical records from
the referring entity or provider are stored.
F. So as to provide FH reviewers with access to criteria and guidelines from the referring entity, the
RMS provides the health benefit plans’ criteria and guidelines for determining medical necessity decisions
for their members.
G. As needed, FH reviewers also have access to clinical practice guidelines and criteria that are
evidence-based or practice guidelines or criteria from the federal government or nationally recognized
professional associations or societies that have been developed by a peer review or consensus process.
H. When processing a case regarding medical necessity and appropriateness, the organization and its
reviewer(s) consider information pertinent to the case that will include the above as available, unless
otherwise prohibited by state or federal regulation.
I. Medical or scientific evidence(s).

(J)  The Report shall include the titles, qualifications and specialties of the Peer Reviewer whom conducted
the review.  The Peer Reviewer shall attest to his/her current, relevant experience and /or knowledge to
render a determination for the case under review.

(K) The Report shall include a log of all telephonic attempts to reach the requesting provider (when
applicable), the date of the review, the name and credentials of the Peer Reviewer, and documentation of
actions taken and final resolution.

Expedited Case Review

FH provides for an expedited review process that:
1. Is available in cases for which the time frame for completion of a non-expedited review would
seriously jeopardize:
a. The life or health of the covered person; or
b. The covered person's ability to regain maximum function; and
2. Includes written policies and/or documented procedures for:
a. Acting upon expedited cases received and/or processed after hours; and
b. Issuing a determination in writing within forty-eight (48) hours after the date of providing notice, if
that initial notice was not provided in writing.
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Upon completion of a case review, FOCUS shall provide written documentation to the client company that
includes, but is not limited to:

1. The date of the review decision
2. The date of service in question
3. A statement of the specific medical or scientific reasons for denial or reduction of payment
4. The state of licensure, medical license number, and title of the reviewer making the decision.
5. Except for retrospective reviews, a recommendation of the alternative level of care that is medically
necessary.

- END -
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