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MISSION STATEMENT 
 
The mission statement of AmericasHealth Plan (AHP) is to provide quality, comprehensive, and preventive health 
care services to Ventura County’s community, including the underserved and disadvantaged. 
 
 
PURPOSE 
 
The purpose of AmericasHealth Plan (AHP) Utilization Management Program is to assure the delivery of medically 
necessary, optimally achievable, quality patient care through appropriate utilization of resources in a cost-effective 
and timely manner. To ensure this purpose is fulfilled, UM activities are consistently and systematically monitored 
and evaluated. The evaluation process is fully documented in this Utilization Management Program. Opportunities 
for improvement may be identified during monitoring and evaluation, at which time corrective action or 
interventions are developed to correct the issues identified and ensure constant improvement of the program such 
that it best achieves the stated mission of AHP. The program consists of utilization review of services including 
pre-service, post-service, and concurrent review of hospitalizations, care management, and systematic tracking and 
trending of data to pursue opportunities for improvement. 
 
Oversight and reporting of utilization activities are the responsibility of the Utilization Management (UM) Committee and 
Chief Medical Officer/Medical Director as indicated in AHP’s (or delegated entities) organization chart. 
 
 
GOALS 
 
The Utilization Management (UM) Program goal is to provide continuity of care, coordination of services, and 
improved health outcomes, while increasing the effectiveness and efficiency of services provided to AmericasHealth 
Plan (AHP) members. The philosophy for AHP’s financial incentives and UM decisions are: 

1. UM decision-making is based on appropriateness of care and service, as well as evidence of benefit 
coverage. 

2. AHP does not reward practitioners or other individuals for issuing denials of coverage, care, or service. 
3. AHP does not encourage decisions that result in under-utilization. 

 
 
OBJECTIVES 
 
The objectives of AHP’s Utilization Management Program include, but are not limited to, the following: 

1. Provide ongoing monitoring and evaluation activities which address and correct over-utilization, under-
utilization, and inefficient coordination of medical resources. 

2. Ensure appropriate utilization of health care resources for all members. 
3. Meet requirements of health plan partners, as well as those requirements set forth by accrediting and/or 

regulatory agencies, including the National Committee of Quality Assurance (NCQA), California 
Department of Health Care Services (DHCS), Department of Managed Health Care (DMHC), Centers for 
Medicare and Medicaid Services (CMS). 

4. Maintain a systematic process for educating healthcare practitioners/providers regarding utilization 
management issues. 

5. Ensure adherence to governmental and other regulatory agency guidelines, standards, and criteria. 
6. Affirm that services rendered are:  

A. Within the bounds of nationally recognized evidence-based guidelines. 
B. Delivered by contracted practitioners/providers that have expertise in the field, specialty, or sub-

specialty. 
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C. Timely, medically necessary, and consistent with the diagnosis and level of care required for each 
individual taking into account any co-morbid condition and the ability of the local delivery system to 
meet the need. 

7. Coordinate with the Quality Improvement (QI) Department to assist in the resolution of UM-related 
grievances, appeals, and provider disputes, whether the complaint is initiated by a beneficiary or provider. 

8. Assist the QI Department with the performance of Peer Review by procuring documentation and, in 
conjunction with providers and interdepartmental staff, identifying cases that require Committee review 
and/or intervention. 

9. Facilitate communication and develop positive relationships between members, practitioners/providers, and 
health plan partners by preserving the patient-practitioner relationship and providing education on topics 
related to appropriate utilization of services. 

10. Ensure that contracted practitioner/provider and employee awards are based on appropriateness of care and 
service and not under-utilization of care.  

11. Affirm that practitioners/providers are not prohibited from acting on behalf of members. 
12. Identify and provide timely review of requested services for high-risk, catastrophic, high-volume and chronic 

members.  
13. Promote member’s efficient access to resources, prevent hospitalizations through proactive planning and 

prevention, and provide a treatment continuum. 
14. Provide services that are consistent with members’ cultural and linguistic needs according to accepted 

medical practice standards, when appropriate. 
15. Identify problematic utilization issues and implement procedures to prevent reoccurrence. 

Ensure continuity and coordination of care between medical and behavioral health practitioners. 
 
 
ORGANIZATIONAL STRUCTURE AND RESPONSIBILITY 
 
Overview 
 

AmericasHealth Plan is an integrated system of health care services, including: 
1. Primary Care 
2. Specialty Care and Services 
3. Institutional Care 
4. Ancillary Care 
5. Emergency Care 
6. Diagnostic Services 
7. Urgent Care 
8. Health Education 

 

The Utilization Management (UM) Department is responsible for ensuring timely reviews of authorization requests; 
to communicate with providers to ensure coordination of care; to maintain a working relationship with health plan 
partners; and other UM-related functions. The UM Department ensures that fiscal and administrative management 
does not influence medical decisions, including those by sub-contractors and rendering providers. 

 
AmericasHealth Plan Governance 

 

AHP committees meet on a regular basis. Signed and dated minutes are maintained which summarize committee 
activities and decisions.  

 

       1.   Board of Directors (BOD) – The AHP Board of Directors is the governing body that delegates oversight 
 accountability of the UM Program to the UM Committee. 
 

2. Utilization Management (UM) Committee – The UM Committee provides oversight, direction, makes 
recommendations, and reviews the UM Program; final approval lies with the Board of Directors. The Chair 
of the UM Committee, the Chief Medical Officer (CMO), reports utilization management activities to the 
Board of Directors on a quarterly basis or more often as necessary. 
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Utilization Management (UM) Program 
 

The UM Program will be based on physician involvement. It will promote integration of physicians and 
administrative accountability in the identification, monitoring, and evaluation of key clinical and service activities. 
The UM Committee structure will support the UM program through participation of physicians and administrative 
representatives. To best facilitate and implement activities and achieve goals, the UM Program shall include (3) 
critical documents that provide the framework for the UM Program:  

1. UM Program Description 
2. UM Work Plan  
3. UM Annual Evaluation  

The UM Committee is responsible for reviewing and approving the above critical documents.  
 
 

UTILIZATION MANAGEMENT (UM) COMMITTEE 
 

The Utilization Management (UM) Committee provides oversight and direction in the development and 
implementation of the UM Program. 
 
UM Committee Overview 
 

The Utilization Management Committee consists of no less than five (5) members. The UM Committee meets 
quarterly and ad hoc for urgent issues, but not less than three times per year. A quorum is a minimum of three (3) 
licensed healthcare practitioners. Only licensed practitioners have voting rights on issues involving clinical decisions. 
The term of membership to the UM Committee is three (3) years. The Chief Medical Officer/Medical Director or 
designated practitioner and/or subcommittee address urgent issues separately and may report such issues at the next 
UM Committee meeting. UM subcommittees report to the UM Committee. The UM Committee represents a broad 
spectrum of specialties whose practitioners are available to review cases specific to their specialties on an as needed 
basis. The membership and responsibilities are outlined below. 

1. Membership: 
A. AmericasHealth Plan Chief Medical Officer/Medical Director (Chair) 
B. AmericasHealth Plan contracted physicians (at minimum, one (1) Internal Medicine PCP and one (1) 

Pediatrician) 
C. AmericasHealth Plan1 Clinical Pharmacist (Optional) 
D. AmericasHealth Plan1 Director of Health Services 
E. AmericasHealth Plan1 Director of Medical Management 
F. AmericasHealth Plan1 Medical Staff Members (as needed) 
G. AmericasHealth Plan1 Behavioral Health Practitioner 

       2.   Responsibilities relevant to UM Committee: 
      A.   Reviews, approves, and implements aspects of the UM Program, UM Work Plan. 
      B.   Reviews and approves the Annual UM Program Evaluation and UM reports. 
      C.   Oversees and monitors the UM Program, including: 

 Reviews and approves clinical guidelines. 
 Reviews and approves UM and Case Management (CM) policies and procedures. 
 Recommends policy decisions. 
 Reviews UM problems identified and referred by the Quality Improvement Committee. 
 Reviews reports from ancillary departments that impact the UM Department. 
 Provides guidance and recommendations to best conduct studies and improvement activities.  

 
 
 
 
 1Committee member may belong to AHP’s delegated entity responsible for Utilization Management. 
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 Reviews results of improvement activities, HEDIS utilization measures, MCAS utilization 

measures, and other studies. 
 Reviews audit results and corrective action plans, if applicable. 
 Reviews Interrater Reliability reports. 
 Recommends corrective actions when indicated, including root cause analysis, 

intervention(s), measurement of intervention effectiveness, and ongoing monitoring, as 
needed. 

 
UM Committee Meeting Minutes 
 

Meeting minutes document any actions taken by the UM Committee. The minutes must be contemporaneous, clear, 
accurate, dated, and signed by the UM Committee Chairperson prior to the date of the next meeting. The minutes 
must be kept current and available to health plan partners and regulatory agencies for review. The documentation 
reflects the UM process and includes, but is not limited to, the following: 

1. Identification of issues, action plan implementation and evaluation, and follow-up as necessary. 
2. Validation of attendees (i.e. Sign-in sheet). 
3. Presence of a quorum (at least 3 practitioners). 
4. Signed confidentiality/conflict of interest statements by members of the Committee. 
5. Approvals of UM Program Plan, UM Work Plan, UM Program Evaluation, plus annual and quarterly reports. 
6. Approval of UM policies and procedures. 
7. Development and adoption of utilization review criteria, when applicable. 
8. Approval of Practice and Preventive Care Guidelines, Medical Necessity and Length of Stay 

Criteria/Guidelines. 
9. Presentation of UM data, at least quarterly. 
10. Reports sent to the Board of Directors, health plan partners, and/or regulatory agencies. 
11. Documentation of relevant UM data reported to the Quality Improvement Committee. 
12. Include attachments of applicable reviewed items. 
13. Review of emergency services (data provided by health plan partners or developed internally). 
14. Review of utilization statistics by contracted providers including rates of denials and appeals. 
15. Evidence of feedback, ongoing education, and communication with practitioners/providers and/or members 

by the UM Committee. 
16. Review of subcommittee reports (as applicable). 
17. Continuity of issues from one meeting to the next, including problem identification, policy decisions, 

analysis and evaluation of UM activities, needed actions, follow-up and re-evaluation. 
18. Minutes are reviewed for approval at the next regularly scheduled UM Committee meeting. 
19. Member, practitioner, and provider information is protected and de-identified in meeting minutes. 
20. Approval is indicated by the UM Committee Chair signature, and the original signed/dated document is 

scanned and stored electronically in a secured folder accessible to designated persons. 
21. UM Committee meeting minutes shall be accessible to all contracted HMOs and regulatory bodies upon 

reasonable request. 
 

UM Committee Reporting to Quality Improvement (QI) Committee 
 

The UM Committee will report to the QI Committee and Board of Directors at least quarterly. Changes to UM 
processes, ongoing monitoring, evaluation activities, and related outcomes are communicated at meetings via the 
AmericasHealth Plan website (www.americashp.com) and/or newsletters to providers, practitioners, and/or members. 

 
Confidentiality and Health Plan Representatives 
 

This provision allows a health plan representative to attend the Utilization Management Committee meeting on an 
annual basis for delegation oversight, subject to a minimum 30-day advance notification and Chief Medical 
Officer/Medical Director approval. All UM Committee attendees must complete the meeting sign-in sheet that 
contains the HIPAA Confidentiality agreement. The signed/dated meeting minutes with the completed sign-in sheet 
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are scanned for electronic storage/retrieval on the secured shared drive. 
 
 
UTILIZATION MANAGEMENT (UM) STAFF 
 
AHP’s organizational chart accurately reflects Utilization Management staff and departmental reporting lines. Staff 
job descriptions and committee charters explain all associated responsibilities and duties. Staff ratios are sufficient to 
meet AHP’s needs and will be accommodated by the Utilization Management Operations Budget. 
 
Chief Medical Officer (CMO) / Medical Director 
 

The Chief Medical Officer/Medical Director is the designated senior physician with a current unrestricted license to 
practice in the State of California. The Chief Medical Officer/Medical Director reports directly to the CEO. The 
Chief Medical Officer/Medical Director has oversight authority of both professional and clinical operations of the 
UM Department and is responsible for development and implementation of the UM Program. Additional Chief 
Medical Officer/Medical Director Responsibilities include, but are not limited to the following: 

1. The right and authority to approve, modify, defer or deny services based upon medical necessity, timeliness 
and appropriateness of treatment; reviews all cases and requests that do not meet criteria for approval and 
denies services when not a covered benefit or not medically indicated. The Chief Medical Officer/Medical 
Director, or their designated physician reviewer, is available to discuss UM decisions with physicians and 
providers involved in the request or provision of services to AHP members. 

2. The authority to designate a Physician Reviewer; a physician with a current unrestricted license to practice in 
the State of California to perform reviews and make determinations, including denial, of all cases and 
requests that do not meet criteria for approval based on established clinical criteria and/or health plan covered 
benefits. 

3. Provides direction for interpretation of benefits and coverage and serves as a resource for the UM staff. 
4. Chairs the UM Committee. 
5. Performs at least weekly prospective, concurrent, and retrospective review with the UM Staff. 
6. Works collaboratively with network physicians and providers regarding administrative or medical 

management issues and works to continuously improve the services provided by the UM Program to 
members and providers. 

7. Performs on-going monitoring and evaluation of program effectiveness (e.g., UM reports, provider profiling) 
and identifies areas that need improvement. 

8. Oversees development/implements clinical practice guidelines and medical policies. 
9. Ensures the medical care provided by AHP meets the standards for acceptable medical care. 
10. Participates in physician inter-rater reliability process and guides corrective action, if needed. 
11. Direct involvement in key aspects of the UM Program, including setting UM policies, reviewing cases, 

reviewing the application of UM criteria for consistency, implementing corrective actions when needed, and 
participating in UM Committee Meetings. 

 
Director of Utilization Management / Medical Management 
 

The Director of Medical Management (the Director) holds an unrestricted California Registered Nurse license, is 
certified in utilization review, and is responsible for the operational execution of the UM Program under the direction 
of the CEO and the Chief Medical Officer/Medical Director. The Director assists in the development and 
maintenance of the UM Program in conjunction with the Chief Medical Officer/Medical Director and the Director of 
Health Services. The Director oversees clinical and utilization studies. The scope of the Director’s UM 
responsibilities include the following: 

1. Maintaining compliance with regulatory and accreditation standards. 
2. Managing UM staff. 
3. Coordinating monitoring activities, both internal and external, of UM metrics including turn-around-times, 

denial rates, appeal rates, over/under utilization data including admissions, readmissions, bed days, ER rates, 
length of stay, catastrophic, observation days, administrative days, Long Term Acute Care (LTAC) 
utilization, Acute Rehabilitation Unit (ARU) utilization, and Skilled Nursing Facility (SNF) utilization. 
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4. Maintaining professional relationships with colleagues from other Medi-Cal Managed Care Plans and 
sharing information about requirements and successful evaluation strategies. 

5. Maintaining communications with the Department of Health Care Services (DHCS), Department of 
Managed Health Care (DMHC), and Centers for Medicare and Medicaid (CMS), as applicable. 

6. Maintaining professional relationships with health plan partners, ensuring coordination of referrals, and 
providing assistance with complex case management, as needed. 

7. Develops and maintains professional relationships with California Children Services (CCS) and Tri-Counties 
Regional Centers. 

8. Acting as a resource to all departments that have involvement with UM-related activities. 
9. Coordinating after-hours and/or weekend staff availability sufficient to respond to inpatient transfer requests 

or other urgent matters for which a delay in response may result in adverse outcomes to the member. 
10. Support all regulatory audit and delegation oversight activities relating to Utilization Management, including 

the procurement of documents, developing corrective action plans, implementation of interventions, and 
ongoing monitoring. 

11. Manage UM staff and provide oversight for outbound call campaigns to outreach members recently 
discharged from an acute facility or Emergency Department to assist member with care coordination and 
post-discharge follow-up care. 

12. Oversee Case Management Department activity involving the outreach, care coordination, and case 
management of high-risk members identified via disease-specific claims data (i.e. members with End-Stage 
Renal Disease, members receiving dialysis services, members pre- and post-procedure for major organ 
transplant services, etc.). 

 
Manager of Case Management 
 

Under the direction of the Director of Medical Management, the Manager of Case Management is responsible for the 
daily oversight and management of case managers and care coordinators. The Manager of Case Management’s duties 
include, but are not limited to, the following: 

1. Manages inpatient and outpatient case management activities aimed to improve delivery of clinical services, 
as well as meet government and regulatory requirements.  

2. Continuously evaluates data outcomes, identifying alternatives, preventing unnecessary costs and services 
while ensuring quality care, and patient satisfaction. 

3. Responsible for performance improvement monitoring. 
4. Reviews DOFR and delegation grids for application in work processes. 
5. Ensures compliance with regulatory requirements and application of clinical decision support criteria for 

utilization activities deemed by Federal, State and other regulatory and accreditation agencies. This includes 
use of appropriate letters, (i.e. denial letters, NOMNC, DENC letters, etc.). 

6. Assist and help with gathering information for the Managed Care Accountability Set (MCAS), Medicare 
Five Star, Corrective Action Plans, Consumer Assessment of Healthcare Providers and Systems (CAHPS), 
Health Outcome Surveys (HOS). 

7. Performs supervisory audits as necessary to ensure compliance with all external and internal CM 
requirements and ensures the quality of CM provided to members/beneficiaries.  

8. Hires, trains, coaches, counsels, and evaluates the performance of direct reports. 
9. Improves on the effectiveness and efficiency of CM staff, through process improvements activities.  
10. Participates in on-site and/or web-based health plan audits as scheduled.  
11. Responds to Corrective Action Plan (CAP) as issued by contracted health plans. 
12. Collaborates with compliance team to ensure audit thresholds are met and compliance issues are identified 

for prompt resolution. 
13. Participates in interdepartmental and cross-functional meetings as needed.  
14. Supports and oversees the Complex Case Management Program. 
15. Manages and provides oversight for the Transitional Care Program and activities. 
16. Oversees the Model of Care (MOC) program, in conjunction with health plan partners and in support of 

Special Needs Plan (SNP) population. 
17. Participates in projects and activities outlined by the UM Work Plan and QI Work Plan. 
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18. Contributes to quality of care projects including, but not limited to, the following: 
A. Post-Emergency Room (ER) Discharge Project 
B. Improvement of quality measures (i.e. MCAS, Five Star) and providing or participating in 

educational activities and improvement projects/programs focused on quality. 
 
Manager of Utilization Review 
 

Under the direction of the Director of Medical Management, this position is responsible for overseeing and managing 
the day-to-day operations of the Utilization Management Department, health plan delegated activities, and medical 
management initiatives. 

1. Oversees referral/authorizations, denial processes, and correspondence with member and provider. 
2. Responsible for performance improvement monitoring. 
3. Reviews DOFR and delegation grids for application in work processes. 
4. Ensures compliance with regulatory requirements and application of clinical decision support criteria for 

utilization activities deemed by Federal, State and other regulatory and accreditation agencies. 
5. Ensures proper interpretation, housing, and upkeep of UM clinical criteria and guidelines. 
6. Performs trouble-shooting when difficult situations arise and takes independent action to identify a 

resolution. 
7. Assist and help with gathering information for the Managed Care Accountability Set (MCAS), Medicare 

Five Star, Corrective Action Plans, Consumer Assessment of Healthcare Providers and Systems (CAHPS), 
Health Outcome Surveys (HOS). 

8. Manages special projects, i.e. Osteoporosis HEDIS measure, etc. 
9. Oversees activities of utilization review as applicable to delegated entities which include retroactive 

authorizations and retroactive claims. 
10. Reviews policies and procedures and desktop procedures annually for regulatory compliance. 
11. Develops desktop procedures and workflows and ensures education is completed. 
12. Monitors and analyzes the productivity and quality of utilization management operations, while providing 

ongoing feedback and education for the staff. 
13. Performs audits of utilization management based on health plan compliance needs. 
14. Assist with coordinating delegation oversight audit requests, focus audit requests, and/or corrective action 

plans. 
15. Works collaboratively with the entire organization to be in a state of continual readiness for Delegation 

Oversight Audits performed by health plans for various functions. 
16. Uses and/or oversees the use of data analysis and process improvement tools to monitor and improve 

performance. 
17. Participates in projects to identify and address outlier metrics in authorization processing. 
18. Oversees programs related to prior authorization, retro authorization, and claims review processes. 
19. Assists with Provider Dispute Resolutions (PDR), as needed. 

 
Physician Reviewers 
 

AmericasHealth Plan (AHP), or its delegated entity, has California licensed physician reviewers, designated by the 
Chief Medical Officer (CMO), involved in utilization review and/or clinical decision-making. AHP’s physician 
reviewer(s) are available to the requesting provider for consultation regarding clinical issues, practice guidelines, 
utilization review criteria, or UM determinations made by the physician reviewer(s). AHP maintains a list of board-
certified physicians with which the physician reviewer(s) or CMO may consult. AHP’s Physician Reviewer shall not, 
under any circumstances, be involved in the handling, processing, or decision-making related to Grievances and 
Appeals (G&A). AHP shall maintain full separation of responsibilities between the Physician Reviewer and the 
physician responsible for overseeing the G&A process. 

 
Utilization Management (UM) / Case Management (CM) Staff Responsibilities 
 

The UM Department staff supports the UM Program. Staff responsibilities, roles, and staffing ratios are based on 
work needs. Only appropriately trained and qualified staff makes UM decisions. UM Staff include, but are not 
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limited to, the following: 
1. Clinical Staff (i.e. UM/CM Nurses) 

A. California licensed Registered Nurses may authorize services under the direction of the Chief 
Medical Officer/Medical Director, but do not make medical necessity or benefit denial 
determinations. UM/CM Nurses apply UM criteria to make decisions and utilize their clinical 
knowledge while considering the individual needs of the members. The UM/CM Nurses manage 
cases for both inpatient and outpatient members with illnesses/diseases requiring medical care 
coordination. The UM/CM Nurses collaborate with physicians, providers, vendors, members, 
community agencies, and others as appropriate to effectively coordinate the members medical care. 
The Chief Medical Officer/Medical Director or their designee is available to the nurses for 
consultations and determines all medical necessity and benefit determination denials. 

2. Non-Clinical Staff (i.e., Referral Coordinators, Referral Clerks, Administrative Assistant) 
A. Non-clinical staff process approvals and referrals that do not require clinical interpretation. Non-

clinical staff triage incoming referrals with guidance from a licensed nurse. The UM Program has 
staff support for administrative, computer, and analytical work, such as coordinating data for UM 
studies and reports. Staff members who are not qualified healthcare professionals may collect data 
for preauthorization and concurrent review under the supervision of appropriately licensed 
healthcare professionals. They may also have the authority to approve (but not to deny) services 
(auto authorization list) for which there are explicit rules and processes established. 

 
 
SCOPE OF SERVICE 
 
Utilization Management is performed to promote an effective and efficient medical health care delivery system. The 
UM Program is designed to evaluate the quality and cost of medical services provided by participating physicians 
and other practitioners as well as facility providers and other ancillary providers. The goals of the Utilization 
Management Program are to promote appropriate utilization, which includes evaluation of both potential over-
utilization and under-utilization. 
 
Available Services 
 

AHP provides comprehensive health care services. The benefits and/or scope of covered services may be 
contractually limited by a health plan partner or the state and may include, but is not limited to, the following: 

1. Primary and Specialty Care 
2. Inpatient Services (acute, rehab, skilled nursing) 
3. Outpatient Services 
4. Diagnostic Services 
5. Urgent Care and Emergency Services 
6. Durable Medical Equipment and/or Medical Supplies 
7. Home Health and/or Home Infusion Services 
8. Pharmaceuticals 
9. Hospice 

 
Authorizations / Utilization Review 
 

AmericasHealth Plan, or its delegated entity, reviews referrals for both professional and facility services. Assigned 
members may access Emergency Services, Minor Consent Services, Family Planning Services, Basic Prenatal Care, 
Sexually Transmitted Disease Services, HIV testing, and Limited Services without PCP referral or prior 
authorization. Regardless of the referral requirement, members are encouraged to see their PCP before seeking 
specialist consultation and treatment. 
 
No referral or prior authorization is required for treatment of an emergency condition that manifests itself by acute 
symptoms of sufficient severity, including severe pain, such that the absence of immediate medical attention may 
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result in the following: 
1. Placing the health of the member, or with respect to a pregnant woman, the health of the woman or her 

unborn child, in serious jeopardy. 
2. Serious impairment to bodily function. 
3. Serious dysfunction of any bodily organ or body part. 

 
Support Services 
 

Support services provided by UM staff within the scope of the UM Program include, but are not limited to, the 
following: 

1.   Process authorization requests (i.e. Prospective, Concurrent, and Retrospective), including making medical 
 necessity and benefit coverage determinations, within the required turnaround times established by 
 regulatory bodies such as the Department of Health Care Services (DHCS), Department of Managed Health 
 Care (DMHC), or the Centers for Medicare and Medicaid Services (CMS).  
2. Send proper and timely notification of UM decisions to providers, beneficiaries, and other applicable parties 

for which notice is required. Notices shall be sent within the timeframes required to maintain compliance 
with local and federal regulation(s). 

3. Provide case management services, including coordination with health plan partners, provider groups, 
facilities, and other organizations for complex case management and coordination of medical care. 

4. Refer members to health plan partners for those covered services which are not delegated to AmericasHealth 
Plan. 

5. Support primary care physicians by providing outpatient case management services and assisting members 
with care coordination and transitions of care.  

6.   Conduct member outreach as part of UM-related, population-based, disease-specific projects or initiatives 
 with the goal of facilitating positive health outcomes. 

 
 
BEHAVIORAL HEALTH 

 
 

Behavioral Health (BH) 
 

AmericasHealth Plan (AHP) is contracted with multiple health plans that may or may not delegate Behavioral Health 
(BH) services to AHP. The provision of Behavioral Health services to AHP members is conducted as follows: 
       1.   Carve-Out: For those contracts that have “carved out” BH services to a Managed Behavioral Healthcare 
 Organization (MBHO), the MBHO is fully delegated to coordinate and administer the behavioral health 
 benefits. AHP providers and members will directly contact the MBHO with any referrals for behavioral 
 health services. The AHP UM and Member Services Departments will maintain a list of the MBHO contact 
 information to assist members and providers in accessing behavioral health services. 
       2.   Delegated: In the event that AHP is delegated to provide behavioral health services, members are referred to 
 in-network behavioral health providers contracted with AHP directly. AHP ensures that members have 
 timely access to qualified behavioral health specialists in both inpatient and outpatient settings. 

A. AHP ensures that care is triaged, referred and rendered in the appropriate venue by addressing all 
relevant mental health and substance abuse situations.  

B. Care is triaged based on the urgency of the situation to include: 
 Emergent: No authorization required. 
 Urgent: To be provided based on the urgency of the situation, but not to exceed (72) hours. 
 Routine: As soon as medically indicated, but not to exceed (14) days. 
 Walk-In: Member without an appointment to be seen as soon as medically indicated. 

During non-business hours, AHP has 24-hour availability to an on-call qualified physician or 
provider to triage and coordinate BH services. 

C. AHP utilizes nationally recognized and objective behavioral health clinical criteria sets for 
behavioral health UM determinations. 
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Participation of Behavioral Health Provider in the UM Program 
 

AmericasHealth Plan has an actively participating behavioral health provider that is a doctoral-level behavioral 
healthcare practitioner involved in the behavioral health aspects of the QI and UM Programs. The behavioral health 
provider’s involvement in the UM Program includes, but is not limited to, the following functions: 

1. Ensures that the process by which AHP conducts utilization review and reaches UM decisions for referrals 
involving behavioral health services complies with the requirements outlined by State and Federal regulatory 
and accrediting entities. 

2. Provides substantial involvement in behavioral health aspects of the QI and UM Program operations through 
significant time devoted to UM activities, clinical oversight, and guidance to QI and UM staff. 

3. Attends UM Committee meetings and contributes to discussion, assists in the development of behavioral 
health activities, and establishes planned interventions involving the improvement of behavioral health 
services and outcomes. 

4. Attends sub-committee meetings as needed. 
5. Supports the drafting and review of QI and UM policies and procedures relating to the provision of 

behavioral health services. 
 
 

Behavioral Health Program for the Medi-Cal Population  
 

The following behavioral health services for members with mild to moderate impairment of mental, emotional, or 
behavioral functioning resulting from a mental health disorder are integrated into Medi-Cal Managed Care:  

1. Individual/group mental health evaluation and treatment (psychotherapy). 
2. Psychological testing when clinically indicated to evaluate a mental health condition. 
3. Psychiatric consultation for medication management. 
4. Outpatient laboratory, supplies and supplements. 
5. Screening, Assessment, Brief Interventions, and Referral to Treatment (SABIRT) for unhealthy alcohol and 

drug use. 
6. Screening services for all Medi-Cal Managed Care Members under (21) years of age as indicated by the 

‘Early and Periodic Screening, Diagnostic, and Treatment Services’ benefit. 
 

Behavioral Health Program for the Medicare Population 
 

The Medicare behavioral health benefits are defined in accordance with the Centers for Medicare and Medicaid 
Services (CMS) and include services and programs to help diagnose and treat mental health conditions. These 
services and programs may be provided in outpatient and inpatient settings. Medicare helps cover outpatient and 
inpatient mental health care, as well as prescription drugs needed to treat a mental health condition. 

 
Behavioral Health Program for Commercial Population  
 

The Commercial behavioral health benefits are defined in accordance with the member’s benefits outlined in his/her 
Evidence of Coverage (EOC). In general, these benefits include services and programs to help diagnose and treat 
mental health conditions. 

 
 

ACCESS & AVAILABILITY 
 
Non-Discrimination 
 

Members are not discriminated against in the delivery of health care services. AHP follows State and Federal civil 
rights laws. AHP does not unlawfully discriminate, exclude people, or treat them differently because of their sex, 
race, color, religion, ancestry, national origin, ethnic group identification, age, mental disability, physical disability, 
medical condition, genetic information, marital status, gender, gender identity, sexual orientation, claims experience, 
evidence of insurability (including conditions arising out of acts of domestic violence), or source of payment. 
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Network Adequacy 
 

AHP maintains and monitors a network of appropriate providers, supported by written arrangements, that is sufficient 
to provide adequate access to covered services to meet the needs of the population it serves. AHP ensures that 
services are geographically accessible and consistent with the local community patterns of care. 
 
Physician Availability 
 

Contracted providers are available (24) hours per day, seven days per week, either directly or through arrangements 
for after-hours coverage. An appropriately trained and licensed registered nurse is also available after business hours 
to authorize medically necessary services. A 24-hour toll-free Member Services number is available to call in the 
event of an emergency. This number is printed on the member’s identification card. 
 
UM Staff Availability 
 

UM Staff is available at least (8) hours per day during business hours for inbound or collect calls regarding UM 
issues. Member calls may be triaged by Member Services and directed to the UM Department or delegated entity 
managing UM, if appropriate. 
 
 
CONTINUITY & COORDINATION OF CARE 
 
AHP monitors the continuity and coordination of care that enrollees receive, and takes action when necessary to 
assure continuity and coordination of care is delivered in a manner consistent with professionally recognized 
evidence-based standards of practice across the network. Procedures are in place to ensure the provision of continued 
covered services when the rendering provider terminates with AHP or when a non-participating provider provides the 
service. 
 
 
MEDICALLY NECESSARY SERVICES 
 
Medical Necessity 
 

AHP adheres to all State and Federal laws applicable to UM decision-making. AHP’s UM decisions are based on 
definitions of ‘medical necessity’ established by those regulatory agencies, organizations, and governing bodies that 
have authority over the line of business to which the decision is applicable. The definitions of ‘medical necessity’ 
include, but are not limited to, the following:  

1. Medicare: Medically necessary, as defined by Centers for Medicare and Medicaid Services (CMS), describes 
those services or supplies that are reasonable and necessary for diagnosis or treatment of an illness, injury, 
condition, disease, or its symptoms and that meet accepted standards of medicine. For the purposes of caring 
for Medicare members, AHP adheres to Federal and State law concerning medical necessity that apply to 
Medicare members, such as those provisions found in 42 U.S.C. § 1395y. 

2. Medi-Cal: According to the Medi-Cal standard, medically necessary services are those services reasonable 
and necessary to protect life, prevent significant illness or significant disability, or to alleviate severe pain 
through the diagnosis or treatment of disease, illness, or injury, as under Title 22 California Code of 
Regulations (CCR), Section 51303. 

3. Medically necessary services are services for which there is no other medical service or site of service, 
comparable in effect, available and suitable for the enrollee requesting the service that is more conservative 
or less costly. 

 
Medical Necessity in UM Decision-Making 
 

Medically necessary services meet professionally recognized standards of healthcare substantiated by records, 
including evidence of such medical necessity and quality. Medical necessity review may be required by AHP (or its 
delegated entity) to make UM determinations in instances including, but not limited to, the following: 
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1. Referrals for covered medical benefits defined by the organization, including hospitalization and emergency 
services listed in the Summary of Benefits 

2. Referrals for care or services that could be considered either covered or non-covered, depending on the 
circumstances, including decisions on requests for care that the organization may consider investigational or 
experimental. 

3. Referrals for dental procedures that are covered under the member’s medical benefits. If dental and medical 
benefits are not differentiated in the benefit plan, the organization must identify the services or care as if 
there is a medically necessary medical or surgical procedure that occurs within or adjacent to the oral cavity 
or sinuses. 

 
Pharmacy-Related Medical Necessity Denials 
 

Pharmacy-related medical necessity denials include step-therapy or prior authorization cases. It does not include 
denials based on benefits that are specifically excluded from the benefit plan, even when the member requests 
coverage based on medical necessity. 
 
 
Experimental or Investigational Procedures 
 

A medical necessity review is required for experimental or investigational procedures unless the requested 
service/procedure is specifically listed as an exclusion on the member's benefit plan.  
 
Benefit Determination 
 

A benefit determination is a denial of a requested service that is specifically excluded from a member's benefit plan, 
which the plan is not required to cover under any circumstances. Such requests do not require review by an 
appropriate practitioner. 
 
Discuss UM Decisions 
 

To discuss UM decisions or to request clinical criteria used in making a UM decision:  
1. The requesting provider may contact the physician reviewer directly by using the contact information 

provided on the applicable UM notification.  
2. The member may contact the UM Department or delegated entity by using the contact information provided 

on the applicable UM notification. 
 
 

UTILIZATION REVIEW CRITERIA 
 

Approval & Adoption of UM Criteria 
 

Medically acceptable, objective and evidence-based criteria (i.e. Milliman Care Guidelines, etc.), selected and 
approved by the UM Committee and appropriate specialty practitioners, will be applied consistently by health care 
professionals to determine the appropriateness of health care services. Criteria will be reviewed, updated, and 
modified by the UM Committee annually and as necessary. Criteria will be made available to AHP health care 
professionals, providers, members, and the public upon written request. 
 
Applying Criteria in UM Decision-Making 
 

The UM decision-making process considers the following (9) factors when applying criteria to an individual: 
1. Age 
2. Co-morbidities 
3. Complications 
4. Progress of treatment 
5. Psychosocial situation 
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6. Local delivery system2 
7. Home environment, when applicable 
8. Individual needs of dual-eligible enrollees 
9. Other factors that may impact the ability to implement an individualized AHP care plan 

 
Criteria, Guidelines, & Resources 
 

AmericasHealth Plan utilizes several approved sources to make coverage and medical necessity decisions. Many 
coverage determinations are outlined in state and federal regulatory guidelines and law. In addition, guidelines are 
available as a guide for medical necessity decisions and serve to standardize professional opinions and judgement. 
Individual medical judgment and circumstances regarding the particular patient are also considered when making 
decisions. The regulations, guidelines, and resources utilized by AHP (or its delegated entity) for utilization review 
and decision-making include, but are not limited to, the following: 

1. Regulations: 
A. Social Security Act Title 18 
B. California Code of Regulations Title 22 
C. California Code of Regulations Title 28 
D. CFR Title 42 

2. Guidelines & Resources: 
A. State and Federal Regulatory Criteria – Including, but not limited to, National Coverage 

Determinations (NCD), Local Coverage Determinations (LCD), and Local Coverage Medical Policy 
Articles (LCA). 

B. Medicare Manuals – Including, but not limited to, the Medicare Managed Care Manual, Medicare 
Benefit Policy Manual, Program Integrity Manual, and Medicare Claims Processing Manual. 

C. Medi-Cal Provider Manual – Includes information on Medi-Cal services, programs, and claim 
reimbursement. The manuals are available in their entirety free of charge online at www.Medi-
Cal.ca.gov. 

D. Medicare Coverage Database – Includes database of procedures, treatments, and services covered by 
Medicare. The database is accessible online at http://www.cms.gov/medicare-coverage- database/. 

E. The Manual of Criteria for Medi-Cal Authorization – The Department of Health Care Services 
(DHCS) has established regulations governing the Medi-Cal program, which require that certain 
services can be authorized and paid only after appropriate professional review by a physician, 
registered nurse or pharmacist consultant. The review criteria published in this manual, while not 
exhausting the range of services covered by Medi-Cal, assists in standardizing professional 
judgment. The criteria themselves have been developed by medical professionals and are to be used 
as guidelines. The manual is available online at  

F. https://www.dhcs.ca.gov/formsandpubs/publications/Documents/Medi-
Cal_PDFs/Manual_of_Criteria.pdf. 

G. Milliman Care Guidelines (MCG) – Provides comprehensive healthcare review criteria/benefit 
interpretation guidelines and clinical guidelines for primary and behavioral healthcare. MCG criteria 
and guidelines are evidence-based, utilize nationally recognized standards, and are continuously 
updated as new and objective clinical information is published and adopted to support best practices. 

 
 
 
 
 
 
 
 
 
 
 

2Additional considerations and characteristics/capabilities of the local delivery system that are relevant when 
applying criteria include, but are not limited to, the following: 

1. Availability of skilled nursing facilities, sub-acute care facilities, or home care in the organization’s service 
area to support the patient post-discharge from an acute facility. 

2. Coverage of benefits for skilled nursing facilities, sub-acute care facilities, or home care where needed. 
3. Local hospitals’ ability to provide all recommended services within an appropriate length of stay. 
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H. Contracted Health Plan Medical Policy – In the event that AHP is delegated utilization review 

activities on behalf of a contracted health plan partner, AHP will reference, if applicable, the 
contracted health plan’s medical policy or clinical guidelines as criteria in the administration of 
utilization review. 

I. Other Nationally Recognized Criteria – In the event that a service is requested that does not have 
clear medical necessity criteria in any of the sources mentioned above, UM staff will refer to 
guidelines from national professional organizations including, but not limited to, the following: 

 Agency for Healthcare Research and Quality (AHRQ) – AHRQ is part of the US 
Department of Health and Human Services. AHRQ makes publicly available the 
National Guideline Clearinghouse (NGC) via AHRQ.gov. 

 US Preventive Services Task Force (USPSTF) – USPSTF is an independent group of 
national experts in prevention and evidence-based medicine. USPSTF resources are 
publicly available online www.uspreventiveservicestaskforce.org. 

 Other Health Plans – Other health plans operating in California and throughout the 
country post publicly available resources and tools that may be referenced for 
information or insight regarding utilization review. 

J. AHP Guidelines – AHP, under the direction of the Chief Medical Officer (CMO), and with input 
from in-network practitioners, may develop clinical guidelines to be followed for utilization review 
purposes. All guidelines developed by AHP must be reviewed and approved by the UM Committee. 
AHP clinical guidelines may only be referenced for utilization review in the absence of nationally 
recognized guidelines.  

 
Second Opinions 
 

AHP provides for a second opinion from an in-network qualified health professional at no cost to the member. If no 
qualified health professional exists within AHP’s network, then AHP shall cover an out-of-network second opinion 
with a qualified provider that accepts a 100% Medicare or 100% Medi-Cal rate (applicable to member’s line of 
business). 
 
 
UM COMMUNICATIONS  
 
Notifications 
 

Decisions affecting care are communicated to the provider and member in a timely manner in accordance with 
regulatory guidelines for timeliness. Communication includes notification of appeal rights and instructions for filing 
an appeal. Practitioners are notified in the Notice of Action (NOA) letters that they may speak with the Chief Medical 
Officer/Medical Director or designated Physician Reviewer regarding the denial, delay, or modification of a 
requested service. Notice of Action letters are written in clear and concise language (with reference to guidelines, 
criteria, or benefits) and member letters are provided in threshold languages. Upon request, further details and 
information about these decisions is made available to members in their preferred language. 
 
Disclosure of Utilization Review Criteria 
 

AmericasHealth Plan UM processes and review criteria are available for disclosure to network providers, contractors, 
members, and the public upon request, in accordance with established regulatory requirements. If used as the basis of 
a decision to modify, delay, or deny services in a specified case under review, criteria shall be disclosed to the 
provider and member in that specified case. The full criteria or guideline used for a decision may be requested from 
the UM Department by phone or in writing. 
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SEPARATION OF MEDICAL AND FINANCIAL DECISION-MAKING 
 
AmericasHealth Plan (AHP) is committed to professional Utilization Management (UM) processes that ensure that 
medical decisions are ethical, professional, and appropriate for the member (and the contracted health plan, if 
applicable). AHP enforces a separation between medical decision-making and fiscal/administrative management to 
ensure that medical decisions are not unduly influenced by fiscal or administrative considerations. UM decisions are 
based solely on quality, appropriateness, medical necessity, and existence of coverage. The Chief Medical 
Officer/Medical Director or designated Physician Reviewer does not receive any financial reimbursement or payment 
of any sort based on UM determinations. Practitioners are guaranteed independence and impartiality in making UM 
decisions. Lawful and justified UM decisions made by a Physician Reviewer shall not impact the hiring, 
compensation, termination, promotion, or finances of that reviewer. 
 
Affirmation Statement 
 

All UM Department staff are required to sign annually an affirmation statement which states clearly that no financial 
incentives currently exist, or will exist, for UM decisions or activities conducted on behalf of AHP. 
 
 
UTILIZATION REVIEW & DECISION-MAKING 
  
Local, State, and Federal regulations require certain services to be available without prior authorization. These 
services are reviewed by AHP’s CMO, or physician designee, and the Director of Medical Management, then 
presented to the Utilization Management Committee for review and approval. If approved by UM Committee, these 
services are added to the list of automatically approved services to streamline efficiency of future authorization 
processing. 
 
Prior Authorization 
 

Services requiring prior authorization generally include, but are not limited to, the following: 
1. Inpatient and Outpatient Hospital Care 
2. Ambulatory and Other Surgical Care 
3. Skilled Nursing Facility Care 
4. Specialty Referrals 
5. All Infusion Therapy, Radiation Therapy, and Other Injectables 
6. Physical, Occupational, and/or Speech Therapy 
7. MRIs and CT Scans 
8. Transplants 
9. Hospice and/or Palliative Services 
10. Durable Medical Equipment (DME) 
11. Cataract Spectacles 
12. Hearing Aids and Services 
13. Home Health Services 
14. Select Pharmaceutical Services (if AHP is at-risk or delegated to manage) 

AHP communicates to practitioners and providers information about the procedures, timeframes, and services that 
require prior authorization via AHP’s Provider Manual, periodic provider newsletters, and AHP’s website 
(www.americashp.com). Member eligibility verification and benefit determinations are assessed prior to the approval 
of a request. 
 
Clinical Information for Prior Authorization 
 

When making medical necessity decisions, UM staff obtains relevant clinical information to make determinations for 
non-behavioral and behavioral healthcare UM decision-making. Clinical information is provided to the Chief 
Medical Officer/Medical Director or a designated Physician Reviewer to support the decision-making process. 
Examples of clinical information may include the following: 
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1. History and physicals 
2. Progress notes 
3. Diagnostic results, such as laboratory results, or x-rays 
4. Consultation reports 
5. Hospital records 
6. Physical therapy notes 
7. Telephonic and fax reviews from inpatient facilities 
8. Operative reports 

 
Prospective, Concurrent, and Retrospective Review 
 

AmericasHealth Plan ensures that its prospective, concurrent, and retrospective review procedures meet the following 
minimum requirements: 

1. Qualified health care professionals supervise review decisions, and a qualified physician will make the 
determination to deny any services based on medical necessity, if appropriate. 

2. There is a set of written criteria or guidelines for utilization review that is based on sound medical evidence, 
is consistently applied, regularly reviewed, and updated as needed. 

3. Reasons for decisions are clearly documented. 
 
 
INTER-RATER RELIABILITY  
 
Inter-rater reliability audits are conducted annually for non-licensed staff (Case Management Coordinators) and 
licensed staff (Nurse Case Managers and Physician Reviewers) to assess the consistency with which both the 
physician and non-physician reviewers apply UM criteria. Inter-rater reliability audits assess the following: 

1. Physician and nurse reviewers’ application of criteria for determining medical appropriateness. 
       2.   UM Coordinators’ application of automatically approved authorizations according to the UM Committee’s 
 list of services subject to automatic approval. 

3.    Physician and nurse reviewers’ application of criteria specifically for the review of medical necessity for 
 benefit coverage, as stated in the member’s handbook and/or interpretation of services. 
4.    Case Managers’ adherence to case management standards, to include consent, individual participation, and 
 cultural and linguistic needs. 

Corrective actions are initiated upon identification of inconsistent or incorrect application of clinical criteria or 
benefit determination. 
 
 
TIMELINESS OF UM DECISIONS 
 
Timeliness of Medi-Cal Referrals 
 

Medi-Cal referrals are processed in a timely manner as follows: 
1. Emergency Services – No prior authorization required. 
2. Emergency Post-Stabilization Services – Decision must be made within (30) minutes of receipt of verbal 

request or the request shall be deemed approved. 
3. Concurrent Review (of authorization for treatment already in-place) – Decision must be made within (24) 

hours of the receipt of the initial request, consistent with the urgency of the member’s medical condition and 
in accordance with Health and Safety Code Section 1367.01(h)(3). 

4. Retrospective Review – Decision must be made within (30) calendar days of receipt of the initial request. 
5. Pharmaceuticals – Decision must be made within (24) hours or (1) business day of receipt of the  initial 

request for all drugs that require prior authorization. 
6. Routine Requests – Decision must be made within (5) business days of receipt of the information reasonably 

necessary to render a decision. The decision may be deferred and the time limit extended 14 calendar days 
only when a member or member’s provider requests an extension, or when AHP requires additional 
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information to reach a decision 
7. Expedited Requests – For requests in which the enrollee’s condition is such that the enrollee faces an 

imminent and serious threat to his or her health including, but not limited to, the potential loss of life, limb, 
or other major bodily function, or the normal timeframe for the decision-making process would be 
detrimental to the enrollee’s life, health, or could jeopardize the enrollee’s ability to regain maximum 
function. The decision to approve, modify, or deny such a request shall be made within (72) hours of receipt 
of the initial request. 

 
Timeliness of Medicare Referrals 
 

Medicare Advantage referrals are processed in a timely manner as follows: 
1. Standard Organization Determination – When an enrollee has made a request for a service, AHP notifies the 

enrollee of its determination as expeditiously as the health condition requires, but no later than (14) calendar 
days after AHP receives the request for a standard organization determination. 

i. The request may be extended up to 14 calendar days. This extension is allowed only if the 
enrollee requests it or the delegated organization/provider justifies a need for additional 
information and documents how the delay is in the interest of the enrollee. 

2. Expedited Initial Organization Determination – An enrollee or any physician may request that AHP 
expedite an organization determination when the enrollee or his or her physician believes that waiting for a 
decision under the standard timeframe could place the enrollee’s life, health, or ability to regain maximum 
function in jeopardy. Expedited determinations must be reached no later than (72) hours after AHP receives 
the request. 

3. Termination Initial Organization Determination – The organization notifies members of termination of 
SNF, HHA, CORF services (as they apply to the contract) of its decision to terminate provider services no 
longer than (2) calendar days before the proposed end of service, using the standard Notice of Medicare 
Non-Coverage (NOMNC) Form (CMS 10123). 

 
Timeliness Reporting 
 

AHP monitors and submits to its contracted health plan partners a timeliness report for non-behavioral, behavioral, 
and pharmacy as directed for the following UM activities: 

1. Non-behavioral UM decision-making 
2. Notification of Non-behavioral UM decisions 
3. Behavioral UM decision-making 
4. Notification of behavioral UM decisions 
5. Pharmacy decision-making 
6. Notification of Pharmacy UM decisions 

 
 
DENIALS & APPEALS 

 
Denials 
 

Denials of requests for service occur most often as a result of a lack of benefit coverage, lack of medical necessity, or 
a lack of sufficient clinical information provided by the requesting provider. All denial of service determinations 
must involve the Chief Medical Officer/Medical Director or a designated Physician Reviewer. 
 
Denials Notification 
 

Denials are communicated timely to the requesting provider and member based on regulatory and contractual 
requirements, most often occurring verbally or in writing. Denial notifications include, at minimum, the following 
elements: 

1. A clear and concise explanation for the denial of the requested service. 
2. The benefit provision, criteria, or guideline used to make the determination. 
3. Instructions explaining how the recipient of the denial notification may request the criteria used to make the 
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determination. 
4. The name and direct contact information of the physician reviewer responsible for the decision (included on 

the provider’s denial notification only). 
5. Instructions explaining how the recipient of the denial notification may appeal the decision. 
6. All notices and enclosures required by State and Federal law, including the “Your Rights” notice. 

 
Appeals 
 

In the case that a member or provider disagrees with an adverse benefit determination issued by AmericasHealth Plan 
(AHP), the member or provider may file an appeal. Appeals must be filed with AHP within 60 days from the date of 
the Notice of Action (NOA) letter which communicates to the member or provider that requested services have been 
denied. 
 
Protocol for Handling Appeals 
 

AmericasHealth Plan has established a dedicated and written process to handle and resolve all appeals. Appeals 
received by AHP are reviewed by a qualified physician. The physician responsible for reviewing an appeal shall not 
be the same physician, nor a subordinate of the same physician, responsible for the adverse benefit determination. 
Appeals are resolved by AHP within the regulatory timeframes required by the Department of Health Care Services 
(DHCS), Centers for Medicare and Medicaid Services (CMS), Department of Managed Health Care (DMHC), or 
other applicable regulatory agency or governing body. In the event that AmericasHealth Plan is not contractually 
delegated to manage grievances and appeals, all inbound complaints, inquiries, and requests regarding an adverse 
benefit determination are forwarded to the entity responsible for managing grievances and appeals. AHP gives clear 
and written instruction to staff concerning the triage of inbound calls relating to grievances and appeals. 
 
 
CASE MANAGEMENT (CM) 
 
AmericasHealth Plan Primary Care Physicians (PCP) serve as the member’s initial point-of-contact and provide 
ongoing care and treatment. PCPs are responsible for coordinating with AHP’s Case Management Department, or 
its delegated entity, to assist in the support and management of member’s medical care. 
 
Enhanced Primary Care Case Management (EPCCM) 
 

Enhanced Primary Care Case Management (EPCCM) is a systematic approach to healthcare with a focus on the 
delivery of appropriate healthcare services for members with high utilization and high costs, as well as chronic or 
episodic health concerns. EPCCM supports the role of the PCP through case management coordination that enhances 
collaboration and communication among providers and with the member. Enhanced Case Management is limited to 
outpatient case management. The PCP directs the case management of the member with the support of the Nurse 
Case Manager, the health plan partner’s Case Manager (if applicable), and sometimes the support of a Health 
Educator, Clinical Pharmacist, Specialist, or ancillary provider to ensure the delivery of medically necessary 
treatment and timely referrals to support services. The goal of EPCCM is to enhance the member’s compliance with 
the treatment plan and improve health outcomes. 
 
Complex Case Management (CCM) 
 

AmericasHealth Plan provides and supports Complex Case Management through identification of members with 
diseases or medical needs requiring complex coordination of care and referrals to their designated medical groups. 
Complex Case Management includes inpatient case management provided by AHP’s inpatient staff and supported by 
UM/Case Managers. Care is coordinated between outpatient CM nurses with assistance from AHP inpatient staff to 
assure continuity of care and patient management. 
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CLINICAL DATA COLLECTION 
 
Utilization data are regularly collected, trended and evaluated (from prospective, concurrent and retrospective 
reviews, as applicable) to establish provider profiles based on practice patterns (under- and over-utilization), quality 
of care and service, access, member satisfaction and compliance with State and Federal regulatory requirements. 
Utilization data is collected through multiple sources including Electronic Health Records (EHR) software, utilization 
management reporting systems, Health Information Exchanges (when available), health plan partner reporting, and 
from other contracted vendors, entities, and organizations. 

 
 

MONITORING OVER-UTILIZATION AND UNDER-UTILIZATION 
 
UM decision-making is based only on appropriateness of care and service and existence of coverage. 
AmericasHealth Plan identifies any significant variance from the standard of care, such as an adverse outcome 
requiring immediate action or based on a pattern of practice that falls significantly outside of the established 
program and community standard. The UM Committee forwards any Potential Quality Issues (PQI) to the Quality 
Improvement (QI) Committee. 
 
Monitoring & Interventions 
 

Performance comparisons are made against benchmarks or goals and historical norms. Established methodologies are 
used for measurement purposes to every extent possible. Identified over-utilization or under-utilization of services are 
investigated and reviewed at the UM and/or QI Committee meetings. Corrective action plans and interventions are 
developed by the UM and QI Committees as needed. Such action plans and interventions may include, but are not 
limited to, provider education, member education, staff development, administrative changes, provider contract 
changes, and/or alteration of provider privileges. The scope of each action plan is determined based on the 
circumstances and identified causes that relate to each unique adverse outcome or variance from the standard or 
norm. The scope of each action plan is approved by the appropriate committee, which assures that interventions are 
timely and meaningful. Re-measurement is performed at appropriate intervals to determine the effectiveness of 
interventions. Examples of how activities may be monitored include, but are not limited to, the following: 

1. HEDIS Data 
2. MCAS Data 
3. Inpatient Admissions 
4. Ambulatory Care 
5. Denial Volumes 
6. Pharmacy Data 
7. Emergency Services Utilization 
8. Grievances 
9. Profiling Statistics 
10. Patient Experience Surveys 
11. Provider Surveys 
12. Focused Studies (as needed) 

 
Data Sources 
 

Data sources used to identify and improve instances of under-utilization and over-utilization may include, but is not 
limited to, data from health plan partners, delegated entities, and other organizations such as: 

1. Claims and Encounter Submissions 
2. Medical Records 
3. Utilization Data 
4. Pharmacy Utilization Data 
5. Member and Provider Grievance Data 
6. Internally Developed Data and Reports 
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7. Audit Findings 
8. HEDIS Data 
9. MCAS Data 
10. Patient Experience Surveys 
11. Other Clinical or Administrative Data 

 
 
CONFIDENTIALITY 
 
Protecting PHI 
 

AmericasHealth Plan has a duty to protect the confidentiality and integrity of members’ Protected Health 
Information (PHI) as required by law, professional ethics, and accreditation requirements. AmericasHealth Plan 
protects PHI in such a manner that is consistent with the principle of ‘Minimum Necessary’ (i.e. Divulging or 
collecting the minimum amount of information from the member, subscriber, or appropriate healthcare provider that 
is necessary to conduct business activities). Activities and documents that are part of the UM Program are 
considered confidential and are maintained in compliance with legal requirements. Individuals engaged in UM 
Program activities shall maintain confidentiality of all member PHI and any other information developed or 
presented as part of the UM Program. 
 

AmericasHealth Plan safeguards members’ Protected Health Information (PHI) including, but not limited to, a 
member’s medical history, test results, laboratory results, mental health conditions, demographic information, or 
other information that could potentially be used to identify an individual. AHP has established policies, procedures, 
and protocols to ensure that AHP:  

1. Abides by all Federal and State laws regarding confidentiality and disclosure of PHI. 
2. Safeguards the privacy of any information that identifies a particular enrollee and has procedures that 

specify: 
A. For what purposes the information will be used within the organization. 
B. To whom and for what purpose(s) it will disclose the information outside the organization. 
C. That medical information is released only in accordance with applicable Federal or State law, or 

pursuant to court orders or subpoenas. 
3. Maintains the records and information in an accurate and timely manner. 
4. Grants timely access by enrollees, upon request, to the records and information that pertains to them. 

 
Security & Storage 
 

The UM Department maintains a secure log of cases processed for up to ten (10) years in hardcopies or electronic 
format, which can be retained onsite or offsite and are readily retrievable. These include medical records, Beneficiary 
Denial Notices and member Notice of Action (NOA) letters. 
 

The UM Department maintains all records relating to all business products and relevant materials in a secure and 
confidential manner, in accordance with AHP’s policy on record retention, maintenance, and confidentiality. All 
Federal, State, and Local regulatory standards regarding medical record maintenance and retention are strictly 
followed. 
 
 
UM WORK PLAN 
 
Overview of UM Work Plan 
 

AHP develops a UM Work Plan annually. The Work Plan addresses goals and objectives, established priorities, and 
outlines a strategic plan for the coming year. The UM Work Plan incorporates anticipated timeframes, responsible 
parties, and the status of ongoing activities. AHP submits the UM Work Plan annually (during the first quarter of 
each year) for approval to the UM Committee and the Board of Directors. AHP shares its annual UM Work Plan 
with its contracted health plan partners per the terms of the contractual agreement between the two parties. 
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Quarterly Reports 
 

Quarterly reports are an integral part of the routine documentation of ongoing UM activities. The quarterly reports 
focus on specific UM activities by measuring progress toward the goals in the annual UM Work Plan and any 
additional activities or changes to the UM Work Plan throughout the year. The quarterly reports are presented for 
approval to the UM and QI Committees and the Board of Directors. 
 
 
UM PROGRAM EVALUATION 
 
Annually, the UM Department performs an evaluation of the UM Program to measure the department’s performance, 
achievements, and outcomes for the year. The purpose of the annual evaluation process is to assess the effectiveness 
of the UM Program and its structure and organization. The evaluation assesses the UM Work Plan, UM Program 
Description, and UM policies and procedures and includes a description of completed and ongoing activities, UM-
related statistical data, identified trends, and whether the program has met its goals and objectives for the year. In the 
event that the annual evaluation reveals that the UM Program has failed to meet certain goals or objectives, then the 
evaluation shall include suggested changes to the UM Program Description, UM Work Plan, and/or UM policies and 
procedures in an effort to better achieve UM Program goals and objectives. The annual evaluation includes input, 
review, and approval from the UM Committee. The UM Committee and Board of Directors must approve all changes 
to the UM Program Description, UM Work Plan, and UM policies and procedures that result from the evaluation. 

 


