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through Concurrent Review. 
 
Why does the Plan Conduct Concurrent Review? Outpatient 
Concurrent Review is a component of the Plan’s utilization 
management program. The Medical Director and other clinical 
staff review services for the following reasons: 
 
 to detect and better manage over- and under-utilization;  
 to determine whether the service is - 

o consistent with the member’s coverage,  
o medically appropriate, and  
o consistent with evidence-based guidelines;  

 to identify opportunities for quality improvement and cases 
that are appropriate for referral to a disease management 
program, if applicable.  
 

The criteria used to determine whether Concurrent Review 
applies to a given benefit are as follows: 
For Outpatient, services are concurrently reviewed to determine 
if the continued course of outpatient treatment will be covered 
where outpatient services are approved for a defined period and 
continued, or ongoing outpatient services are requested beyond 
the previously approved services. 
 
Process for Concurrent Review 
When the plan has out-of-network benefits, concurrent review 
for out-of-network outpatient benefits begins when the Plan 
receives a request for coverage for a continuing course of 
outpatient treatment that was previously approved and is ending. 
If the reviewer believes that a continuing course of outpatient 
treatment may not be covered, the provider will be asked for 
more information concerning the treatment.  
 
The reviewer’s assessment of whether a continuing course of 
outpatient treatment is covered is based on whether the 
member’s clinical condition meets criteria for coverage based on 
the application of nationally recognized clinical guidelines and 
the terms of the Plan.  
 
When the Medical Director determines whether the continuing 
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 to identify opportunities for quality 
improvement and cases that are appropriate for referral to a 
disease management program, if applicable. 
 
The criteria used to determine whether Concurrent Review applies 
to a given benefit are as follows: 
 
For Outpatient, services are concurrently reviewed to determine if 
the continued course of outpatient treatment will be covered 
where outpatient services are approved for a defined period and 
continued, or ongoing outpatient services are requested beyond 
the previously approved services. 
 
Process for Concurrent Review. When the plan has out-of-
network benefits, concurrent review for out- of-network outpatient 
benefits begins when the Plan receives a request for coverage for a 
continuing course of outpatient treatment that was previously 
approved and is ending. If the reviewer believes that a continuing 
course of outpatient treatment may not be covered, the provider 
will be asked for more information concerning the treatment. 
 
The reviewer’s assessment of whether a continuing course of 
outpatient treatment is covered is based on whether the member’s 
clinical condition meets criteria for coverage based on the 
application of nationally recognized clinical guidelines and the 
terms of the Plan. 
 
When the Medical Director determines whether the continuing 
course of treatment is medically necessary, the member and 
provider will be notified of the determination consistent with 

processes and criteria utilized for Concurrent 
Review of MH/SUD benefits are comparable and 
applied no more stringently than, those designed 
and applied to M/S treatment or services. 
 
Parity compliance exists because both M/S and 
MH/SUD utilize evidence-based nationally 
recognized clinical guidelines when designing or 
determining whether to add or maintain a 
Concurrent Review requirement. Further, for 
both M/S and MH/SUD, clinicians (with 
appropriate M/S or MH/SUD qualifications) 
conduct the review pursuant to applicable 
nationally recognized clinical guidelines. 
 
The processes and evidentiary standards 
designed and applied by MH/SUD for 
Concurrent Review are comparable to those 
designed and applied by M/S, as both follow all 
applicable state/federal guidelines for the 
service. The suggested timeframes are 
comparable, and no more stringent for MH/SUD, 
as M/S and MH/SUD should notify as soon as 
reasonably possible. Therefore, as noted above, 
the Concurrent Review process for MH/SUD is 
comparable to, and no more stringently applied, 
than for M/S. 
 
ATTACHMENTS: 
Addendum A 
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prior auth is required and no prior auth is on file, the claim is 
denied administratively for no-prior auth on file. However, if the 
in-network facility/physician has the medical-necessity 
addendum, the provider can request a medical necessity review 
post claim.   
 
Why does the Plan conduct Retrospective Reviews? 
Retrospective Review is a component of the Plan’s utilization 
management program. The Medical Director and other clinical 
staff review hospitalizations and other inpatient admissions, for 
the following reasons: 
 
 to detect and better manage over- and under-utilization;  
 to determine whether the services reviewed are— 

o consistent with the member’s coverage,  
o medically appropriate, and consistent with evidence-

based guidelines. 
 
Process for Retrospective Review.  
Pre-Claim Retrospective Review  
(Plan receives notification post discharge) – the Plan performs a 
pre-claim retrospective review, for certain inpatient in-network 
cases, starting with the first day of the admission if the in-
network facility did not notify the Plan or seek prior 
authorization for an admission and provides extenuating 
circumstances for a late notification of  inpatient admissions. 
This review is conducted unless post-discharge review is 
prohibited by hospital contract. Notification of all review 
outcomes is communicated in accordance with applicable state, 
federal and accreditation requirements, and applicable appeal 
rights are provided. 
 
Post-Claim Retrospective Review 
If prior auth is required and no prior auth is on file, the claim is 
denied administratively for no-prior auth on file. However, if the 
in-network facility/physician has the med-nec addendum, the 
provider can request a medical necessity review post claim. 
Notification of all review outcomes is communicated in 
accordance with applicable state, federal or accreditation 
requirements and applicable appeal rights are provided. 
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based guidelines. 
 
Process for Retrospective Review. 
Pre-Claim Retrospective Review (Plan receives notification post 
discharge) – the Plan performs a pre- claim retrospective review, 
for certain inpatient in- network cases, starting with the first day 
after 
notification, if the in-network facility did not notify the Plan in a 
timely manner or seek prior authorization for the admission and 
provides extenuating circumstances for the late notification. The 
review is conducted unless post-discharge review is prohibited by 
hospital contract. Notification of all review outcomes is 
communicated in accordance with applicable state, federal and 
accreditation requirements, and applicable appeal rights are 
provided. 
 
Post-Claim Retrospective Review. 
If prior authorization was required and no prior authorization is on 
file, the claim is denied administratively for no-prior authorization 
on file. The provider can then appeal for medical necessity review 
post claim. Notification of all review outcomes is communicated 
in accordance with applicable state, federal and accreditation 
requirements and applicable appeal rights are provided. 
 
Notification Requirements by online or telephone for Pre-Claim 
Retrospective Review. For Post-Claim Retrospective Review 

MH/SUD and M/S, as each provides for review 
and decision-making regarding previously 
provided services and treatments. 
 
From a stringency perspective, both M/S and 
MH/SUD reviews are initiated similarly in terms 
of requiring a basis for delayed notification, as 
well as the standards applied for each. Therefore, 
as written and in operation, Retrospective 
Review for MH/SUD benefits is applied in a 
comparable and no more stringent manner than 
for M/S benefits. 
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Why does the Plan conduct Retrospective Reviews? 
Retrospective Review is a component of the Plan’s utilization 
management program. The Medical Director and other clinical 
staff review services for the following reasons: 
 
 to detect and better manage over- and under-utilization;  
 to determine whether the services reviewed are— 

o consistent with the member’s coverage,  
o medically appropriate, and consistent with evidence-

based guidelines. 
 
Pre-Claim Retrospective Review Post-Service 
When the plan has out-of-network benefits, the Plan requires the 
member to obtain a prior authorization for select outpatient out-
of-network services. If the service requires prior authorization, 
the claim will administratively deny for failure to obtain a prior 
authorization and appeal rights are provided. If there are 
mitigating circumstances for not obtaining a prior authorization, 
the member can provide this information upon appeal. 
 
Post-Claim Retrospective Review 
When the Plan requires prior authorization/notification and there 
is no prior authorization/notification on file when the claim is 
received, the claim is penalized administratively for lack of a 
prior authorization/notification on file when the plan has out-of-
network benefits. If there are mitigating circumstances for not 
obtaining a prior authorization, the member can provide this 
information upon appeal. Notification of all review outcomes is 
communicated in accordance with applicable state, federal and 
accreditation requirements. 
 
Retrospective Review for outpatient, out-of-network benefits 
applies substantially the same process and uses the same criteria 
as Retrospective Review for outpatient, in-network benefits, with 
two differences. First, out-of-network providers and facilities 
have no obligation to cooperate with the Plan’s requests for 
information, documents, or discussions for purposes of 
Retrospective Review. The Plan seeks the same types of clinical 

based guidelines. 
 
Pre-Claim Retrospective Review 
Post-service  
When the plan has out-of-network benefits, the plan requires the 
member to obtain a prior authorization for select outpatient out-of-
network services. If the service requires prior authorization, the 
claim will administratively deny for failure to obtain a prior 
authorization and appeal rights are provided. If there are 
mitigating circumstances for not obtaining a prior authorization, 
the member can provide this information upon appeal. 
 
Post-Claim Retrospective Review 
When the Plan requires prior authorization/notification and there 
is no prior authorization/notification on file when the claim is 
received, the claim is penalized administratively for lack of a prior 
authorization/notification on file when the plan has out-of-
network benefits. If there are mitigating circumstances for not 
obtaining a prior authorization, the member can provide this 
information upon appeal. Notification of all review outcomes is 
communicated in accordance with applicable state, federal and 
accreditation requirements. 
 
Retrospective Review for outpatient, out-of-network benefits 
applies substantially the same process and uses the same criteria 
as Retrospective Review for outpatient, in-network benefits, with 
two differences. First, out-of-network providers and facilities have 
no obligation to cooperate with the Plan’s requests for 
information, documents, or discussions for purposes of 
Retrospective Review. The Plan seeks the same types of clinical 
information from the out-of-network provider or facility. Second, 
the provider may bill non-reimbursable charges to the member. 
 
Notification Requirements  
By calling the telephone number on the members ID card. 
 
Staff Qualifications.  
MH/SUD is staffed by  clinical, non-clinical and 
administrative personnel. All clinical reviews are made by clinical 
staff (i.e. RN, LPC, LISW, etc.) and all adverse determinations are 

review Items and Services other than those 
requiring Prior Authorization. . Therefore, as 
written and in operation, Retrospective Review 
for MH/SUD benefits is applied in a comparable 
and no more stringent manner than for M/S 
benefits. 
 
 








































