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Clinical Auditing and Monitoring Unit (CAMU) 
Medical Necessity Audit 

Frequently Asked Questions  
 
Q1. What is medical necessity? 
A1. Medical necessity describes a health care service that a health care professional, exercising his/her prudent 

clinical judgment, would provide to their patient for the purpose of evaluating, diagnosing or treating an 
illness, injury, disease or its symptoms and that is: in accordance with the generally accepted standards of 
medical practice1; clinically appropriate, in terms of type, frequency, extent, site and duration, and 
considered effective for the patient's illness, injury or disease; not primarily for the convenience of the 
patient or the health care professional; and not more costly than an alternative service or sequence of 
services at least as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or 
treatment of that patient’s illness, injury or disease.  
1Generally accepted standards of medical practice are based on credible scientific evidence published in peer-reviewed medical 
literature generally recognized by the relevant medical community. 

Q2. Does medical necessity apply to all Horizon BCBSNJ members? 
A2. Yes. All Horizon BCBSNJ contracts include a medical necessity provision whereby the company reserves 

the right to review any claim for medical necessity. 
 
Q3. What is a medical necessity audit? 
A3. The Clinical Analysis and Monitoring Unit (CAMU) conducts audits on providers found to be outliers 

when compared to their professional peers and/or when services being delivered are identified as outside of 
generally accepted standards of medical practice. 

 
Q4. Are only services audited for medical necessity? 
A4. No.  If during the course of a review other potential irregularities are identified (i.e. upcoding, fraud, 

investigational/experimental services), Horizon BSBSNJ reserves the right to review. 
 
Q5. How are health care professionals selected to be part of the audit? 
A5. Based on analysis of claim data and/or medical records, providers are compared to their peers and medical 

standards of evidenced-based health care. When an individual provider demonstrates behaviors/trends that 
are outside the acceptable standards, they will be flagged for audit. 

 
Q6. Who conducts the audit? 
A6. A dedicated team of experienced Registered Nurses (Clinical Audit Analysts) who work in tandem with 

Horizon BCBSNJ Medical Directors (MD) to triage and process medical necessity reviews (MNRs). All 
adverse determinations are made by a MD. 

 
Q7. How do I exit an audit? 
A7. In order for a provider to qualify for removal from the audit program, they must have demonstrated, over a 

period of time defined by Horizon BCBSNJ, that there has been a change that supports adherence of the 
provider to the standards of relevant evidenced-based guidelines. 

 
Q8. How does the audit of a claim begin? 
A8. When Horizon BCBSNJ receives a claim for a service that is included in the audit, it will be directed to a 

Clinical Audit Analyst. The analyst reviews the available information (i.e., CPT, ICD-10, modifiers, place 
of service, number of providers per date of service, place of service, authorizations, medical records, etc.) 
in order to determine whether the claim may be reimbursed.   

 
Q9. What happens after a claim has been reviewed? 
A9. Once an analyst has completed a review of a claim(s), actions can include approval to release from audit, 

further investigation or denial based on coding standards and/or medical policy. If a claim has not been 
released from audit, it is the responsibility of the attending physician to provide information to support the 
medical necessity and/or coding of the claim. 
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Q10. What medical information should I submit to advance a medical necessity review? 
A10. Medical documentation should include: 

• Evidence of a Complete Workup: Documentation of a member’s progress leading up to a service 
in audit should be provided. The team will be looking to create a chronology of the problem 
including specifics regarding symptomatic and physical findings over time in response to an 
adequate trial of conservative care. Subjective and objective comments must be supported by 
objective measures (i.e., VAS, provocative testing).  

• Radiographic Reports: MRI, CT Scans, x-ray reports will be required, when appropriate. Reports 
must be dated within 12 months of the service date in audit. Unless specifically requested, do not 
submit images.   

• Conservative Care: Evidence of an adequate trial of conservative care over time is required.   
o Physical Therapy: Copies of therapy notes will be required. Therapy will be of a duration 

that, according to industry standards, will demonstrate a therapeutic effect unless 
contraindicated.  

o Home Exercise Program (HEP): A reference that a member has been provided HEP 
instructions and/or continues HEP at home is not sufficient to support medical necessity.  
Documentation of specifics regarding HEP over time with notations of impact to symptoms 
must be presented. 

o Medication Therapy: Documentation of type of drug, dosage, frequency and response of 
symptoms to treatment over time must be clearly captured. 

• Provider Letters of Medical Necessity: Letters from a provider advising why they feel a service is 
medically necessary in response to a service in audit are not valid for medical necessity review.   

 
Q11. Are all members entitled to an appeal? 
A11. All members’ insurance contracts include a provision for a first level appeal. However, not all contracts 

include a second or third level appeal. The first level appeal determination letter will detail whether or not 
an additional level of appeal is available. 

 
Q12. When can an appeal take place? 
A12. When a claim enters the audit it must first undergo a MNR to determine if a service is eligible for 

reimbursement under the medical necessity policy. Once the initial review is completed, several things can 
occur: 

• Claim Released: When it has been determined that a claim is medically necessary, the analyst will 
release the claim from audit. This does not mean the claim will be reimbursed, but that the claim 
has been released from the CAMU department.  Reimbursement may depend on multiple factors, 
including benefit limitations and correct coding requirements.  

• Claim Denied Not Medically Necessary: Based on the information provided to Horizon BCBSNJ, 
the services were determined to be not medically necessary. An initial review determination letter 
will be mailed to the provider(s) and the member and will indicate the reason for the review, the 
medical policy associated with the decision, and instructions on how to appeal the case. 

• Claim Approved/Denied: The determination resulted in certain services being reimbursed and 
others being denied. An initial review determination letter will be mailed to the provider(s) and the 
member and will indicate the reason for the review, the medical policy associated with the decision, 
and instructions on how to appeal the case.  

• Experimental/Investigational: Based on the information provided to Horizon BCBSNJ, the 
services were determined to be investigational and non-covered according to the benefits. An initial 
review determination letter will be mailed to the provider(s) and the member and will indicate the 
reason for the review, the medical policy associated with the decision, and instructions on how to 
appeal the case.    

 
The appeal process for Experimental/Investigational claims is solely based on the ability to submit 
published, peer-reviewed, scientific literature supporting the procedure for the diagnosis. Once an initial 
determination is made, a provider or member may request an appeal. 
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Q13. What information is required to qualify for a first level appeal? 
A13. There are two items needed to advance an appeal. 

• New, Pertinent Medical Documentation: Sending in the same information that was included in the 
initial review; or, information that will not assist the MDs in determining medical necessity (i.e., letters 
of medical necessity, intake forms) will not qualify for an appeal. In these cases, an “Insufficient 
letter” will be mailed advising that the information is not sufficient for an appeal. To qualify for an 
appeal, the information must address the rationale stated in the original determination letter. If the 
medical documentation does not address the gaps noted in the denial letter, the case will not be 
advanced. 

• Signed Member Consent (for out-of-network providers): A signed consent from the member must be 
submitted with the request for appeal. Documentation from the member giving consent to the provider 
to represent them during and appeal must accompany a request for appeal from the provider. Either a 
letter from the member or a signed consent form (specific to the member’s insurance contract) must be 
on file. Form is available on HorizonBlue.com/oonconsent. 

 
Q14. What if I have no new information to submit for an appeal? 
A14. The provider must ensure that documentation exists to establish the medical necessity of services according 

to industry standards. Appeals will only be advanced when meaningful information has been introduced 
that could potentially impact the initial determination as stated in the denial letter.  


