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CONTRACT REFERENCE: 
ATTACHMENT A: Louisiana Model Contract 
2.9.25 Specialized Behavioral Health Providers 
2.9.25.18 The Contractor will perform Timely authorization, if required, for crisis services in 
order to minimize wait time before those services can commence and to assure the efficient 
operation of the crisis system of care. 
2.12.6 Service Authorization Determination Timing and Notices 
2.12.6.1 Standard service authorization 
2.12.6.1.1 The Contractor shall make eighty percent (80%) of standard Service Authorization 
determinations within two (2) Business Days of obtaining appropriate medical information that 
may be required regarding a proposed procedure, or service requiring a review determination, 
with the following exceptions: 
2.12.6.1.1.1 The Contractor shall make all inpatient hospital Service Authorizations within two 
(2) Calendar Days of obtaining appropriate documentation; and 
2.12.6.1.1.2 The Contractor shall make all CPST and PSR Service Authorizations within five (5) 
Calendar Days of obtaining appropriate documentation. 
2.12.6.1.1.3 The MCO shall make all determinations for behavioral health crisis response 
services that require prior authorization as expeditiously as the enrollee’s condition requires, but 
no later than one (1) calendar day after obtaining appropriate clinical documentation.  
2.12.6.1.2 All standard Service Authorization determinations shall be made no later than 
fourteen (14) Calendar Days following receipt of the request for service.  
2.12.6.1.3 The Service Authorization determination may be extended up to an additional 
fourteen (14) additional Calendar Days if: 
2.12.6.1.3.1 The Enrollee, or the provider, requests the extension; or 
2.12.6.1.3.2 The Contractor justifies (to LDH upon request) a need for additional information and 
how the extension is in the Enrollee’s interest. 
2.12.6.1.4 The Contractor shall make all concurrent review determinations within one (1) 
Calendar Day of obtaining the appropriate medical information that may be required.  
2.12.6.2.1 In the event a provider indicates, or the Contractor determines, that following the 
standard Service Authorization timeframe could seriously jeopardize the Enrollee’s life or health 
or ability to attain, maintain, or regain maximum function, the Contractor shall make an 
expedited authorization determination and provide notice as expeditiously as the Enrollee’s 
health condition requires, but no later than seventy‐two (72) hours after receipt of the request for 
service. 
2.12.6.2.2 The Contractor may extend the seventy‐two (72) hour time period by up to fourteen 
(14) Calendar Days if the Enrollee requests the extension or if the Contractor justifies to LDH a 
need for additional information and how the extension is in the Enrollee’s best interest. 
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2.12.6.3.1 The Contractor shall make retrospective review determinations within thirty (30) 
Calendar Days of obtaining the results of any appropriate medical information that may be 
required, but in no instance later than one hundred eighty (180) Calendar Days from the date of 
receipt of request for Service Authorization. 
2.12.6.3.2 The Contractor shall not subsequently retract its authorization after services have 
been provided or reduce payment for an item or service furnished in reliance upon previous 
Service Authorization approval, unless the approval was based upon a material omission or 
misrepresentation about the Enrollee’s health condition made by the provider. 
2.12.6.4.1 Service authorization approvals 
2.12.6.4.1.1 For Service Authorization approval for a nonemergency admission, procedure or 
service, the Contractor shall notify the provider verbally or as expeditiously as the Enrollee’s 
health condition requires but not more than one (1) Business Day of making the in itial 
determination and provide written notification to the provider within two (2) Business Days of 
making the determination. 
2.12.6.4.1.2 For Service Authorization approval for extended stay or additional services, the 
Contractor shall notify the provider rendering the service, whether a health care professional or 
facility or both, and the Enrollee receiving the service, verbally or as expeditiously as the 
Enrollee’s health condition requires but not more than one (1) Business Day of making the initial 
determination and shall provide written notification to the provider within two (2) Business Days 
of making the determination. 
2.12.6.4.2.1 The Contractor shall notify the Enrollee, in writing using language that is easily 
understood by the Enrollee, of determinations to deny a Service Authorization request, to 
authorize a service in an amount, duration, or scope that is less than requested, and/or any 
other action as defined in the Enrollee Grievances, Appeals and State Fair Hearings section. 
The notice of action to Enrollees shall be consistent with requirements in 42 C.F.R. §438.404, 
§438.10 and §438.210, the Marketing and Education section for Enrollee written materials, and 
any agreements that the Department may have entered into relative to the contents  of Enrollee 
notices of denial or partial denial of services, regardless of whether such agreements are 
related to legal proceedings or out‐of‐court settlements. 
2.12.6.4.2.2 The Contractor shall notify the requesting provider of a determination to deny an 
authorization or reauthorization request or to authorize or reauthorize a service in an amount, 
duration, or scope that is less than requested. The Contractor shall provide written notification to 
the provider rendering the service, whether a health care professional or facility or both, within 
two (2) Business Days of making the determination. 
2.12.6.4.3.1 As part of the Contractor’s Appeal Procedures, the Contractor shall include an 
Informal Reconsideration process that allows the Enrollee (or provider/agent on behalf of an 
Enrollee) a reasonable opportunity to present evidence, and allegations of fact or law, in person 
and in writing. 
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2.12.6.4.3.2 In a case involving an initial determination or a concurrent review determination, the 
Contractor shall provide the Enrollee or a provider acting on behalf of the Enrollee and with the 
Enrollee’s written consent an opportunity to request an informal reconsideration of an adverse 
determination by the physician or clinical peer making the adverse determination [42 C.F.R. 
§438.402(c)(1)(ii)]. 
2.12.6.4.3.3 The informal reconsideration shall occur within one (1) Business Day of the receipt 
of the request and shall be conducted between the provider rendering the service and the 
Contractor’s physician authorized to make adverse determinations or a clinical peer designated 
by the medical director if the physician who made the adverse determination cannot be 
available within one (1) Business Day. 
2.12.6.4.3.4 The Informal Reconsideration does not extend the thirty (30) Calendar Day 
required timeframe for a Notice of Appeal Resolution. 
 
 
DEFINITIONS: 
Adverse Benefit Determination – Any of the following:  

• The denial or limited authorization of a requested service, including, but not limited 
to, determinations based on the 
type or level of service, requirements for medical necessity, appropriateness, setting, or 
effectiveness of a covered benefit.  

• The reduction, suspension, or termination of a previously authorized service.  
• The denial, in whole or in part, of payment for a service.  

• The failure to provide services in a Timely manner, as defined by the State.  

• The failure of an MCO to act within the timeframes provided in 42 C.F.R. §438.408(b)(1) 
and (2) regarding the standard resolution of Grievances and Appeals.  

• The denial of an Enrollee’s request to dispute a financial liability, including Cost Sharing, 
copayments, premiums, deductibles, coinsurance, and other Enrollee financial liabilities.  

Appeal – A request for a review of an Adverse Benefit Determination.  
Business Day – Monday, Tuesday, Wednesday, Thursday, and Friday, excluding State-
designated holidays.  
Calendar Day – All seven (7) days of the week. Unless otherwise specified, the term “day” in 
the Contract refers to Calendar Days.  
Prior Authorization 
– The process of determining medical necessity for specific services before they are rendered. 
Service Authorization – A utilization management activity that includes pre‐, concurrent, or 
post review of a service by a qualif ied health professional to authorize, partially deny, or deny 
the payment of a service, including a service requested by the Enrollee. Service authorization 
activities must consistently apply review criteria. 
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PURPOSE: 
The purpose of this policy is to describe how Humana Healthy Horizons in Louisiana (Plan) 
maintains compliance with timeliness standards and requirements in utilization management 
(UM) decision-making and notif ication. 
 
POLICY AND PROCEDURE: 
 
Policy:  
The Plan process is consistent with 42 CFR 438.210 and makes all UM decisions and 
notif ications in compliance with timeliness standards set forth by the Louisiana Department of 
Health (LDH) and in compliance with the health plan accreditation standards outlined by the 
National Committee for Quality Assurance (NCQA). This policy will be reviewed at a minimum of 
annually.  
 
The Plan will not retract an authorization of service after the service has been provided or 
reduce payment for an item or service furnished in reliance upon previous service authorization 
approval, unless the approval was based on a material omission or misrepresentation of the 
member’s health condition made by the provider. In addition, the Plan will not use a policy with 
an effective date subsequent to the original service authorization request date to rescind its prior 
authorization. 
 
Procedure: 
The Plan has developed workflows and oversight processes in place to ensure that it complies 
with required needs to review, determine, and submit notif ication to providers and members, 
where applicable, within the required timeframes. Task routing rules and queue designations 
are in place within the clinical documentation system to ensure that requests are processed 
based upon the case type and level of urgency. Expedited authorizations are easily identif ied 
and placed with greatest priority for levels of urgency to ensure compliance with necessary 
turnaround times.  
 
The Plan’s UM staff are trained to process all requested authorizations in this same manner and 
monitor that tasks are built, processed, and routed to the appropriate queue or Clinical Review 
staff for review and determination. Clinical Review staff are trained on proper task triaging 
based upon level of urgency and timeframes for decision-making. 
 
Assigning Authorizations  
UM Leader(s)/Team Lead(s) will review volume of work by case types for the department and 
assign cases to appropriate staff for processing. The leader will ensure the queue is sorted by 
priority and assign authorizations by case type and facility, with the highest priority first.  
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UM associates will receive assignments for the day and are trained to filter their work queue by 
both level of urgency and overall days aging. After appropriate filtering of assigned work is 
performed, associate will review for clinicals requested/received using the appropriate work 
processes and medical necessity criteria. 
 
Determinations & Notifications 

Humana Healthy Horizons™ in Louisiana 

UM Determinations and Notifications Timeframes 

Level of Urgency Determination 

BH Crisis 
Response 
Services 

As expeditiously as the member’s condition requires, but no later than one 
(1) calendar day after obtaining appropriate documentation that may be 
required. 
 
All Standard service authorization determinations shall be made no later 
than fourteen (14) calendar days of the receipt of the request for service.  
 
May extend the service authorization time period by up to an additional 
fourteen (14) calendar days if the member requests the extension or if the 
Plan justif ies to LDH a need for additional information and how the 
extension is in the member’s best interest. 
 
*Applies only to those BH Crisis Response services which require 
authorization 

Concurrent 
Within one (1) calendar day of obtaining the appropriate information that 
may be required. 

Inpatient 
Preservice 

Hospital Services 

80% within two (2) Calendar Days of obtaining appropriate information that 
may be required.   
 
All Standard service authorization determinations shall be made no later 
than fourteen (14) calendar days of the receipt of the request for service.  
 
May extend the service authorization time period by up to an additional 
fourteen (14) calendar days if the member requests the extension or if the 
Plan justif ies to LDH a need for additional information and how the 
extension is in the member’s best interest. 
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Standard (Non-
Urgent Prior 

Authorization) 

80% within two (2) Business Days of obtaining appropriate documentation.  
 
All Standard service authorization determinations shall be made no later 
than fourteen (14) calendar days of the receipt of the request for service.  
 
May extend the service authorization time period by up to an additional 
fourteen (14) calendar days if the member requests the extension or if the 
Plan justif ies to LDH a need for additional information and how the 
extension is in the member’s best interest. 

Community 
Psychiatric 

Support 
Treatment 
(CPST) & 

Psychosocial 
Rehabilitation 
Services (PSR) 

80% within 5 Calendar Days of obtaining appropriate documentation.  
 
All Standard service authorization determinations shall be made no later 
than fourteen (14) calendar days of the receipt of the request for service.  
 
May extend the service authorization time period by up to an additional 
fourteen (14) calendar days if the member requests the extension or if the 
Plan justif ies to LDH a need for additional information and how the 
extension is in the member’s best interest. 

Expedited   
 

 

As expeditiously as the member’s health condition requires, but no 
later than seventy-two (72) hours after the receipt of the request for 
service.  
 
May extend the seventy-two (72) hour time period by up to fourteen (14) 
calendar days if the member requests the extension or if the Plan justif ies to 
LDH a need for additional information and how the extension is in the 
member’s best interest. 

Retrospective 
Within thirty (30) calendar days of obtaining the results of any appropriate 
documentation that may be required, but no later than 180 calendar days 
from the receipt of the request 

Peer to Peer  Must occur within one (1) business day of the receipt of the request. 

Informal 
Reconsideration 

Must occur within one (1) business day of the receipt of the request.  
 
The informal reconsideration does not extend the thirty (30) calendar day 
required timeframe for a Notice of Appeal Resolution 
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Humana Healthy Horizons™ in Louisiana 

UM Determinations and Notifications Timeframes 

  

Approvals:  
For Non-Emergency Admissions, Procedures or Services:  
1) Notify the provider as expeditiously as the members health condition requires, but not more 
than one (1) business day of making the initial determination and 
2)Provide written notification to the provider within two (2) business days of making the 
determination. 
 
For Extended stay or Additional Services:  
1) Notify the provider rendering the service, facility or both and the member, verbally as 
expeditiously as the members health condition requires, but not more than one (1) business day 
of making the initial determination and 
2) Provide written notif ication to the provider within two (2) business days of making the 
determination. 
 
Adverse Actions:   
1) Notify the enrollee, in writing using language that is easily understood by the enrollee of all 
adverse determinations; including amount, duration or scope that is less than requested within 2 
business days.  
 
2) Written notif ication of all adverse actions; including amount, duration or scope that is less than 
requested, is provided to the requesting provider, rendering provider (whether a health care 
professional, facility or both) within 2 business days of making the determination.  

 

 
 
If the associate does not receive sufficient clinical information to complete the review, a 
minimum of two (2) attempts to obtain the needed information will be conducted before sending 
the case to a Medical Director (MD). All attempts are documented within the clinical 
documentation system. 
 
If the associate is not able to approve the request, they document the services requested, what 
criteria is used for review, and what medically necessary criteria is NOT met. Clinical reviews 
include all pertinent information pertaining to the request, including the due date of the 
determination and forward to a medical director for review.  
 
If clinical information does NOT support medical necessity, ONLY the MD can make a 
determination to deny the request, including determinations that limit the amount, duration or 
scope that is less than requested. 
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The MD will document their determination in the clinical documentation system and returns the 
case to the associate who completes the applicable notif ications within the required timeframes. 
The MD is responsible for documenting the rationale for their determination to include in all 
notif ications.  
 
The UM team reviews the rationale and collaborates with the MD, if needed, to ensure all 
requirements are met for member and provider notifications.  
 
The associate updates the case in the clinical documentation system to reflect the 
determination. 
 
Peer to Peer 
For adverse determinations, the provider may request a peer-to-peer discussion within five (5) 
calendar days of the date of the adverse determination. The peer-to-peer consultation occurs 
within one (1) business day of the receipt of the request and is conducted by the treating 
provider and the MD who made the determination, or a peer designated by the MD, if he/she is 
not available within one (1) business day. If the case is overturned, the MD will notify the 
associate who will update the case.  
 
Informal Reconsideration 
For adverse determinations, the member or their provider/agent acting in the members behalf to 
request an informal reconsideration within five (5) calendar days of the date of the adverse 
determination to present evidence and allegations of fact or law, in person and in writing. 
 
The reconsideration must occur within one (1) business day of the receipt of the request and is 
conducted by the rendering provider and the MD who made the determination, or a clinical peer 
designated by the MD, if he/she is not available within one (1) business day. If the case is 
overturned, the MD will notify the associate who completed the review to update the case.  
 
The Informal Reconsideration does not extend the thirty (30) calendar day required timeframe 
for a Notice of Appeal Resolution.  
 
Oversight 
Each business day, the UM managers complete a summary report of all pending cases by days 
aging and urgency/. It is distributed to the Plan leaders and compliance for insight into the 
volume and days aging of authorization request. This report allows for appropriate staffing and 
coverage changes based on need. A brief summary report is distributed each afternoon. In 
addition, the UM leaders review a daily Provider Notif ication report identify any decisioned 
authorizations with outstanding notif ications.  
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Both team and individual associate outliers related to turnaround time compliance are 
communicated during team meetings and 1:1s to provide consistent feedback on how 
associates contribute to overall turnaround time and meeting the needs of the members. 
 
 
ADDITIONAL RESOURCES: 

• Applicable Current NCQA Health Plan Accreditation Standards – Element(s) related to 
Timeliness of Decision Making and Notifications (UM 5) Code of Federal Regulations- 42 
CFR Public Health, Volumes 2-4 Centers for Medicare & Medicaid Services, Department 
of Health and Human Services 

• Louisiana Managed Care Organization (MCO) Manual 

• 42 C.F.R. §438.404, §438.10 and §438.210 

• 42 CFR §438.402(c)(1)(ii)] 
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DISCLAIMER:  
  
Humana follows all federal and state laws and regulations. Where more than one state is 
impacted by an issue, to allow for consistency, Humana will follow the most stringent 
requirement.  
  
This document is intended as a guideline. Situations may arise in which professional judgment 
may necessitate actions that differ from the guideline. Circumstances that justify the variation 
from the guideline should be noted and submitted to the appropriate business area for review 
and documentation. This (policy/procedure) is subject to change or termination by Humana at 
any time. Humana has full and final discretionary authority for its interpretation and application.  
This (policy/procedure) supersedes all other policies, requirements, procedures, or information 
conflicting with it. If viewing a printed version of this document, please refer to the electronic 
copy maintained by CMU to ensure no modifications have been made.  
  
NON-COMPLIANCE:  
  
Failing to comply with any part of Humana’s policies, procedures, and guidelines may result in 
disciplinary actions up to and including termination of employment, services, or relationship with 
Humana. In addition, state and/or federal agencies may take action in accordance with 
applicable laws, rules, and regulations.  
  
Any unlawful act involving Humana systems or information may result in Humana turning over 
all evidence of unlawful activity to appropriate authorities. Information on handling sanctions 
related to non-compliance with this policy may be found in the Expectations for Performance, 
and Critical Offenses policies, both of which may be found in the Associate Support Center via 
Humana’s secure intranet of Hi! (Workday & Apps/Associate Support Center).  
 


