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Executive Summary

External Review is the independent medical review of a health plan deniad and offers another
option for resolving coverage disputes between a covered person and ther insurer. In North
Caoling, externd review is available to covered persons when their insurer denies coverage for
services on the grounds that they are not medicaly necessary. Thistype of denid isreferred to as
a “noncertification decision”. Denids for cosmetic or experimental services may be digible for
external review, depending on the specific circumstances of a case. The law applies to persons
covered under fully insured hedth benefit plans, the North Carolina Teachers' and Sate
Employees’ ComprehensiveM gor M edica Plan, and the Health Insurance Program for Children
(known as CHIP). Effective July 1, 2002, the North Carolina Department of Insurance's
Hedthcare Review (HCR) Program began providing external review services to eigible covered
persons.

Tobedigblefor externd review, the covered person generaly must have exhausted their heath
plan’sinterna appeals and grievance processes. (Specid rules exist for urgent cases that qudify
for expedited review.) A covered person or person acting on their behalf, including their health
care provider, may request an externa review of a heath insurer’s decision within 60 days of
recelvingthe decision. Requests for externa review arefiled directly withthe HCR Program.

By law, the Department is required to contract with qualified independent review organizations
(IROs) to provide the clinicd review of each casee The HCR Program is responsible for
reviewing external review requests for digbility and completeness. This review requires
Program staff to obtain information from the insurer whose decision is the subject of the request
and, if needed, additional information from the covered person. Once a request is determined to
be digible and complete, the case is assigned to an IRO. Assignment of a case is done on an
aphabeticd rotation. Case assignments are screened for conflict of interest between the insurer
and IRO. The IRO then assigns one or more expert medical professional(s) who have no
association with theinsurer toperform thereview. The IRO issues its determination of the case
within the gatutory time frame. The determination is binding on both the insured and covered
person, except tothe extent that the covered person has remedies under State or federa law.

The HCR Program is currently contracted with five IROs. Four of the IROs are multi-specidty
and one IRO is a singe service provider for menta health and substance abuse cases. Under
North Carolinalaw, an IRO has 45 day s from the date the request is received by the Deyartment
to review the case and issue a find decision. A totd of 4 days is dlowed for a decision to be
issued on arequest for expedited externd review.

During the first six months of the Program’s operation, 59 requests for externd review were
received, 19 of which weredeemed eigblefor externd review. As of December 31, 2002, 16 of
the accepted cases were closed. The insurer reversed its noncertification prior to the case being
assigned to the IRO in 2 cases, and IRO decisions were issued in the remaning 14 cases. In 7
cases, the IRO overturned the insurer’s decision, and in 7 cases the IRO upheld the insurer’s
decision.



The HCR Program has collected external review activity data tha supports interna program
operations and enables reporting of externa review activities and statistics as well as the
opportunity to identify trends relating to covered persons, insurers and IROs. However, due to
the smal number of digible externa review requests received so far, the data is not rdiable
enough to draw conclusions or identify trends at thistime.

North Carolina s new external review law provides an important service to our citizens. The law
provides a forma process for digble covered persons to resolve coverage disputes with their
insurers. The externd review process is far, efficient and cost-effective. The process is
independent of the digouting parties and results in afinal decision that is binding on the insurer,
and on the covered person save remedies available to them under Sate and federd law. It is
important to nate that (unlike many gates), North Carolina law has no features which would act
as abarrier to the digible covered person. Theexternal review law does not require the covered
person to pay a fee when filing a request for externa review, nor does it require a clams
threshold or minimum amount to bein dispute before acaseis eigblefor externa review.

The Depatment, through its HCR Program, has put in place the staff, policies and procedures,
and operating sysems necessary to receive, process and report on externa review requests.
Those requests assigned to an IRO were reviewed and written decisions were rendered within
time frames mandated law. No performance issues with the IROs have risen to-date.
Furthermore, no concerns have arisen with respect to the cooperation or compliance of the
insurers about whom requests for review were made.

During this next year, the HCR Program will continue and increase its efforts to promote
consumer awareness of external review services through a comprehensive community outreach
and education prog'am. As required under North Carolina law, covered persons are notified by
their insurer of ther right to externd review whenever ther insurers’ decision to deny
reimbursement for covered services based on a medica necessity determination is communi cated
viaan initia noncertification or notice of decision on internd apped. In many states, this natice
is the extent of consumer notification and program awareness activities. In North Carolina, we
have begun to usea variety of srateges to educate and inform consumers of the availability of
this progam. Public spesking engagements, hedth fars, newspaper articles, web-based
information and other forms of mediaarebeing evauated to determine the most effective means
to educate and inform North Carolini ans of the avail ability of externa review services.

Finally, the HCR Program has assumed the Department’s responsibility for providing consumer
counsding with respect to uilization review and insurers’ internal apped and gievance
processes. This redlocation of responsibilities was made because of the clinicd training of
Program staff, and in order to provide for continuity for those cases that are not resolved to the
covered person’s satisfaction and so progress to externa review. The redlocation also alowed
maximum utilization of HCR staff time, while freeing up other staff within the Depatment to
handle the increasing number of other consumer inquiries and complaints. Snce assuming these
responsibilities in April, HCR gaff hasprovided consumer counseling on 148 cases.



. I ntroduction

North Carolind s Hedthcare External Review Program (HCR Program) became effective July 1,
2002. Thelaw provides for the esablishment and maintenance of external review procedures by
the Depatment of Insurance (the Depatment) to assure that covered persons have the
opportunity to request an independent review of ther hedth plan’s medica necessity denid
(noncertification) if appeds made directly to the plan have faled to win coverage. The HCR
Program received 59 requests for externd review during its first six months of operation. Of
those requests, 19 cases were determined to be digble for external review.

Thisreport isintended to provide a comprehensive picture of the HCR Program’s development,
operations and activity begnning in January 2002 and continuing through December 2002. The
report aso includes information about consumer contact with the HCR Program — primarily, but
not limited to those consumers who requested externa review. Detailed information is provided
about the requests received and, for those cases that were eigble to receive externd review,
about the nature of the request and its outcome. Datais dso provided with respect tothe insurers
whose decisions were the subject of requests for externd review and about the independent
review organizations that reviewed accepted cases.

Readers are cautioned that, due to the rdativedy smadl number of requests for review and
accepted cases, much of the datapresented in this report is nat suitable for identifying trends or
drawing general conclusions about specific clinical services or individua insurers or independent
review organizations a this time. The data is presented nonethdess, both in the name of
disclosure and because its vaidity will grow over time as the numbers of requests for review and
cases accepted for review grow.

[l. Background of the Healthcare Review Program
A. Legislative Intent of Externad Review Law

Duringthe 2001 Legislative Session, the North Carolina General Assembly established external
review rights for insureds and charged the Department with arrangng for such reviews. The law
took effect on July 1, 2002 and was codified as Part 4 of Article 50 of Chapter 58 of the Generd
Satutes of North Carolina NCGS 58-50-75 through 58-50-95, known as the Hedlth Benefit Plan
External Review Law, governs the independent external review process.

North Carolinas external review rights assure covered persons the gpportunity for an
independent review of an apped decision or second-level grievance review decision upholding a
hedth plan’s noncertification, subject to certain digbility requirements. Defined in NCGS 58-
50-61(a)(13), “ noncertification” is “a determination by an insurer or its designated utilization
review organization that an admission, availability of care, continued stay, or other hedth care
service has been reviewed and, based upon the information provided, does not meet the insurer’s
requirements for medical necessity, gpropriateness, hedth care setting, level of care or



effectiveness, or does not meet the prudent layperson sandard for coverage of emergency
services in NCGS 58-3-190, and the requested service is therefore denied, reduced, or
terminated. A ‘noncertification’ is not a decision rendered solely on the basis that the hedth
benefit plan does not provide benefits for the hedth care service in question, if the exclusion of
the goecific servicerequested is clearly stated in the certificate of coverage. A ‘noncertification’
includes any situation in which an insurer or its designated agent makes a decision about a
covered person’s condition to determine whether a requested treatment is experimentd,
investigational, or cosmetic, and the extent of coverage under the hedth benefit plan is affected
by that decision.”

The externd review law applies to the insured business of dl insurers, including HM Os, who
offer ahealth benefit plan and provide or perform utilization review pursuant to NCGS 58-50-61,
the North Carolina Teachers’ and State Employees’ Comprehensive M gor M edicd Plan and the
Hedth Insurance Program for Children (known as CHIP).

B. Summary of External Review Process (NCGS 58-50-75 through 58-50-84)

Currently (as wel as prior to the enactment of an externd review law), North Carolina law
gants covered persons the right to up to two levels of internad apped of a hedth plan's
utilization review (UR) denid — known as a noncertification. These gppeds are filed with and
reviewed by theinsurer that made the noncertification.

Thenew externd review laws extend covered persons the right to independent externd reviews
of insurers’ apped decisions upholding ther initial noncertification decisions to deny
reimbursement for covered services based on medica necessity determinations. Requests for
review are to be made to the HCR Program, but the actua externa reviews are conducted by
independent review organizations (IROs) under contract withthe Department.

Thelaw requires each insurer to notify a covered person of their right to externd review a the
time that it issues a UR noncertification, an gpped decision upholding a noncertification, or a
second-level grievancereview upholdinganoncertification. This notice is required to include a
statement of the covered person’s right to a standard externd review or, based on the covered
person’s medica condition, an expedited external review. The noticeto insured individuals must
aso include adescription of theprocedures for requesting an external review.

A covered person or person acting on their behdf, including their hedth care provider, may
request an external review of ahealth insurer’s decision within 60 days of receiving the decision.
Requests for external review must be filed with the Department to be considered for review.

The maximum time a lowed for the Department and its IRO to conplete a standard review is 45
days from the date the Depatment receives the request. The 45 days is conprised of a
maximum of 10 business days’ review time by the Department and up to roughly 30 days’
review timeby thelRO. A tota of 4 daysis alowed for adecision to be issued on a request for
expedited externd review — with up to 3 days for the Department to determine whether the
request is digblefor externad review and qudified for expedited handling, and the IRO decision
by the 4" day. (Expedited review is to be granted when the time frame for a standard external



review or time frame for completing an expedited internd apped or second-level gievance
review would reasonably be expected to seriously jeopardize the life or hedth of the covered
person or would jeopardizethe covered person’s ability to regain maxi mum function.)

NCGS 58-50-80 establishes the manner in which a standard externa review shal be handled.
Within 10 business days of receipt of the request for sandard externa review the Department
must inform the insurer of the request for review; using information included with the request
and additiond information provided by the insurer, determine whether the request is digble for
review based on statutory digbility criteria; inform the covered person, insurer and covered
person’ sprovider whether review will be granted; and, if the case is accepted for review, assign
the case to an IRO and forward dl documentation to the IRO. IRO assignment is to be made
using alphabetica rotation.

Requests for expedited review may be made ordly or in writing by a covered person or person
acting on their behdf, including their health care provider. Reguests are first screened by the
HCR Program to determine whether they are digiblefor externd review. If accepted for externd
review, thereguest is reviewed by amedica professional under contract with the Department to
determine whether the request meets statutory eigbility provisions for review on an expedited
basis, or if the review should be conducted on a standard basis. If accepted for expedited
handling, the case is assigned to an IRO, dl parties are notified, and information and related
documents are forwarded to the IRO. Once received, an expedited review follows the same
review requirements of a standard review with the exception that the time frame is limited to a
tota of 4 daystad - 3 days for the Dgpartment and 1 day for the IRO.

Whether reviewing a case on a standard or expedited basis, the IRO is required to review the
case upon receipt of the information forwarded by the Depatment and the insurer, considering
any additiond information that may be provided by the covered person within the required time
frames, and issue adecision on the case. If theinsurer does not comply with the natice to provide
information to the IRO within the required time frames, the IRO is authorized to complete the
review of the case and issue adecision based on the information provided by the Depatment and
covered person, or terminate the review and issue adecision in favor of the covered person.

Oncetheexternal review process is initiated, it may be sopped if the insurer reverses its origna
noncertification. Theinsurer must inform the IRO, the covered person, and the Commissioner of
Insurance (Commissioner) of its decision to reverse its prior decision, and gpprove coverage or
pay ment for the requested service or itemin order to halt the review.

Assumingtheinsurer has not reversed itself, once the IRO has completed its review of the case,
it is the responsibility of that organization (not the Depatment) to provide written notice of its
decision to the insurer, the covered person, the provider, and the Commissioner. Once issued,
the IRO’s decision to uphold or reverse the insurer’s noncertification decision is binding upon
theinsurer and upon the covered person, except to the extent that the covered person has other
remedies available under gpplicable state and federd law. The covered person may not file
subsequent requests for an externa review on the same noncertification once the first externd
review has been completed and the IRO has issued the decision that upholds the decision of the
insurer.



Once the IRO’s review is complete, if its decision is to reverse the insurer’s denial, the insurer
must provide the benefit requested or payment for hedlth care services requested. This coverage
or pay ment must be conveyed within 3 business days of receipt of natice of the IRO’s decision
for standard review and within 1 business day of receipt of natice from the IRO for expedited
review.

[11. External Review Program Development Activities

HCR Program staff began work on January 2, 2002, in order to ensurethat the Program would be
operationa by July 1, 2002. Thisprogram development work is described below.

A. Contracting for Independent Review Organization Services

Snce it is the contracted IRO conducting the review on behaf of the Department that issues a
final decision on each case, selection of IROs is key to theprogram’ s ability to fulfill its duties.

Reguest for Prgposa
The Depatment sought to contract with IROs that had extensive experience in providing

independent medical review of hedth plan coverage denids for state agencies and commercial
hedth plans. As required by law, arequest for proposa (RFP) meetingthe conditions set forth in
NCGS58-50-94 and includingan IRO Application as required in 58-50-85(b) was prepared and
poged on the Sate of North Carolina Interactive Purchasing System web site on February 25,
2002. Additiondly, IROsthat either had contacted the Department previously to express interes
in providing independent medical review services or that were known to be nationaly accredited
were notified of the RFP.

In responding to the RFP, IROs were required to provide in separately seded envelopes, ther
technical responsetothe gpplication and their cost prgposa. Per the instrudions provided in the
RFP, an IRO’s technica response envelope contained a completed application signed and
notarized by the IRO’s chief executive officer or company officer, supporting documentation,
and a signed and notarized conflict of interest attesation. The cos prgposa envelope contained a
completed and signed cost proposa form.

Evaluation & Selection Process

The Depatment received nine propaosas in response to its RFP. In completing the Technica
Application Form, IRO’s were required to respond, in detail, to the following sections:
Qudification and M anagement of Proposed Independent Review Organization, Qudifications
and Experience, Clinica Reviewers, Quaity Assurance and Confidentiaity, Independent Review
Process and Information Sy stems, and Financid Profile.

In providing a cost proposd, IROs were required to submit a price quote which, if accepted,
would remain in forcefor the entirety of the two-year contract period. IRO cog proposas were
required to includethe following

A tata price quote for astandard review



A tatd price quote for an expedited review
A tatd price quotefor acancellation fee for astandard review
A tatd price quotefor acancellation fee for an expedited review

Asrequired under NCGS 58-50-94(b), the IRO proposds were evduated by an deven-member
Evduation Committee whose membership included insurers subject to external review, hedth
care providers, and insureds. Proposas were evauated to determine if an IRO satisfied the
minimum qud ifications established under NCGS 58-50-87. Using evauation criteria included in
the RFP, each IRO’ s technical proposa was scored on a “ poirnts earned” basis. Only those IROs
with an acceptable technical score had their cost proposds opened and evduated. In evduating
cost proposds, the Evaduation Committee identified those proposds that were within
commercially reasonable fees charged for similar services in the industry. Those proposas
deemed to provide the best combination of technical and cost vaues to the Sae of North
Carolinawer e recommended to the Commissioner.

Pursuant to NCGS 58-50-94(b), the Assigant Commissioner, acting as the representative of the
Commissioner, reviewed and accepted the Evduation Committee' s recommendations regarding
the cost and qudity of the services offered by each IRO, the reputaion and capabilities of the
IRO submitting the proposals, and the demonstrated or reasonably expected ability to comply
with the provision in NCGS 58-50-85 and 58-50-87. Following the recommendation, it was
discovered that one IRO was not in compliance with NCGS 58-50-87(c) due to an affiliate
reationship with an insurer. Such a relationship imposes an autometic disqudification of an
IRO. Those IROs deemed digble to participae in North Carolinds external review program,
and for which acontract was executed are as follows:

Carolina Center for Clinicd Information (Cary, NC)
Hayes Plus (Lansdde, PA)

IPRO (Lake Success, NY)

MAXIMUSCHDR (Pittsford, NY)

Prest & Associates (M adison, WI)

B. Devel opment of Consumer Request Forms and Other Resources

In order to process a covered person’s reques for a standard or expedited review, an Externa
Review Request Form was developed in an easy to read and useformat. The document requests
basic contact information on the covered person (paient), the person requesting the review (if
different from the covered person), insurance information, and physician/healthcare provider
information. The covered person identifies on the form the type of review they are requesting,
provides adescription of the disagreement, and signs the medical authorization release portion of



the form. If someone other than the covered person is requesting an external review, then the
“ Appointment of Authorized Representaive’ section of the request form must aso be signed.

The Externd Review Request Form is available to consumers on the Department’s web site, and
is designed to alow the consumer to complete the form using their computer. However, the
form cannot be submitted eectronicdly as it requires the covered person’'s signature. The form
can dso be mailed or faxed to consumers and completed by hand.

Other related documents designed to assist consumers withthe externa review process include a
list of Freguently Asked Questions, Instructions for Completing the External Review Request
Form, and a brochure entitled A Consumer’s Guide to External Review. All of these resources
are available to the consumer in the HCR Program section of the Department’ sweb site.

Copies of the Externd Review Request Form and other consumer materials referenced above are
included in Appendix A of this report.

C. Devel opment of HCR Program Operating Procedures

Written procedures for handling requests, aong with reaed operating documents, were
developed by HCR Program staff. Additiondly, flow diagrams describing the standard and
expedited externa review process were prepared as a means of clarifying responsibilities and
statutory time frame requirements of dl parties involved in the external review process. The
flow diagrams are presented in Appendix B.

External review requests are submitted tothe HCR Program, which is responsible for performing
a prdiminary review to determine digibility. To be eigble, the covered person must have
received a notice from their insurer denying coverage for services or requested services on the
grounds that they are not medicaly necessary. Additionadly, for a request to be found eigble
and ableto be accepted for review, dl of thefollowing criteriamust be met:

The covered person must have been covered by the insurer a the time of the request for
the services that arethe subject of the external review request.

The service must reasonably appear to be acovered service under the policy .
Theinsurer’ s interna apped process mus have been exhausted.

Therequest for externa review must be complete.

Thereguest must have been submitted withinthe stautory time frame, which is within 60
day s from the date of the determination that is the subject of the external review - usudly
thisisthe insurer’s fina determination on its highest leve of internal apped, unless the

matter is medically urgent.

Oncearequest isreceived and dl information necessary to process the request is complete, the
case is assigned to a clinica review analyst on staff a the HCR Program who will request



eligbility and benefit information from the insurer. Upon receiving the insurer’s response and
al required documents, the caseis reviewed and adetermination is made on the digibility of the
request. If the request is nat accepted, the natification to the requesting party will stae the
reason for non-acceptance. A case may not be accepted for severd reasons, including the
absence of jurisdiction by the Department either because the plan is a sdf-funded employer
hedth plan governed solely by ERISA, or because the request involves M edicare or M edicaid
programs, etc. Also, in some cases, the insurer elects to provide the services in question upon
being notified of theinsureds’ request for externa review, reversingthe denid that was the basis
for the request and effectively avoiding the need for the case to be assigned to and reviewed by
an IRO.

Once accepted, a case is assigned to an IRO using an dphabeticd rotation and a conflict of
interest screening tool. The case is then forwarded to the assigned IRO. The insurer, covered
person (or authorized representaive) and the covered person’s provider are notified of the case's
acceptance and 1RO assignment. Additionally, the covered person (or authorized representdive)
arenotified of ther right to provide additiona information to the IRO. M aerids provided to the
IRO by the HCR Program include the Externd Review Reguest Form, documents provided by
theinsurer, and medica and supporting documentation provided by the covered person or ther
authorized representaive or provider. Theinsurer is gven a copy of any additiona information
that the covered person providesto the IRO, and may chooseto reverse its own denid based on
that information, therefore causing the externd review to be discontinued if it has not yet been
completed.

The decision issued by the IRO is binding on the insurer and on the covered person except to the
extent that the covered person may have other remedies available under applicable federd or
state law, including NCGS 90-21.50 through 21.56, Health Care Liability, and Section 502(a) of
ERISA. TheHCR Program paysthe RO for its services and the insurer is required to reimburse
the HCR Program for the cost of the review. If the IRO’s determination overturns the insurer’s
originad decision, the hedth plan must provide for coverage or pay ment within three days for a
standard externd review request and within one day for an expedited externd review request. If
the IRO’s decision upholds the insurer’s origna decision, the covered person may not request
another interna apped or external review on this case.

D. Insurer Education

In April 2002, insurers were notified in writing of the establishment of the HCR Program.
Insurers were provided a brief overview of the law and were asked to provide contact
information to the HCR Program for use in processing their insureds’ requests for externd
review.

Informational meetings were held with insurers’ representatives to discuss the externa review
process and provide clarification on the statutory provisions governing externa review. These
meetings aso provided the opportunity for hedth plan representatives to meet HCR Program
staff and to begn dialogue in establishing an eff ective work re aionship.



The Depatment made available to insurers suggested language to satisfy the datutory
requirement that their member notice and evidence of coverage include a description of the
external review process and procedure for requesting an external review. Additiondly, the HCR
Program worked with several insurers in the development and refinement of the Insurer Request
for Information Form. This document serves to notify the insurer of their covered person’s
request for an external review and identifies the HCR Program’'s information requirements to
determine the insured’s dighbility. Findly, the HCR Program developed Freguently Asked
Questions for insurers. All information prepared for the insurance industry’s use was posed on
the Depatment’s web site. Insurers are notified via eemail when new and revised information
about externd review is posted in the HCR Program section of the Department’s web site.

E. External Review Data Tracking

In order to accurately capture externd review request activity and reportable data, the
Department’s Information Sysems Division developed an € ectronic database tracking sysem to
support the HCR Program. The god of this initiative was to develop an automated sysem to
enter external review request information, manage workflow for requests and IRO assignments,
create correspondence, and report on Program activities.

Given thelimited time frame to accomplish the task, Information Sy sems staff “ fast tracked” the
project, usinginternal resources and existing sy gems within the Department to meet automation,
tracking and reporting requirements of the Program. By June 30, 2002, HCR'’s data tracking
system had been developed, tested, refined, and implemented. The sysem has the capability of
capturing and recording al externd review request activity, generating correspondence,
recording audit functions, and publishing more than thirty different reports.

F. Medical Profesdona Consultant

NCGS 58-50-82, which sets forth the procedures for requesting and reviewing a request for an
expedited externa review, requires the Commissioner to consult with a medica professiond to
determine whether the request should bereviewed on an expedited basis. Because an expedited
request can be made a any time, the HCR Program requires the services of a medica
professional who can be availabl e 24 hours-a-day, seven-day s-a-week.

The Depatment advertised for consultants and selected two physicians in order to maintain
around-the-clock-avail ability. These physicians, both of whom are board-certified in internal
medicine, are contracted to provide on-cal case evaluations of requests for expedited external
review. The scope of these evauations is limited to determining whether a request meets
medical criteria for expedited review. Once the case is evduated, the reviewing physician
provides the HCR Program Director their written recommendation on how the case should be
handled (i.e., standard or expedited review by the IRO), including the clinicd rationae for the
recommendation.



G. HCR Program Staffing

The HCR Program was created as a new operating unit of the Department’s Technica Services
Group. Personnd to support the unit were recruited from outside of the Department, seeking
registered nurses with broad clinicd and administrative experiences, including experience
working with hedth plans, providers, utilization review progams, gpped and gievance
processes, and datatracking sy sems.

Snce September 1, 2002, the Hedlthcare Review Program staffing is as follows:
- 1Director
« 1 Senior Clinica Review Analyst
« 1Clinicad Review Andyst
« 1 Administrative Assigant

« 2 Physicians (Consultants)

V. Continuing Program Activities
A. External Review Community Outreach and Education

In June 2002, prior to the effective date of the HCR Program, the Department's Public
Information Officer (PIO) distributed a news reease announcing this new consumer program.
The announcement was caried by thirty-three newspapers from around the dae and one
statewideradio news network. Severa news reporters contacted the PIO with specific questions
about the program, and additiona information about externa review services was provided. In
October 2002, an article about externa review services was again released and was published in
one magazine and 12 different organizationa newsletters. The Deyartment will continue to
utilize the news media as ameans of informing consumers about the HCR Program and externd
review rights as opportunities arise.

Sncethe program began, avariety of activities to inform and educate consumers about externa
review have been underway. Those activities have included public spesking engagements,
writing articles for consumer and hedth care provider newsletters, and educating hedth care
providers about externa review services. Additiondly, contacts have been made with consumer
advocacy groups, hospitals and professiona organizations, to inform them about the Program
and to seek opportunities to present information about externa review services.

B. Consumer Counseling on UR and Internal Appeal and Grievance Procedures
Beginning April 1, 2002, the Department shifted the bulk of its longstanding responsibility for

providing consumer counseling on utilization review and internal appeds and grievance issues
from its Consumer Services Division to the HCR Program. This redlocation of responsibility



was made in the belief that consumers who contacted the Depatment regarding these matters
would benefit from speskingwith staff who would both be able to gpecidize in this subject area
and possess dinical training and so feed more comfortable with and knowledgesble about
medica denids. Furthermore, this arrangement will provide for continuity for those cases that
ultimately progress to externa review.

The HCR Program can receive a request to assis a consumer in several different ways,
including:

The Consumer Services Division can refer aconsumer call to the Program.

The Consumer contacts the Program directly after being notified via written
correspondence from the Consumer Services Division of the availability of clinical staff
inthe HCR Program to provide suggestions, strategy or information that may be helpful
to ther case.

The Consumer Services Division can consult with HCR Program to obtain specific
suggestions on aparticular aspect of the case, while retaining responsibility for the case.

The HCR Program can receive calls directly from consumers.

In providing consumer counsding, the HCR Program staff will explain the state laws that govern
utilization review and the gpped and grievance processes. |If asked, staff will suggest generd
resources where the consumer may find supporting information regarding their case, suggest
collaboration with ther physician to identify the mos current scientific clinical evidence to
support the trestment, and explain how to use the supporting information and law during the
apped process.

In providing consumer counseling, staff will not gve an opinion regarding the appraopriateness of
the requested treatment, suggest dternate modes of treatment, provide gecific detailed articles
or documents that relate to the requested treatment, gve medical advice or prepare the
consumer’s case for them. Consumers requesting further assistance with the preparation of ther
gpped or gievance arereferred to the Office of M anaged Care Patient Assistance located within
the Attorney Generd’s Office. Likewise, when consumers request assistance with developing
ther request for external review (as opposed to seeking information about their rights or about
procedura matters), they arereferred to the Office of M anaged Care Patient Assistance.

C. Oversight of IROs

IROs are subject to many gatutory requirements regarding the organizations' structure and
operations, the reviewers that they use, and their handling of individua cases. The HCR
Program engages in avariety of activities to provide appropriate monitoring. In the event that
monitoring reveals that requirements are not being met, the IRO will be informed of the
deficiency and, as appropriate, be gven an opportunity to correct the matter or face contract
termination. Specific types of requirements for IROs and the means by which oversight is
provided are described as follows:



Timeliness of Decisions

An IRO must provide notice of its decision on a case to the covered person, the insurer, the
covered person’s provider who performed or requested the service, and the Commissioner,
within the gatutory requirement gpplicableto thetype of review performed.

The HCR Program Data Tracking Sy stem automaticaly assigns the statutory decision due date
for each caseasit isentered. This enables HCR Program staff to monitor IRO assignments and
legd deadline dates on an ongoing basis. When an IRO issues its notice of determination, the
date of noticeis entered into the data tracking sy stem. This enables staff to ensurethat the IRO
has met the time frame requirements.

Content of Ndtice
An IRO must include in each written notice of a decision to uphold or reverse the apped
decision, thefollowing requirements as set forth in NCGS 58-50-80(k):

A generd description of the reason for the request for externa review.

The date the organization received the assignment to conduct the externa review.

The date the organization received information and documents submitted by the
covered person and by theinsurer.

The date the externa review was conducted.

Thedate of its decision.

The principa reason or reasons for its decision.

Theclinica rationalefor its decision.

References to the evidence or documentation, including the practice guiddines,
considered in reachingits decision.

9. Theprofessiond qudifications and licensure of the clinica peer reviewers.

10. Noticeto the covered person that he or she is not liable for the cost of the externa
review.
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HCR staff reviews each decision letter issued by an IRO to determine whether its content met
statutory requirements. Any deficiencies are discussed with the IRO asthey areidentified.

M inimum Qudlifications for IRO and Individud Reviewers

NCGS58-50-87 requires IROs to meet minimum qudifications to be eigible to conduct externa
reviews.

NCGS58-50-87(a) requires that the IRO have and maintain written policies and procedures that
govern al aspects of bath the sandard externa review process and the expedited externd review
process sd forth in NCGS 58-50-80 and 58-50-82 that include, at a minimum:

1. A qudlity assurance program in placethat ensures:
a That externd reviews are conducted within the specified time frames and required
notices are provided in atimely manner.
b. The sdection of qudified and impartial clinica peer reviewers to conduct externa
reviews on behdf of the IRO and suitable matching of reviewers to specific cases.
c. Theconfidentiaity of medical and treatment records and clinica review criteria.



d. That any person employed by or under contract with the IRO adheres to the
requirements that goply tothe IRO and its reviewers.

e. The independence and impartidity of the IRO and the externd review process and
limits the ability of any personto impraperly influence the external review decision.

A toll-free telephone service to receive information on a 24-hour-day, seven-day -a-week

basis related to external reviews that is capable or accepting or recording inquiries or

providing appropriate instrudion to incoming tel gphone cdlers during other than norma

business hours.

An agreement to maintain and provide to the Commissioner the information set out in

NCGS 58-50-90.

A program for credentialingclinical peer reviewers.

An ageement to contractua terms or written requirements established by the

Commissioner regarding the procedures for handling areview.

That the IRO consults with a medical doctor licensed to practice in North Carolina to

advise the IRO on issues related to the gandard of practice, technology, and training of

North Carolinaphysicians with respect tothe organization’s North Carolina business.

NCGS 58-50-87(b) requires that clinica reviewers assigned by an IRO to conduct externd
reviews be medical doctors or other gppropriate hedth care providers who meet the following
minimum qud ifications:

1.

2.

Be an expert in thetreatment of the covered persons injury, illness, or medical condition
that isthe subject of the externd review.

Be knowledgeable about the recommended hedth care service or trestment through
recent or current actua experience tregting patients with the same or similar injury,
illness, or medical condition of the covered person.

If the covered person’s treating provider is a medica doctor, hold a nonrestricted license
and, if a specidist medical doctor, a current certification by a recognized American
medica specidty board in the area or areas gppropriate to the subject of the externd
review.

If the covered person’s treating provider is not a media doctor, hold a nonrestricted
license, regstration or certification in the same dlied hedth occupation as the covered
person’ streating provider.

Haveno history of disciplinary actions or sanctions, including loss of staff privileges or
participaion restrictions, that have been taken or are pending by any hospitd,
governmenta agency or unit, or regul atory body that raise asubstantia question as to the
clinica peer reviewer’s physica, mentd, or professional competence or mord character.

NCGS58-50-87(c) provides that an IRO may not own or control, be a subsidiary of, or in any
way beowned or controlled by, or exercise control with a hedth benefit plan, a nationd, Sate,
or loca trade association of health benefit plan, or a national, State, or locd trade association of
hedth care providers.

The IRO solicitation and evauation processes thoroughly address the minimum qualifications
for IROs. However, in addition to requiring evidence from an IRO to demonstrate tha it meets
these standards prior to contracting, HCR staff plans, begnning in 2003, to conduct audits of



each contracted IRO at least once every two years. These audits will provide an opportunity to
verify that thepolicies and procedures presented by the IRO are being implemented.

|RO and Individuad Reviewer Conflicts of Interest

NCGS 58-50-87(d) contains detailed provisions aimed at ensuring neither the IRO sdlected to
conduct the externa review nor any clinical peer reviewer assigned by the IRO to conduct the
review have a professiond, familial, or financial conflict of interest with any of the parties
involved in the matter that isthe subject of review. Prohibitions on conflict of interest include
those involving the covered person requesting areview, the health care provider or fecility that is
recommending or would provide the service for which coverage is requested, or the insurer that
is denying coverage.

The HCR Program obtained disclosures of conflicts from each IRO regarding any reationship
they may have with an insurer or hedth care provider or facility and requires each IRO to
provide updaes tothisinformation. This IRO conflict information is used by HCR staff when a
caseis assigned to an IRO. In addition, once acase is assigned to the IRO, the IRO mug verify
tha there is no conflict of interest because of connection between its management and the
covered person or specific hedth care providers involved in the case. The IROs are dso
expected to screen for potentid conflicts of interest when assigning a case to its clinical
reviewers. 1RO policies and procedures rel atingto IRO and reviewer conflicts were addressed in
the IRO solicitation and selection process and future on-site audits of IRO gperations will check
that these policies and procedures are being utilized.

|RO Reporting Requir ements

NCGS 58-50-90 establishes the reporting requirements for contracted IROs. Each IRO is
required to maintain written records on al requests for external review, and is required to
providetothe Depatment, on aquarterly basis, areport in the format goecified. The report shal
include in the aggregate and for each insurer the following;

- Thetatd number of requests for external review by the organization.

«  The number of externa review requests resolved and, of those resolved, the number of
upholding the appea decision of the insurer and the number reversing the decision of the
insurer.

« Theaveragelengh of timefor resolution.

- A summary of thetypes of coverages or cases for which an externa review was sought.

«  The number of externad reviews that were terminated because of reconsideration by the
insurer after receipt of additional information from the covered person.

« Any aher information the Commissioner may request or require.



D. Oversight of Insurers

The Externa Review Law places severd requirements on insurers. Insurers are required to
provide notice of external review rights to covered persons intheir noncertification decisions and
notices of decision on gppeas and grievances. Insurers are also required to include a description
of external review rights and external review process in their summary plan description. When
the HCR Program receives arequest for external review, theinsurer is required to provide certain
information to the Department, within satutory time frames, so that an eigbility determination
can bemade. When acaseis accepted for review, the insurer is required to provide information
to the IRO assigned to the case (dthough the law does provide for the review to progress if the
insurer does not submit the required information, or for the IRO to close the case and issue a
decision in favor of the covered person). When a caseis decided in favor of the covered person,
the insurer must provide notification that payment or coverage will be provided. This notice
must be sent to the covered person and their provider and is required to be sent within 3 business
days in the case of a standard review decision and 1 calendar day in the case of an expedited
review decision. Findly, insurers are required to reimburse the Department for the cost of each
IRO review in which they are involved. The HCR Program sends its invoice to the insurer as
soon &s it receives one from the IRO, and the insurer is expected to reimburse the Department
within 15 days.

The Depatment reviews for compliance with notice requirements through its form policy review
function (conducted by the Life and Hedlth Division). As each request for externa review and
each accepted case is being handled by the HCR Program, staff is able to monitor on a “red
time’ basis, company compliance with requirements to provide certain information to HCR and
the IRO and within gecified time frames. Followingeach IRO decision to overturn an insurer's
denia, HCR staff requires the insurer involved to submit a copy of the required notice of
coverage or payment in order to make sure that the insurer is indeed adhering to the IRO
determination. Insurers are also directed to provide the HCR Program with evidence of the
actual clam payment, and these cases are not closed out by HCR urtil this evidence is received.
Finally, the Depatment'sM anaged Care and Hedlth Benefits Division and M arket Examinations
Division, both of which conduct market conduct audits of hedth insurers, plan to incorporate
review of certan company policies and procedures relating to externd review into ther
examination protocols.

To date, no issues have arisen with respect to insurers' cooperation with Program activities, nor
have there been any compliance issues with respect to theprocessing of individua cases.

V. Program Activity Data

A. Consumer Contacts

Consumer Telephone Cdls

The HCR Program received 593 calls from consumers related to external review and consumer
counsdling services during the period of July 1, through December 31, 2002. Figure 1 identifies
the number of cdls received for each month that the Program has been operationad. As expected,
the number of cals declined in months with holiday s.




Figure 1. External Review and Consumer Counseling Calls Received
by the Healthcare Review Program
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Consumer Web Ste Contacts

In an effort to provide consumers who have Internet capability with information about the HCR
Program, the staff worked with the Department’s Public Information Office to create an
informative and easy to use web site. Information provided on the web site includes: Externd

Review Request Form and Instructions, Frequently Asked Quegions, and the Hedthcare Review
Program Brochure.

Figure 2 identifies the number of times consumers accessed the web site each month. Consumer
information about the program and the Externa Review Request Form was poged by mid-June.

Internet records indicate that consumers began searching for information about the Program prior
to the July 1% effective date.
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Figure 2: Frequency of External Review Web Site Page Access



B. Consumer Counseling Activity (Utilization Review, Appeals & Grievances)
Snce April 1, 2002, HCR Program staff provided detailled consumer counseling on utilization
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C. External Review Requests

Figure 4 below shows the tata number of requests for external review that the HCR Program
received each month for the period begnning July 1, 2002 through December 31, 2002. Snce
the stat of theprogram, the number of requests received each month continued to increase, with
the exception of an anticipated decline for the November and December holiday season. A tatd
of 59 requests were received.
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D. Dispostion of Requests for External Review

Of the 59 requests for externa review that the HCR Program received between July 1, and
D%:ember 31, 2002, 19 (onethird) were accepted for review and 3 were pended as of December
31°.

The information illustrated in Figure 5 reflects the year-end status of the 59 requests received.
Thetata number of cases that were accepted for review and handled on a standard basis was 15,
including acase that was requested on an expedited basis but was only eigible to be handled on
astandard basis. A pendingstatus refersto those cases that required additiona information from
gther the consumer or the insurer before the HCR Program could make a determination
regarding eligbility.
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Table 1 shows the specific reasons for each request that was nat accepted for review. Requesting
external review for an insurer's decision or action other than a medical necessity decision and
requesting external review prior to exhausting the internal apped process are clearly the most
common reasons why arequest is nat accepted for externa review.

Table 1: Reasons for Non-acceptance by Type of Review Requested

Reason for Non-acceptance Standard | Expedited All Requests
Requests Requests
Ineligible
Criteria not Met for Expedited, not eligible 0 2
as Standard
Expedited External Request, but 0 2
Standard Appeal Requested w ith Insurer
No Medical Necessity Determination 8 1
No Denial 0 1 1
Request Withdraw n 0 2
Retrospective Services on Expedited 0 1 1
Request, not Eligible as Standard
Service Excluded 1 1
Denial Decision Pre-Dates Law 2 0
Ineligible for Coverage 1 0 1
Past 60 Day Request Time Frame 2 0
Insurer Appeal Process not 7 0
Exhausted
Insurance Type not Eligible for External 2 0
Review
TOTAL INELIGIBLE 23 10 3
NO JURISDICTION
Contract Situs notin NC 1 0 1
Self-Funded 3 0 3
TOTAL NO JURISDICTION 4 0 4
TOTAL REQUESTS NOT ACCEPTED 27 10 37"




E. Outcomes of Accepted Cases

Figure 7 below shows the outcomes of reviews performed on al cases (both standard and
expedited) accepted between July 1, and December 31, 2002. Of the 19 cases accepted for
review and assigned to an IRO during this period, 16 cases were closed and 3 were pending a
decision by the IRO as of December 31, 2002. M ore than one-haf of the cases closed were
resolved in the covered person’'s favor, due ether to the IRO having overturned the insurer’s
noncertification or to the insurer having reversed its own denid. Cases that were “reversed’
were decisions made by insurers to reverse their own noncertification and provide coverage for
services prior to the case being assigned to an IRO for review or prior to the IRO issuing a
decision. Figure 8 shows the outcomes for these accepted cases by type of review granted.

The data presented here merely reportsthe experience of the cases reviewed between July 1, and
December 31, 2002. Because of the small number of cases, it is not gppropriate to generaize
these outcomes or extrapolate them to predict future review outcomes.
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F. Average Time to Process Accepted Cases

When assigned a case, the IRO is responsible for renderlng awritten decision Wlthln time frames
mandated by North Carolinalaw. For astandard review, the IRO has until the 45" calendar day
followingthe HCR Program’ s receipt of the requ&stto make and issue afina determination. For
an expedited review, the IRO has until the 4" caendar day after the HCR Program’s receipt of
thereguest. Theinformation presented in Tables 2 and 3 shows tha there have been no review
decisions made outside of the statutorily required time frame. Furthermore, based on the 14
cases for which IRO decisions were issued between July 1, and December 31, 2002, on average,
IRO decisions on expedited review wereissued within less than 2 days of being received by the
HCR Program and RO decisions on standard review were issued in less than 29 days of recept
by the Program.

Table 2: Average Length of Time to Reach Expedited Review Determination

Case Type Case Date Date of Ntér;yZe{Oof Q]y ?);?/gsety uRn;;)Cerr]
Number | Received | Determination Process Decision
Expedited Review | HR030006[ 08/09/02 08/12/02 3
HR030012[ 09/04/02 09/07/02 3
HR030018[ 09/13/02 09/13/02 0
HR030022( 09/26/02 09/27/02 1
1.75 Days




Table 3: Average Length of Time to Reach Standard Review Determination

Num ber of [Average Num ber
Case Type Nt(J:r?1$beer Ref:)zti\?ed Detc[a)raﬁ noa]:tion Days to |of Days _to_ Reach
Process Decision
Standard Review HRO030005( 08/27/02 09/18/02 22
HR030007[ 08/13/02 09/13/02 31
HR030008( 08/14/02 09/24/02 41
HR030013| 09/05/02 09/25/02 20
HR030025( 10/03/02 11/13/02 41
HR030027] 10/08/02 11/01/02 24
HR030028( 10/30/02 11/22/02 23
HR030031[ 11/18/02 12/04/02 16
HR030033( 10/18/02 11/15/02 28
HRO30035( 10/28/02 11/27/02 30
HR030039( 11/08/02 12/20/02 42
HR030044( 11/19/02 12/13/02 23
28.4 Days
G. Average Costs of Reviewed Cases

The cost associated with a request accepted for externd review, which is comprised of the cost
of obtainingthereview (i.e., thefee charged by the IRO) and, if the IRO overturns the insurer’s
noncertification, the cost that theinsurer bears in coveringthe service, can be of use in assessing
the cost and benefit of externd review.

Cost of IRO Services

IROs submitted per-case pricing for standard and expedited reviews as part of their prgposa to
contract to perform externa review. (Case pricing based on the type of medicd service or
condition was not permitted.) Currently, contracted fees run from $300 to $850 per standard
review and $400 to $900 for expedited review. Table 4 shows that for the 14 cases for which an
IRO decision was issued that are included in this report, the average IRO charge was $537 per
review. Sincefees do not vary by casetype, the average is simply afunction of the distribution
of cases across IROs. Cases where an insurer reversed its origna denia before a case was
assigned to an IRO do not incur any IRO fee. If an insurer reverses its orignd denia &fter a
case has been assigned to an IRO, the IRO will charge a full or partid fee, depending on the
amount of review work performed prior to beinginformed of thereversa.




Table 4: Average Cost of IRO Review by Diaghostic Category

Diagnostic Category Upheld |Overturned | Reversed All ||
Cancer $795 $ 0 $ 0 $79
Chelation Therapy 475 0 0 47
Cranioplasty (2) 475 0 0 95
Gastroenterology 0 0 0
Gynecology 0 900 0 90
Infectious Diseases 0 450 0 45
Mammoplasty 0 625 0 62
Mental Health/Substance 0 300 0 30
Abuse
Morbid Obesity 575 0 0 57
Neurology 0 300 0 30
Orthopedic/Musculoskeletal 0 625 0 62
Pharmacy Orthopedic 0 0 0
Respiratory System 0 625 0 62
Speech Pathology 450 0 0 45
T™J 450 0 0 45
ALL CASES $528 $546 $ 0 $537

Cost of Services Required to be Covered

The average amount of alowed charges for insurers' coverage of services following an IRO’s
decision in favor of the covered person (7 cases) was $5,944. Insurers assumed an average of
$1,853 in alowed charges for cases where they reversed their own noncertification prior to an
eligblerequest being assigned to an IRO (2 cases).

The information in Table 5 reflects the average cost, by case type, of services tha have been
provided after acase has been overturned by the IRO or reversed by the insurer either before or
after assignment to an IRO. However, because the number of cases reviewed so far is very smdl,
neither the average alowed charges for all cases nor the average charges per case type should be
generdized a thistime



Table 5: Average Cost of Allowed Charges Paid by Insurer for
Reversed or Overturned Cases

| Diagnostic Category Overturned Reversed All

Cancer ** $ 0.00 $ 000 $ 0.00
Chelation Therapy ** 0.00 0.00 0.00
Cranioplasty (2) ** 0.00 0.00 0.00
Gastroenterology 0.00 3,060.46 3,060.446
Gynecology 4,964.52 0.00 4,964.52
Infectious Diseases 1,096.40 0.00 1,096.40
Mammoplasty 9,763.56 0.00 9,763.56
Mental Health/Substance 3,164.00 0.00 3,164.00

buse

Morbid Obesity ** 0.00 0.00 0.00
Neurology 3,144.99 0.00 3,144.99
Orthopedic/Musculoskeletal 2,694.50 0.00 2,694.50
Pharmacy Orthopedic * 0.00 645.03 645.03
Respiratory 16,780.00 0.00 16,780.00
Speech Pathology ** 0.00 0.00 0.00
TMJ ** 0.00 0.00 0.00
ALL CASES $5,943.85 $1,852.75 $5,034.82

* Pharmacy costs representtotal of montly costs until policy termination date
** Denial was upheld by IRO. Costof Service is not known for these cases

Activity by Diagnostic Category

Information indicating which diagnostic categories are the subject of external review, the
frequency of expedited review for each diagnostic category, and the outcome of reviews by
diagnostic category may be helpful in identifying any trends as they emerge. Such information,
on an industry-wide basis, might be of use to insurers, providers, hedth care researchers and
policy makers.

A. Number and Distribution of Eligible Requests and Decis ons on Accepted Cases

Table 6 cites the number of digblerequests, thetype of review granted, and the outcome of the
reviews, by diagnostic category. Table 7 shows the same information on a percentage share
basis (i.e., each diagnostic category’s percentage share of all eligble requests, etc.). Dueto the
small number of cases per diagnostic category, it is premature to atempt to draw conclusions or
identify trends regarding diagnostic categories most frequently the subject of requests for review,
most frequently the subject of expedited review, or most frequently upheld or overturned.



Table 6: Review Activity by Diagnostic Category

Diagnostic Category RE(quulgls?s Typgro;nlt?:(\j/lew Outcome of Accepted Cases

Standard | Expedited |Reversed |Upheld Overturned"

Cancer 1 0 1 0 1

Chelation Therapy 1 1 0 0 1

Cranioplasty 2 2 0 0 2

Gastroenterology 1 0 1 1 0

Gynecology 1 0 1 0 0 1

Infectious Diseases 1 1 0 0 0 1

Mammoplasty 1 1 0 0 0 1

Mental Health 1 1 0 0 0 1

Morbid Obesity 1 1 0 0 1

Neurology 1 1 0 0 0 1

Orthopedic/ 1 1 0 0 0 1

Musculoskeletal

Pharmacy Orthopedic 1 0 1 1 0

Respiratory 1 1 0 0 0 1

Speech Pathology 1 1 0 0 1

T™J 1 1 0 0 1

TOTAL 16 12 4 2 7 7"

Table 7: Percentage Share of Review Activity by Diagnostic Category

Diagnostic Category Ecl;gs'zlse Typgro;nlt?;;/lew Outcome of Accepted Cases
Standard | Expedited | Reversed | Upheld|Overturned
Cancer 6.25 0.00 25.00 0.000 14.29 0.0
Chelation Therapy 6.25 8.33 0.00 0.00] 14.29 0.0
Cranioplasty 12.50 16.70 0.00 0.00, 28.57 0.0
Gastroenterology 6.25 0.00 25.00 50.00 0.00 0.0
Gynecology 6.25 0.00 25.00 0.000 0.00 14.2
Infectious Diseases 6.25 8.33 0.00 0.000 0.00 14.2
Mammoplasty 6.25 8.33 0.00 0.000 0.00 14.2
Mental Health 6.25 8.33 0.00 0.000 0.00 14.2
Morbid Obesity 6.25 8.33 0.00 0.000 14.29 0.0
Neurology 6.25 8.33 0.00 0.000 0.00 14.2
Orthopedic/ 6.25 8.33 0.00 0.000 0.00 14.2
Musculoskeletal
Pharmacy Orthopedic 6.25 0.00 25.00 50.00 0.00 0.0
Respiratory 6.25 8.33 0.00 0.000 0.00 14.2
Speech Pathology 6.25 8.33 0.00 0.000 14.29 0.0
TWMJ 6.25 8.33 0.00 0.000 14.29 0.0
TOTAL 100.00 100.00 100.00 100.00f 100.00 100.0d|




B. Review Decisdons

Table 8 indicates the number of IRO review decisions rendered for each diagnostic category
from which a case was accepted for review, the percentage of insurer decisions that were
overturned by the IRO, thepercentage of insurer decisions that were upheld by the IRO, and the
percentage of decisions that were reversed by the insurer after assignment to an IRO. At this
time, there is insufficient data to identify trends or draw conclusions as to the likdihood of a
particular outcomefor a gven diagnostic category .

Table 8: Review Decisions by Diagnostic Category

Diagnostic Category | [IEeSoF | Pee | one | reverced |
Cancer 1 0 100 0
Chelation Therapy 1 0 100 0
Cranioplasty 2 0 100 0
Gynecology 1 100 0 0
Infectious Diseases 1 100 0 0
Mammoplasty 1 100 0 0
MentalHealth/Substance Abuse 1 100 0 0
Morbid Obesity 1 0 100 0
Neurology 1 100 0 0
Orthopedic/ 1 100 0 0
Musculoskeletal
Respiratory System 1 100 0 0
Speech Pathology 1 0 100 0
™J 1 0 100 0

VII. Activity by Insurer

Over time, it will be useful to identify insurers for whom request activity, case acceptance and
case outcomes for accepted cases, both overal or for a particular diagnostic category, is
disproportionately high compared to other insurers. Once there is a credible number of reviews
performed, consumers will be able usethis information to compare insurers, insurers will be able
useit to evauate their own performance, and regulators will be able use it to identify potentia
“trouble aress”.

A. Summary of Activity by Insurer

Table 9 presentsthe number of completed reviews performed for each insurer and the outcomes
of those reviews. Dueto the smal number of requests and reviews involved, it is premature to
draw conclusions about any insurer’s share of external review cases, about frequency of review
decisions that result in theinsurer’s denid beingoverturned or uphed, or about the frequency of
any insurer’s decision to reverse its own denid.



Note tha the bet way to compare the number of externa review cases between insurers is to
look at therate of requests relative to number of insureds or tota “member months”. Since the
number of cases is so small, any attempt to cdculate a rate of externd reviews per 10,000

insureds or per 10,000 member months would result in miniscule numbers.

Therefore, this

report showsthe number of external reviews, simply as an accounting of activity. Future reports
will present this information on arate basis.

Table 9: External Review Cases and Case Outcomes by Insurer

Num ber
Insurer Higible Upheld Overturned | Reversed
# % # % # %
Aetna Health of the Carolinas, Inc. 0 0 0.0 0 0.0 0] 0.0
Blue Cross & Blue Shield of North 3 3| 100.0 0 0.0 0] 0.0
Carolina
CIGNA HealthCare of North Carolina, 3 11 33.3 11 33.3 11 33.3
Inc.
Celtic Insurance Company 0 0 0.0 0 0.0 0] 0.0
Central United Life Insurance Company 0 0 0.0 0 0.0 0] 0.0
FirstCarolinaCare, Inc. 0 0 0.0 0 0.0 0l 0.0
GE Group Life Assurance Company 0 0 0.0 0 0.0 0] 0.0
Guardian Life Insurance Company of 0 0 0.0 0 0.0 0] 0.0
merica
John Alden Life Insurance Company 1 0 0.0 11 100.0 0] 0.0
Liberty Life Assurance Company of 0 0 0.0 0 0.0 0] 0.0
Boston
MA MSI Life and Health Insurance 1 0 0.0 11 100.0 0] 0.0
Company
NC Healthchoice for Children 1 0 0.0 11 100.0 0] 0.0
PA RTNERS National Health Plans of 2 11 50.0 11 50.0 0] 0.0
North Carolina, Inc.
Principal Life Insurance Company 0 0 0.0 0 0.0 0] 0.0
Teachers' and State Employees’ 1 1( 100.0 0 0.0 0] 0.0
Comprehensive Plan
United Health Care of North Carolina 1 0 0.0 1( 100.0 0] 0.0
Inc.
\WellPath Select, Inc. 3 11 33.3 11 33.3 11 33.3
B. Insurer and Diagnostic Category

Table 10 contains information about the nature of the external reviews performed for each
insurer, expressed in terms of number of cases and distribution of each insurer’s cases by



diagnostic category. Due to the smal number of requests and cases reviewed so far, it is
premature to draw conclusions or identify trends about any individual insurer.

Table 10: Accepted Cases by Insurer by Diagnostic Category

Number of [ Percentage of
Insurer and Diagnostic Category Accepted Insurer’s
Cases Cases
Blue Cross & Blue Shield of North Carolina 3
¢ Cranioplasty 2 66.6
¢ Morbid Obesity 1 33.3
CIGNA HealthCare of North Carolina, Inc 3
¢+ Gynecology 1 33.3
¢ Pharmacy Orthopedic 1 33.3
¢ Speech Pathology 1 33.3
John Alden Life Insurance Company 1
¢ Orthopedic/Musculoskeletal 1 100.0
MAMSI Life and Health Insurance Company 1
¢ Infectious Disease 1 100.0
NC Healthchoice for Children 1
¢ Mammoplasty 1 100.0
PARTNERS National Health Plans of North Carolina, Inc. 2
¢ Respiratory System 1 50.0
s TMJ 1 50.0
Teachers' and State Employees' Comprehensive Plan 1
¢ Chelation Therapy 1 100.0
UnitedHealthcare of NC, Inc. 1
¢ Mental Health/Substance Abuse 1 100.0
ellPath Select, Inc. 3
Cancer 1 33.3
Gastroenterology 1 33.3
Neurology 1 33.3

* Cases under Departmentor IRO review at year-end are not representedin T able.

Table 11 provides detailed data about how IROs decided on diagnostic categories for each
insurer. Datais for the 14 cases for which an IRO decision was issued. (Of the 16 cases closed,
2 where closed when the insurer decided to reverse its own noncertification decision.) Due to
the smdl number of IRO decisions issued to date, it is premature to draw any conclusions about
how an individual insurer made decisions or how insurers fared in IRO decisions for particular
casetypes compared to athers.



Table 11: Review Decisions by Insurer by Diaghostic Case Type

Num ber of
. . QOutcomes
Insurer and Diagnostic Category IRO Percentage
Decisions
Overturned| Upheld| Reversed
Blue Cross & Blue Shield of North Carolina
¢ Cranioplasty 2 0 100
¢+ Morbid Obesity 1 0 100
CIGNA HealthCare of North Carolina, Inc.
¢+ Gynecology 1 100 0
¢+ Speech Pathology 1 0 100
John Alden Life Insurance Company
¢ Orthopedic/Musculoskeletal 1 100 0
MAMSI Life and Health Insurance Company
¢ Infectious Diseases 1 100 0
NC Healthchoice for Children
¢+ Mammoplasty 1 100 0
PARTNERS National Health Plans of North
Carolina, Inc.
¢ Respiratory System 1 100 0
¢ TWMJ 1 0 100
Teachers' and State Employees' Comprehensive
Plan
¢ Chelation Therapy 1 0 100
UnitedHealthCare of North Carolina, Inc.
¢+ Mental Health/Substance Abuse 1 100 0
WellPath Select, Inc.
¢+ Cancer 1 0 100
[l»__Neurology 1 0 100,

VIII. Activity by IRO
A. Summary by IRO

Table 12 shows the number of cases assigned to each IRO, adong with the number and
percentages of types of review decisions for each IRO. The data includes cases assigned to an
IRO but nat yet decided as of December 317, so the number of outcomes reported for some IROs
do not equal the number of cases assigned, and the percentage of cases upheld and overturned
may not equa 100 percent for every IRO. (Hayes Plus, IPRO and M aximus CHDR each had a
case pending determination on December 31, 2002.) The number for reversed cases reflects only
those cases where an insurer reversed its decision after the IRO assignment. The small number
of cases makes it ingppropriateto draw any conclusions about any IRO’s decisions at thistime.



Table 12: IRO Activity Summary

Num ber Num ber
IRO Assigned | Reversed Upheld Overturned
Number Percent Number Percent

Carolina Center for
Clinical Information 2 0 0 0.00 2 100.0
Hayes Plus

5 0 4 80.00 0 0.0
IPRO 5 0 11 2000 3 60.0
Maximus CHDR

5 0 2 40.00 2 40.0
TOTAL 17 0 7 41.18 7 41.1£1|
B. Decisions by Diagnostic Category and Insurer

It is important to consumers and insurers that the externa review process provide equitable
treatment and outcomes that are as consistent aspossible, regardless of which IRO is reviewing a
specific case. Dueto the unique circumstances that gpply in every case, and given that different
clinica reviewers review each case, it isimpossible to expect the exact same decision to be made
for similar cases. However, large disparities between IROs in the outcomes of reviews by
diagnostic category or by insurer would warrant invegtigetion by the Department to verify that
reviews are performed equitably and according to the review standards set out in law and
contract withthe IRO.

Table 13 presents case outcomes by diagnostic category for each IRO. Due to the smal number
of cases, there is not sufficient data to determine trends for decisions among IROs or by
diagnostic category .



Table 13: IRO Decision by Diagnostic Category

IRO and Diagnostic Category|Num ber of outcomes
Decisions
Percent Percent Percent
Overturned Upheld Reversed

Carolina Center
for Clinical Inform ation
¢+ Mental Health/Substance

Abuse 1 100 0 0
¢ Neurology 1 100 0 0
Hayes Plus
¢+ Chelation Therapy 1 0 100 0
¢+ Cranioplasty 2 0 100 0
¢+ Morbid Obesity 1 0 100 0
IPRO
¢+ Cancer 1 0 100 0
¢+ Mammoplasty 1 100 0 0
¢ Orthopedic/Musculoskeletal 1 100 0 0
¢+ Respiratory 1 100 0 0
Maximus CHDR
+ Gynecology 1 100 0 C
+ Infectious Diseases 1 100 0 0
¢+ Speech Pathology 1 0 100 0
¢ TMJ 1 0 100 0

Table 14 shows each IRO’ s decisions by individua insurer and then for dl insurers. The datais
not sufficient at thistime to make any generdizations about any IRO’s trestment of individua
insurers.



Table 14: IRO Decisions by Insurer

Num ber of Percent Percent Percent
IRO and Insurer Decisions | Overturned| Upheld Reversed
Carolina Center for Clinical
Inform ation
¢ UnitedHealth Care of North 1 100 0
Carolina, Inc.
¢ WellPath Select, Inc. 1 100 0
¢ All Plans 2 100 0
Hayes Plus
¢ Blue Cross & Blue Shield of
North Carolina 3 0 100
¢ Teachers' and State
Employees' Comprehensive
Plan 1 0 100
¢ All Plans 4 0 100
IPRO
¢ John Alden Life Insurance
Company 1 100 0
¢ NC Healthchoice for Children 1 100 0
¢ PARTNERS National Health j‘
Plans of North Carolina, Inc. 1 100 0
¢ WellPath Select, Inc. 1 0 100
¢ All Plans 4 75 25
Maximus CHDR
¢ CIGNA HealthCare of North
Carolina, Inc. 2 50 50
¢ PARTNERS National Health
Plans of North Carolina, Inc. 1 0 100
¢ All Plans 50 50
IX. HCR Program Evaluation

The HCR Program has implemented a consumer satisfaction survey to understand how satisfied
consumers were with the externa review process and to determine which, if any, areas needed
improvement. A survey is mailed to each person whose case is accepted for review, once a
decision is issued and the caseis closed.

Surveys were mailed to the 16 individuas whose requests were accepted for review during the
period of July 1, 2002 through December 31, 2002. Of the 16 surveys sent, 8 were completed
and returned. Respondents included individuals whose noncertification was uphed by the IRO
and those whose noncertification was overturned. Respondents generally found the process of
reguesting an externa review satisfactory and compliant with stautory reguirements such as
time frames, and that the HCR Program staff is accessible and helpful.



Program “ clients” continueto be surveyed on an ongoing basis. The results of the survey are as
follows:

Healthcare Review Program Consumer Satisfaction Survey

Question Answers
1. Where did you learn about the Independent External Review | 6= Insurer
Program? 2= NCDOI Consumer Sewvices
Division
2. Was the request form easy to use and understand? 7=Yes
0=No
1=N/A
3. Was your telephone call answ ered promptly ? 7=Yes
0=No
1- N/A
4. Was yourcall handled in a courteous manner? 7=Yes
0=No
1=N/A
5. Did the Department answer all your questions and help you get | 7= Yes
the information y ouw ere looking for? 1=No
0=N/A
6. Were you able to reach a staff member during non-business | 3= Yes
hours? 0=No
5= N/A

7. Did the correspondencey ou receved from the Department give | 7= Yes
you adequate information about the External Review process? | 0= No

1=N/A

8. Did you receve information from the Department in the time | 7= Yes
frames thaty ou were promised? 0=No

1= N/A

9. Did you receive a decision from the IRO in the time frame you | 8= Yes
were promised? 0=No

0= N/A

10. Did you have any dificulty understanding the reasoning and final | 3= Yes
decision made hy the IRO? 5=No

0= N/A

11. Did the Healthcare Review Program help to resolve your | 6=Yes
concern? 2=No

0= N/A

12. Would you tell a friend about the External Review Program? 6=Yes
2=No

0=N/A




X. Conclusion

North Carolina s law governing external review provides its citizenswith an important consumer
pratection. Eligble consumers now have the right to request an independent medical review of
an insurer denia when the insurer’s decision to deny reimbursement was based on medicd
necessity determinations. External review services provide consumers with a fair, efficient, and
cost-effective way to resolve coverage disputes with their insurer.

Through the efforts of the Department’s HCR Program, externd review services were made
avalable timely and in compliance with al statutory requirements. Reasonable success in
informing consumers about external review services and accessibility of the Externa Review
Request Form and related program information is evident by the volume of cdls to the HCR
Program and web site hits. In comparingthe volume of externd review requests received by the
Program during its first six months of operation (59 requests) to ather similar state externd
review programs duringtheir initia start up phase, the Program has demonstrated that consumers
are interested and willing to pursuethe externd review process. However, despite its success
compared to other gates, thereis aneed to increase consumer avareness of this important right.
In 2001, hedth insurers reported conducting 358 second-level grievance reviews, 161 of which
were not settled in favor of the insured (i.e., likely digble for externad review). Data for 2002
second-level grievancesisnot yet avalable However, if the number of second-level grievances
that upheld theinsurer’s noncertification was similar to the year before, there is certainly alarge
number of potentia requests for externd review that were not made. The HCR Program will
focus its efforts on outreach and education in 2003.

Over the last year, the HCR Progam has worked closely and in mutua cooperation with
insurers, providers, consumer groups and professiona organizations in implementing externd
review services. Improvements to the process have been made based on program experience by
the staff and suggestions from insurers. In the end, the Hedthcare Review Program operates
effectively to provide externa review services to thecitizens of North Carolina.
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External Review

Instructions For Completing Externd Review Request Form

North Carolinalaw alows consumers to request an externa review of denia decisions (known
as noncertifications) made by an HM O or insurer when the requested services are denied,
reduced, or terminated on any of the following grounds:

* thatthey are not medicaly necessary;

» that they cosmetic, experimenta or investigational in nature in the case of the specific
reguest, even though the service is covered by the plan in cases when it is not cosmetic,
experiment, or investigational; or

* that emergency services were not necessary because prudent layperson acting reasonably
would not have believed that an emergency medical condition existed.

The North Carolina Department of Insurance Healthcare Review Program administers this
service a no chargeto the person whom requeststhe review. Requests for review are madeto the
Hedthcare Review Program but the actua medical reviews will be conducted by independent
review organizations (IROs). An IRO is an organization of physicians and other hedlth
professionals withwhom the Dgyartment of Insurance contractsto review requests when the
insured meets the program e igbility requirements.

Twotypes of externd review are availabl e standard and expedited. Knowing the requirements
for each type of request and completing the request formin aclear, legble, thorough manner will
alow the Hedthcare Review Program to evaluate the request for digbility without delay. These
instructions are provided to explain the terms used withinthe externd review request form, how
they rdatetothe externd review process and how the externd review process works.

Definition of Terms

Covered Person

Thisis thepatient or personwho received or requested the denied service. This person receives
correspondence regarding this request for review. It isvery importart to include dl contact and
address information when completing the External Review Reguest Form.

Person Requesting Review

Thisperson fills out or completesthe Externa Review Request Form. This may bethe covered
person, the covered person'sparent or legal guardian, or, if the covered person so chooses, any
other person, including the covered person's phy sician, who he/she would like to represent
him/her for purposes of the externd review. The Hedthcare Review Program requires this
contact information, as they may need to ask thisperson for further information regardingthis
request. If the covered person is the one who is requesting the external review, simply write
"Same as abovée' in this section of the request form.
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I nsurance | nformation
Thisis theinformation relating to the hedlth insurance under which the patient is covered. The

policy and group numbers and other requested information arei mportant because they enablethe
Hedthcare Review Program to access necessary insurance policy information from theinsurer.

Patient Relationship

Thisis thereaionship beween the covered person and thepolicy holder. This may be"sdf,"
"spouse,” "child," or whatever the relationship is between the covered person and theperson
whose nameis on the policy.

Policyholder

This refers tothe name of the person tha the insurance plan is issued to, whether through an
individual policy or employer or ather group policy. Thepolicy holder may be adifferent from
the covered person. The Hedthcare Review Program requires this information, alongwith the
policy holder's socid security number, to access the correct insurance infor mation and determine
thedigbility of this requed.

Employer/Group Name

The name of the company tha employsthe policy holder or other group, such as aprofessiona
association through which the policy holder receives or purchases hedth insurance. | f coverageis
through an individual policy, write" Individual policy” in this section.

Coverage Termination Date

Thedate, if applicable, that the insurance coverage ended. External review can berequested for
denied services that were requested or received prior to thetimethat coverage terminated, but if
the decision on the externa review is that services should be paid or gpproved, they will only be
approved or covered to the extent that would have been received befor e the insurance coverage
stopped. If coverage remains in effect, write” N/A" in this section.

Mental Health Company

The name of the company tha provides or administers the menta hedth benefit portion of the
benefit for the insurance policy, if different from the insurer's name. If the request does not
involve mental health careor treatment for substance abuse, write” N/A" in this section. If it
does involve mental health or substance abuse, provide the name of the mental health company
identified on the covered person's insurance card if one is identified.

Self-Funded or Self-Insured

Employersthat pay for their own hedth care as opposed to purchasing hedlth care insurance
from an insurer. The employer will know if the plan is self-funded, and an insurance card may
identify aplan as sdf-funded or self-insured.

Physician/Health Care Provider
The name of the physician or hedlthcar e provider who has provided, ordered or requested the
services tha were denied by theinsurer.
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Final Adverse Determination
The written notification received from the insurer that its denia of arequested service was

reviewed at its highest leve of gppea and the service remains denied. Some companies offer
only oneleve of gpped and some offer two levels. (The second level is usudly referredtoas a
"second-level gievance.") Thefinal adverse determination may apply to services dready
provided (retrogpective), services requested now because trestment is underway (concurrent), or
services requested for the future (prospective), but in any case, the services were denied at the
highest level of appeal.

All appeds processes offered through the insurer must be completed and afinal adverse
determination received in order to request astandard external review. A request for externa
review can bemadeif theinsurer has decided to waive the gppea process and provides
notification of thisin writing. A copy of thefinal adver se determination letter or agreement to
waive the appeal process must accompany the request to the Healthcar e Review Program for the
external review.

Noncertification
Thisis the determination by an insurer or its designated utilization review organization that an

admission, availability of care, continued stay, or other hedlth care service has been reviewed
and will not be covered because, based upon the information provided, it does not meet the
insurer's requirements for medical necessity, gopropriateness, hedth care setting, level of careor
effectiveness. A noncertification includes adecision by an insurer that emergency services
recelved were not necessary because aprudent lay person acting reasonably would not have
believed that an emergency medical condition existed. A noncertification aso includes a
decision by an insurer that arequested serviceis either cosmetic or experimenta or
investigational in the case of aspecific clam, and is therefore not covered for that personfor
whom services are requested.

A noncertification is not adecision rendered sol ey on the basis that the hedth benefit plan does
not provide benefits for the hedth care servicein question, if the exclusion of the specific service
requested is clearly staein the certificate of coverage.

Type of Review Requested

Standard Review

This refers to "sandard" processing of arequest, which is completed within 45 day s after the day
the Hedthcare Review Program receives arequest. Standard review is available whether the
denied services have dready been provided or not, and regardless of whether the denid was
made before any services wererendered ("progoectivereview"), while services were underway
("concurrent review"), or ater services were rendered (“retrospective review"). In many cases,
standard review is the only type of review that can be requested unelighility criteriafor
expedited review that are outlined below are met.

A-3



Expedited Review
This refers to expedited processing of requests, which are completed within four days after the

day the Hedlthcare Review Program receives arequest. Expedited review may be approved for
requests when services have been requested but not y et provided and when service is underway
but needs to be continued or extended. An expedited review isNOT avail able if the requested
services have dready been received. A request for an expedited externa review may beord or in
writing.

Except as noted in item #4 below, to qudify for expedited review the covered person must have
amedica condition wherethetimerequired to complete the other internad and externa review
processes available would reasonably be expected to seriously jeopardize histher life or health or
would jeopardize his/her ability to regain maximum function.

To bedigble one of the following must apply:

1. Aninitid denid was received; and the covered person has amedica condition wherethe
time framefor completion of an expedited first-level gpped through the insurer would
reasonably expect to seriously jeopardize his/her life or health or ability to regain
maximum function; and the covered person has filed arequest for an expedited review
through the insurer.

2. Afirst level gpped decision upholding an initial denid was received; and the denid
decision involves amedica condition of the covered person for which the time frame for
completion of an interna expedited second level grievance through the insurer would
reasonably expect to seriously jeopardize his/her life or health or ability to regain
maximum function; and the covered person has filed arequest for an expedited second
level review of thefirst level denial decision.

3. A second-level grievance decision upholdingan initia denia was received and the
covered person has amedica condition where the time frame for completion of a
standard external review through the Healthcare Review Program would reasonable
expect to seriously jeopardize his/her life or health or ability to regain maximum
function.

4. A second level grievance decision upholdingan initia denia was received and the
second-level determination concerns adenial of an admission, availability of care,
continued stay or hedth care services for which the covered person recelved emer gency
services, but has not been discharged from afecility.

A verbal request for an expedited appeal is allowed; however, a signed Release of Medi cal

Infor mation form will berequired for the Healthcare Review Program to complete processing of
the request after the caseis determined to be digible for review. In addition, infor mation about
theinsurer isrequired in order to begin processing the request. This information should be
readily availabl e if the request for an expedited external review is verbal.

Description of Disagreement

Thisis adescription of the service that was denied by theinsurer. This is an goportunity to
describe to the Healthcare Review Program what the services were and what is the desired
outcome of the external review request.
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Appointment of Authorized Representative
The personto whomthe paient or covered person (or the covered person's legal representative)

has gven permission to act on histher behaf in pursuing an external apped. This authorizaion
may berevoked a any time.

Release of Medical | nformation

The covered person's signed permission for the Healthcare Review Program and its contracted
IRO to access those records from the insurer or hedlth care provider that are required for the
reviewer to make adecision about the requested case. This form must be provided tothe
Hedthcare Review Program with the request for externd review or the request will be
considered incomplete. Thisis aso required for an expedited request, even if averbd request is
made to the Hedlthcare Review Program.

Overview of External Review Process

For both g¢andard and expedited review, arequest for externd review must be made within 60
days of the day they receivethe highest level adverse determination relaingto the denied
Services.

Standard Review Process

When the Hedlthcare Review Program receives arequest for an external review, the staff will
conduct apreiminary review of the request to determineif: 1) the covered person was covered
by theinsurer at thetime of the request for the services that are the subject of this externa
review request; 2) the services reasonably appear to be acovered service under the policy; 3) the
appeds process required through the insurer was exhausted; and 4) the request for external
review is complete.

If the request for astandard externa review is not complete, the Hedthcare Review Program will
contact the covered person and/or the covered person's authorized rgpresentative within 10 day's
to inform he/shethat the request is incomplete. The natification will ask for the information
required to make the request complete to be sent tothe Heathcare Review Program within 90
day s of the date the final adver se deter mination notifi cation was received that started or
promptedthe request for an externd review. If theinformation is not submittedto the Hedthcare
Review Program within this time frame, the request cannot be considered eligble for external
review.

Oncetheinformation required by the Healthcare Review Program is provided, notification will
be sent tothe covered person, an authorized representaive if gppropriate, the provider who
requested the services that were denied and the insurer, whether the request is accepted for
review. If therequest is not accepted, the natification will state the reason why the request was
not digiblefor an externa review.

If the request is accepted for astandard externd review, the case will be assigned to an IRO for

medica review. The covered person (or the authorized representaive) and the tresting provider
will receive written notification from the Hedlthcar e Review Program within 10 day s notifying
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them of the name of the IRO assigned to the case. It will also contain anotice of the covered
person's right to provide additional information to the IRO for consideration duringthe review
within seven day s of the date of the notice informing the covered person of the IRO assighment.
Any information tha the covered person submits tothe assigned IRO must aso be sent tothe
insurer a the sametime and by the same means as the information was sent tothe IRO. Upon
receipt of any additiona information from the covered person, theinsurer may reconsider its
noncertification appea decision or second-leve grievancereview decision that was sent to the
IRO for consideration. The external review shal beterminated if the insurer decides, upon
completion of its reconsideration to reverseits noncertification apped decision or second-level
gievancereview decision and provide coverage or pay ment for the requested hedlth care service
that isthe subject of the review. Upon making the decision to reverse its noncertification apped
decision, theinsurer sha |l notify the covered person, the organization, and the Hedthcare Review
Program in writing of the decision. The IRO shall terminate the external review upon receipt of
the notice from the insurer of such areversal.

If theinsurer does not reconsideration or revere its decision, the IRO is required to notify the
covered person of the decision about the case within 45 day s after the datethat the request for
review was received by the Hedthcare Review Program. If additional information was required
to complete the request, the IRO is required to notify the covered person within 45 days of the
date therequired information was recelved to complete the request.

Expedited Review Process

When the Hedlthcare Review Program receives arequest for an expedited externd review, the
staff will first do aprdiminary review to determineif:

1. thecovered person was digiblefor coverage under ahedth insurance policy a thetime
of the request for the services that are the subject of this externa review request;

2. theservices reasonably appear to be acovered service under the policy;

3. that requirements to request an expedited appeal or second-level grievance fromthe
insurer have been met; and

4. theinformation required to process arequest is complete.

Hedthcare Review Program staff will assist a person making arequest for areview as needed if
additiona information is required to make the request complete. This includes providingthe
Release of M edical Records Form and, if gpplicable, Appointment of Authorized Represertative
Form.

The Hedthcare Review Program will then evduate the request for an expedited externd review
to determineif the request meets the eighbility requirements for an expedited review. Eligbility
for handlingareguest on an expedited basis will be determined by consulting with amedical
professional. The covered person or his/her representative will be notified within three day s
whether the request has been accepted. When the request is accepted for review, the covered
person will be notified of ther right to submit additiona information to be considered duringthe
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review. The covered person, or the authorized representaive will be instructed to submit this
information to the HCR Program for distribution to the IRO andtheinsurer. Thereis atime limit
for which this information may be submitted, and the covered person or authorized
representative will be notified of the deadline for submitting this information by the Program.

If the Hedlthcare Review Program determines the request does not meet the requirements for an
expedited externd review, theinsurer's internal gppea process may be required to be completed,
or if theinsurer's interna apped process has dready been completed, the case may be accepted

for standard externa review.

If arequest is accepted to be processed on an expedited basis, the IRO is required to notify the
covered person of ther decision regardingthe case within four day s of the date arequest was
made to the Hedlthcare Review Program.

Theinsurer is required to pay for the cost of the review. The decision made by the IRO is
binding, both to the covered person whose requested services were denied and to theinsurer,
except tothe extent the covered person has other remedies availabl e under applicable federd or
state law. This means tha the insurer must pay for or cover previously denied services that the
IRO determines should not have been denied. This aso means that, when the IRO upholds a
denia, any further internal appeds or requests for additiona externd reviews of the matter
cannot befiled. However, the covered person may still have the ability totake other action under
state or federd law, includingfiling suit against theinsurer.
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North Carolina Department of Insurance
Healthcare Review Program

[ EXTERNAL REVIEW REOUEST FORM

General | nformation about Eligibility

North Carolina law provides for review of health insurers’ noncertification decisions by an
external, independent review organization (IRO). The North Carolina Department of Insurance
(NCDOI) administers this service through its Hedthcare Review Progam (HCR Program),
arrangngfor an IRO to review your case & no charge to you once the NCDOI esablishes that
your request is conplete and eigblefor review.

In order for your request to be digble for externd review, the NCDOI must determine the

following:
» That your request is about a medical necessity daermination made by your hedth plan tha
resulted in anoncertification (denid);

That you had coverage with your hedthplan in effect when the noncertification decision was
issued;

That the service for which the noncertification was issued appears to be a covered service
under your policy;

That you have exhausted your hedth plan’s internd review process; and

That you have provided dl the information and completed the required forms.

External review is performed on either astandard or an expedited timetable, depending on which
is requested and on whether medica circumstances meet the criteria for expedited review. A
decision is issued within 45 days for standard reviews and 4 days for expedited reviews. An
expedited externd review of a noncertification decision may be available if you have a medical
condition for which the time required to complete either an expedited internal apped or second
level grievancereview or a standard externa review would reasonably be expected to seriously
jeopardizeyour life or hedth or would jeopardize y our ability to regain maxi mum function.
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| nformation Required to Request External Review
For your request to be considered complete, you mug submit the followingto the HCR Program:

\/ This completed Externd Review Request Form, signed and dated. The Sign the
“ Appointment of Authorized Representaive’ part of this form if someoneis actingon your
behalf.

\/ A copy of the letter from your hedth insurance company that gatesyour requested service
was denied a the highest level of ther internal apped process, if you are requesting a

standard review. (Your request must be made within 60 days of receiving the headth
plan’s notice of find determination that the servicesin question arenot approved.)

OR

A copy of your hedlth insurance company’s noncertification letter or decision letter on 1% -
level apped, if you are requesting an expedited review. (Your request must be made
within 60 days of receipt of thisletter. See page 5 of this form for additional
requirements when submitting a request for expedited review.)

\/ A signed copy of the Release of M edical Records Form that allows your insurance company
and hedlth care providers to release any relevant medical information and alows NCDOI to
share y our records withthe IRO.

\/ A copy of bath sidesyour hedth insurance card.

To mail arequest to the HCR Program: To submit arequestin person:

North Carolina Department of Insurance

Healthcare Review Program North Carolina Department of Insurance
P.O. Box 29387 Healthcare Review Program
Raleigh, NC 27611 430 N. Salisbury Street, Room 4105

Raleigh, NC 27603

Tocall the HCR Program: ToFAX arequest tothe HCR Program:
In-State Toll-free: 1-877-885-0231 1-919-715-1175
Local: 1-919-715-1163

Monday - Friday 8am-5pm ONLY. Tofax a
reguest at any other time, you must first
contact the Headthcare Review Program.
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North Carolina Department of Insurance
Healthcare Review Program

EXTERNAL REVIEW REQUEST FORM

Today’s Date:

I nformation on Covered Person (Patient)

Name:
Address:
City: State: Zip Code:
Telephone: (H) (W)
(Cell) (Fax)
Date of Birth: Sodal Security #:

| nformation on Person Requesting Review
(if different from Covered Person)

Name:

Address:

City: State: Zip Code:
Telephone: (H) (W)

(Cell) (Fax)
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| nsurance | nformation

Policyholder’s Name:

Relations hip to Patient:

Social Security Number:
Policyholder’s
Date of Birth:

Employer/Group Name:

Location of Employer:

Phone Number:

Is the patient covered under North Carolina Health
Choice for Children (Health Insurance Program for
Children)? Yes { } No { }

Is the patient covered under the Teachers’ and State
Employee’s Comprehensive Major Medical Plan? Yes {} No{ }

Insurance Company:

Policy Number:

Group Number:

Coverage Temination Date:

Mental Health Company:

Is this plan self-funded (self-insured)? Yes{ } No { }

Physician/Health Care Provider | nformation

Name:

Practice:

Address:

City: State: Zip Code:
Telephone: Ext. Fax:
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Type of Review Requested
Placean “ X” toindicate the description that best explains why you are digbl e to request
external review and type of review you are requesting.

I have completed my hedlth plan’s interna apped/grievance process and received anotice of
final determination denying coverage. | have enclosed a copy of the notice from my health plan
with my reguest.

| am requesting astandard external review.

| am requesting an expedited external review because thetime alowed under

the standard externd review process is reasonably expected to seriously

jeopardize my life, hedth or ability to recover.

| am requesting an expedited external review because the services denied relate

to carefollowing an emergency admission and | have not yet been discharged

from the hospitd.

My health plan has agreed to waive itsinternd appeal and grievance process. | have
enclosed a copy of thenoticefrom my health plan agreeing to the wai ver with my requed.
| am requesting astandard external review.
| am requesting an expedited external review because thetime alowed under
the standard externd review process is reasonably expected to seriously
jeopardize my life, hedth or ability to recover.

| have filed arequest for the highest level of internd review available from my hedth
plan more than 60 days ago but have not received a response and have not agreed to allow
them more time to respond. | have enclosed a copy of that requed with my requed. | am
requesting a standard external review.

| received anotice of noncertification under my hedth plan’s utilization review process and am
reguesting expedited externd review because the timerequired for meto first completethe
hedth plan’sinterna apped processis reasonably expected to seriously jeopardize ny life,
hedlth or ability torecover. | haveaso filed arequest for expedited interna appea with my
hedth plan. That reguest was madeto the hedth plan on . (Tobedigble
for expedited externd review you must havefiled an expedited apped with your hedthplan.
Enclose a copy of that request if you madeit in writing,)

| recelved anotice determination under my health plan’s internal apped process and am
requesting expedited externa review because the timerequired for meto first complete the
hedth plan’s interna second-leve grievance process is reasonably expected to seriously
jeopardize my life, health or ability to recover. | have dso filed arequest for expedited internd
second-level grievance with my heath plan. That request was made to the hedth plan on

. (Tobedigblefor expedited externa review you must have filed an expedited
2nd-leve grievancewith your hedth plan. Enclose acopy of that request if you madeit in

writing.)
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Description of Disagreement
Briefly describe the disagreement with your hedth plan, and if possible, indicate the services that

arethe subject of the external review. Please state what your god is for this externd review.
You may attach additiona pages if necessary. You should aso attach any information y ou
recelved from the health insurance company concerningthe denid.

Signature of Person Requesting Review
(must aso complete” Appointment of Authorized Represertative’ if not the Covered Person)

Date
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MEDICAL AUTHORIZATION REL EASE

READ CAREFULLY!

The undersigned individual (* covered person”) has requested a Health Benefit Plan Externd
Review pursuant to Part 4 of Article 50 of Chapter 58 of the North Carolina Generd Statutes. In
order to processthat review, the undersigned covered person authorizesthe North Carolina
Department of insuranceto obtain his/her files, including but not limited to medical record
information, from the Hedth Benefit Plan from whose decision the covered person is appeding.
The covered person dso authorizes the North Carolina Department of Insurance to provide such
files to the Independent Review Organization assigned to handle the covered person’s externa
review. Nothing herein shal be construed to otherwise render inoperative the provisions of
NCGS58-2-105 regarding medical records in the possession of the Department of Insurance.

Date:

Signature

" APPOINTMENT OF AUTHORIZED REPRESENTATIVE "
Fill out thissection only if someone € sisrequesting the externa review for you

You may request an independent external review yoursdf, however, you may chooseto have
another individual, includingyour hedthcare provider, act as your representative. You may
revoke this authorization a any time.

| hereby authorize to pursue this
externa review on my behalf.

Relationship to Patient:

Signature of Covered Person or Legal Representative
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NC DEPARTM ENT OF INSURANCE HEALTHCA RE REVIEW PROGRAM
(EXTERNAL REVIEW)

FREQUENTLY ASKED QUESTIONS

1. What is external review?

External review refers to an independent medical review of certain decisions made by
health insurers. These reviews are arranged for by the North Carolina Department of
Insurance Healthcare Review Program (HCR Program). The HCR Program contracts
with several companies known as Independent Review Organization (IROs). IROs
have large networks of physicians and other types of medical professionals qualified to
evaluate a wide range of medical issues. The IRO assigned to your case and its
medical reviewers will be have no relationship with your health insurer. The IRO makes
the final coverage decision on each request that the HCR Program has determined
eligible for external review. If the IRO medical reviewer for your case detemines that
the requested service is medically necessary, your insurer will be required to approve or
pay for your previously denied service.

2. What kind of insurer decisions are subject to external review?
External review is available when your health insurer denies coverage for services or
requested services on the grounds that they are not medically necessary. This type of
denial is often called a “noncertification decision.” A decision by your insurer that
services are not covered because they are cosmetic or experimental in your case
because of your specific medical circumstances, rather than because it is absolutely
excluded under your insurance policy, is also a noncertification decision subject to
external review.

3. Can | request areviewfor any type of insurance denial?

External review is available for most health insurers that make coverage decisions
based on medical necessity. Medical necessity decisions made by the NC Teachers’
and State Employees Comprehensive Major Medical Plan (State Health Plan) and the
NC Health Insurance Program for Children (NC Health Choice) are also subject to
external review.

External review does not apply to self-funded employer health plans. (These are health
plans for which an employer sets aside his own funds to pay for health claims rather
than purchasing insurance, and are often “administered” by health insurance
companies.) External review also does not apply to Medicare or Medicaid and is not
available for certain types of insurance, induding: dental, vision, Medicare supplement,
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long-term care, specified disease, workers compensation, credit, or disability income, or
to medical payments under homeowners or auto insurance.

4. Whencan| reguest an external review?
External review is available whether you have already received a service and coverage

for it has been denied or you have requested and been denied coverage for a service
that you have not yet received.

Most people will qualify for a standard external review, which results in a decision within
45 days of submitting a request for review. An expedited external review, under which a
decision is made within four days of submitting a request, is available in cases where
the time involved in obtaining a final decision can have an impact on a person’s health.
The specific eligibility requirements for expedited review and a detailed description of
the standard and expedited review processes are explained in the next several
questions and answers.

5. Whencan| request a standard external review?

You may request a standard external review after you have exhausted your health
insurers internal appeal process. Some health insurers offer one level of appeal and
some offer two levels. Consult your insurance policy or member handbook to detemine
how many levels of appeal your insurer offers or requires.

You must make your request to the HCR Program within 60 days of receiving notice of
your insurer’s final decision from the highest level of appeal offered, that your request
for coverage remains denied by your insurer. To allow for mailing time and time that you
may not have been available to receive your notification from your health insurer, the
HCR Program will accept your request up to 70 days after the date on the notice of
decision on appeal.

There are two exceptions to the requirement that you complete your health insurer’s
appeal process. 1.) In some cases, your insurer may choose to waive some or all of its
internal appeal process to allow the denial to proceed to external review. If your health
insurance company has notified you in writing that it agrees to waive its appeal process,
you may request an external review within 60 days of receiving this notification. 2.) If
you filed a second-evel appeal with your insurer more than 60 days ago and have not
received a response and have also not agreed to give the insurer additional time to
respond, you may request an external review. If your insurer offers just one level of
appeal, you mayrequest an external review if you have not received any response from
the insurer within 60 days filing the appeal.

Please note: Standard external review is available only for cases where the insurer’s
appeal decision was made on or after July 1, 2002.
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When can | request an expedited external review?

Expedited review is available only when having to first complete your insurer’s internal
appeal process (even on expedited basis) or receiving a standard external review
through the HCR Program would put your life, health, or recovery in serious jeopardy.
Therefore, you may request an expedited external review immediately after receiving
your initial denial notice (noncertification) or after receiving notice of your insurer’s
decision to continue its denial after considering your first-level or second-level appeal.
We anticipate thatmost requests for expedited external review will be made very soon
after a person receives the insurer’s initial notice of denial or denial decision on appeal,
but anyrequest to the HCR Program must be made within 60 days receiving your most
recent denial from your insurer. To allow for mailing time and time that you may not
have been available to receive your notification from your health insurer, the HCR
Program will accept your requestup to 70 days after the date on the notice of decision
on appeal.

You are not required to exhaust your insurers appeals process prior to requesting
expedited external review, but you must have already requested an expedited appeal
from your insurer prior to requesting external review from the HCR Program. If you
have already received a decision on a first-level appeal and now wish to request
expedited external review, you must have already requested an expedited second-level
appeal from your insurer (if your insurer offers one) prior to requesting the external
review.

To determine whether your case qualifies for expedited external review, the HCR
Program will 1) verify that you have initiated an expedited appeal with your insurer and
2) consult a medical professional to detemine if the time required to first complete the
insurers expedited appeal process before requesting external review is likely to put
your life or health or ability to regain maximum function in serious jeopardy. If the HCR
Program detemines that your request does not qualify for expedited external review,
you may be required to first complete your insurer’s appeal process.

If you have already completed your insurer's appeal process and your insurer has
issued its final decision denying the requested service, you may request an expedited
external review if the time for a standard external review through the HCR Program
would put your life, health or ability to regain maximum function in serious jeopardy. If
the HCR Program detemines that your case does not qualify for expedited review, it
may still qualify for a standard external review.

Please note. Expedited external review is not available if you have already received
the services for which coverage has been denied. Expedited external review is
available only for cases where the insurers initial denial (noncertification) or appeal
decision was made on or after July 1, 2002. If you believe you need to make a request
for an expedited review, you may call the HCR Program for guidance in making your
request.
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6. What are the eligibility requirements to request an external

review?
In order for your request to be eligible for external review, the HCR Program must
detemine that all of the following criteria have been met:

(1) Yourrequestwas submitted within 60 days of receiving your insurer’s final decision
on appeal or, for expedited external review, within 60 days of receiving either the
initial denial or decision on appeal. (See questions number 5 and 6 for additional
discussion of time allowed to request external review.)

(2) Your request relates to a type of health insurance coverage that is subject to
external review. (See question #3 for information on the types of insurance that is
subject to external review.)

(3) Yourrequestis aboutan insurers medical necessity determination that resulted in
a denial (noncertification) decision. (See question #2 for information on
noncertifications.)

(4) You had coverage in effect with the insurer at the time the services were requested
or provided and the denial decision was issued.

(5) The service for which coverage was denied appears to be a covered benefit under
the health insurance policy.

(6) Thatyou have exhausted your insurer’s appeals process as described in #5 above
OR, if you are requesting expedited external review, that you meet the medical
criteria for expedited review and requested an expedited appeal with your insurer
as described in question #6.

7. Howdol request an External Review?

For a standard review:

You may call the HCR Program toll-free in North Carolina at 1-877-855-0231 or locally
at 919-715-1163 and ask that a request form to be mailed to you. You may also pick up
a request form in person at the Healthcare Review Program office. The address is:

North Carolina Department of Insurance
Healthcare Review Program

430 N. Salisbury Street, Room 4105
Raleigh, North Carolina 27611

You may access the External Review Request Form from the Department of Insurance
web site at www.ncdoi.com. This is an interactive form into which you can enter
information. All the fields on the request form must be completed so that the HCR
Program can access your information from your insurer or your healthcare provider and
determine whether your request is eligible for review. Print and sign the printed copy
and send it to the HCR Program. You cannot submit this form to the HCR Program via
email or the Internet.

You must provide the following documents to the HCR Program in order for your
request to be considered complete:
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» the completed and signed External Review Request Form;

» a copyofthe final denial decision from your health plan;

» the signed Release of Medical Record Fom;

» the Appointment of Authorized Representative Form, if you plan to have someone
else request a review for you.

For expedited review:

You may contact the HCR Program to request an expedited review by phone. If you
make a verbal request to the Program for an expedited review, you must still provide the
information required on the request form. This is information that is required for the
HCR Program to access your insurance information and process your request. Also,
you will still be required to submit a signed Medical Records Release Form to the HCR
Program, so that we access any medical documents that are required to help make a
detemination on your request. Contact the Program as follows:

In state Toll-free: 1-877-855-0231
Out of State or local: 1-919-715-1163

You may also request an expedited review by faxing the completed request form to the
HCR Program at 919-715-1175.

8. Must | request an external review myself?

No. You may designate any person you wish, including your health care provider, as
your Authorized Representative to act on your behalf in pursuing an external review.
The Request for External Review Fom includes a section on contact information for an
authorized representative. Be sure that this information is included if someone will be
acting as your representative.

In the case of a minor or someone deemed incompetent, a request must be made
by a parent, conservator, guardian, health care power-of-attorney or any individual who
has been designated as the patient’s authorized representative.

9. After | request an External Review, when should | expect
to hear something?

For standard review:
Within 10 business days after requesting external review, you will receive notification
whether the requestis complete and whether it has been accepted for review.

If the request is incomplete, the HCR Program will ask you to provide the required
infoomation within 90 days of the date you received your final detemination from your
health plan. Ifthe HCR Program does not receive the information within this time frame,
your request will be considered ineligible and you will not be able to request a review for
that spedific service again.
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If your requestis complete the HCR Program will advise you of whether your case has
been accepted for external review. If accepted, you will be provided with the name of
the IRO assigned to the case and given a copy of the information that was provided to
the HCR Program by your health insurer. You will also be notified at that time that you
have seven days in which to provide the IRO any additional information that you feel
would help the IRO make a detemination. You may submit this information directly to
the IRO or send it to the HCR Program for timely forwarding to the IRO. If you choose
to submit additional infoomation directly to the IRO, you must also provide the same
information to your health insurer at the same time and by the same means. (For
example, if you are faxing information to the IRO, you must also fax information to your
health insurer.)

If you do submit additional information, your health insurer will have the opportunity to
consider the information and, if it chooses, reverse its own denial. If this does occur,
the insurer will inform you and the IRO of this decision and the IRO will stop the external
review. However, this “reconsideration “ process will not slow down the external review
and will not affect it if your insurer does not change its decision as a result of the new
information.

Upon making its dedision, the IRO will notify you in writing of its decision. This will be
no more than 45 days after the HCR Program received your request.

For an expedited review:
Within three days after you make your request, the HCR Program will notify you
whether your request meets the criteria for an expedited review. This decision will be

made in consultation with a medical professional. If your requestwas accepted, you will
be given the name of the IRO assigned to your case.

You will receive verbal or written notification of the IRO’s decision within four days of
making your request to the HCR Program. If you receive a verbal notification from the
IRO, you will receive a written notification of their decision within two days of their verbal
notification.

If your request was not accepted for external review, you will be notified by the HCR
Program that:

» you must first complete your health insurer's appeal process (or expedited appeal
process) before the request is eligible for external review; or

» yourrequestis accepted for standard rather than expedited external review; or

» yourrequestis not eligible for external review of any kind.

10. What documents should | provide that will help the IRO make a

deter mination?
You have an opportunity to provide the IRO any additional information that you think
helps makes the case that the services that were denied were medically necessary.
Examples of these documents mightinclude:
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» your doctor’s or healthcare providers recommendation that the services that were
denied to you were medically necessary;

* any medical information or justification that your denied service was or is medically
necessary, or

» anyotherinformation thatsupports your position that the services denied to you
were or are medically necessary.

11. What happens when an external reviewer makes a decision?

The IRO notifies you, your healthcare provider, the HCR Program, and your health
insurer when itmakes a decision on your request. If the IRO’s decision overturns your
health insurers original decision, the health plan must provide for coverage or payment
within three days for a standard external review request and within one day for an
expedited external review request. This decision is binding on you and your health plan.
If the IRO’s decision is to agree with your health insurer's original decision, you may not
request another review on this case. The decision is binding on you and your insurer
except to the extent you may have other remedies available under applicable federal or
state law.

12. Will | have to pay for the external review?

There is no cost for the person who requested the external review. The HCR Program
pays the IRO for its services and your health insurer will be required to reimburse the
Program for the cost of the review.

13. Who conducts the external review?

The external review is conducted by an organization called an Independent Review
Organization (IRO). IROs are contracted with the HCR Program to perform impartial
reviews of your case to detemmine the merits of your request and to detemine if your
requestshould be covered under your policy. The doctors or medical professionals who
review your request are Board Certified Specialists and have the same or similar
background as the doctors or medical professionals who provided or requested your
care. They will review your insurance coverage policy, as well as the medical
documents and other information supplied to them by you and your insurer for review.
Your request will be considered against the standard of practice in the medical
community. IRO decisions will be made based upon supporting clinical evidence,
standards of practice and personal experience of the specialty re viewer.

A-21



Additional Page Added for Brochure

A-22



Additional Page Added for Brochure

A-23






APPENDIX B






Consumer files
Reguest within 60

days of receipt of \
insurer’'sdecision HCR recd ves Request
and signed medicd rd ease

form viafax or mail

L Inteke and log
daaopenfile

DAY 0

Consumer to provide HCR
with requested informati n

within 90 day sd the
insurer’s ded sion for which
externd review isrequested

A

HCR sends
written Reguest to Request not

consume for < complete <

addi tiond information

v

HCR sends written notificati on
to insurer including copy of
Request, s gned medical records
rdease form and HCR Reguest
forinfomatian

v

I nsurer responds within3
business days of receipt of
noticewith requestedi nformeti on
to HCR *

North CarolinaDepartment of | nsurance Healthcare

Review Program (HCR)

STANDARD REVIEW: 45 DAYS

Note: Once a case hasbeen determined eligiblefor external review,
the “consumer” isconfirmed to bea*“ cover ed pe son”.

HCR conducts prei minary review of Request
to determine: digibili ty, coveredservi ce,
exhaustedi nsurer’ sintemal apped /gri evarce
pracess and compl ee infamation

Request

> Accepted

v

Request Denied

’

Written noticeto consumer, provi der

CLOSED <

A A T

Non-certification

and insurer of non-acceptance and
resson for rejection

receipt of Request

P | documentsrdatedto

HCR assigns RO
using Alphalist.
Transmitto IRO

Request

;

*HCR sends written notificai on o acceptanceto covered person and
provi der, indudi ng copy of i rformati on insurer provided toHCR
*HCR noti fi es covered person of right to submit additiond written infamation to
HCR or direct to IROwithin 7 days ater the date of notice
*HCR sends written notificéti on to insurer

By 10th bus ness day of
receipt

IRO Review |

Non-certification
reve ssd DAY 45

X

upheld V\ Written notice to cover ed per son, provider,
insure and HCR within 45 daysfrom HCR <_|

v

«Covered person provides written
information tol RO within seven day s

dter the date of notice of acceptance.
«| nsurer to provide documentation and
information tol RO within 7 days o

receipt of notice

Possibler econsder ation by insurer
of non-certification decis n

Insur e paysapproves

daysafter notice d ded sion

“Written notice of decisonto

serviceswithin 3 business 44— | ooveredperson, IRO and HCR
RO terminatesreviev

v

4—' Insur e reverses dedsion |

*|finsurer fails to provide infamation to the IROwithi n therequired amount of timeframe, thel RO may ded deto terminaereview

and reverse the mon-certification; advi seHCR, covered persan and insurer within 1 business day of dediding.

B-1

HCR toforward any additi and informati an rece ved
from covered person to | RO wi thin 2 business days
of receipt, copy of information sent to insurer

I—l = Completed within 10 business days of receipt of Request




Consumer files
Requed within 60
days of receipt of
insurer’ sdecision

~

HCR receives written or oral
Requeg for Expedited Review

DAY 0

Insurer' s HCR notifies covered

TETTE person, provider and

Review < ’ Request Nd
P insurer of <« Accepted
if digible non-acceptance

Insurer’ sinternal
Review Process

Files Request for HCR

Intake & L og D ata
OpenFile

A

*HCR notifies insurer of Request,
providecopy of or verbaly
convey al informationin

Request

*HCR transmits medical records
release form toi nsurer and requests
inf ormation

v

Insurer deliversi nformation

1day after HCR Request made

v

HCR reviews Request for:
digibility, covered berefit,
exhausted inter nal
appeal/grievance process and
completed information

\

Request nat
accepted for
expedted
review

North Carolina Department of I nsurance
H ealthcare Review Program (HCR)

EXPEDITED REVIEW:4 DAYS

Note: Once a case hasbeen determineal e igblefor externa review,
the “ consumer” is confirmed tobe a“ covered p erson”.

Eligible for
External Review

v

HCR has medica
professional

. T Request
determine eligbility | A —>
for Exped ted External cepted
Review

IRO confirmsverbal
decision in writing

elnsurer pays/approves
service within 1 day

standard review
CLOSED <
within2 days
CLOSED |-

*I|RO confirmsverbal
decisioninwr iting
within 2 days

Upholds non-certification
decision, verbal
notificati on to covered
person, pr ovider, insurer
and DOI

HCR assgns| RO
ugng Alphalist.
Trangmit medcal
recor ds releaseform
and Regued to IRO

v

HCR notifies covered
person, provider and
inaurer of acceptance

y

DAY 4

Overturns non-certification
decision, verbal natification

A

insurer and DOI

to covered peron, provider,

Insurer transmits
information to | RO the
sameday asnotified

IRO Review r/

N
.

DAY 4

B-2

[ 1-30as

DAY 3







100 copies of this document were printed at a cost of $274.91 or $2.749 per copy.



