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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 initial
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
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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.

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:

e 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.

e 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.
Managed Care Organization (MCO) — A private entity that contracts with LDH to provide
covered
healthcare services to Enrollees in exchange for a monthly capitated amount per Enrollee. The
entity is
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regulated by the Louisiana Department of Insurance with respect to licensure and financial
solvency,

pursuant to La. R.S. 22:1016, but shall, solely with respect to its products and services offered
pursuant to the Managed Care Program, be regulated by LDH.

Medically Necessary Services — Those health care services that are in accordance with
generally

accepted, evidence-based medical standards or that are considered by most physicians (or
other

independent licensed practitioners) within the community of their respective professional
organizations

to be the standard of care. In order to be considered medically necessary, services must be: (1)
deemed

reasonably necessary to diagnose, correct, cure, alleviate or prevent the worsening of a
condition or

conditions that endanger life, cause suffering or pain or have resulted or will result in a
handicap, physical deformity or malfunction; and (2) those for which no equally effective, more
conservative and less costly course of treatment is available or suitable for the Beneficiary. Any
such services must be individualized, specific and consistent with symptoms or confirmed
diagnosis of the illness or injury under treatment, and neither more nor less than what the
Beneficiary requires at that specific point in time. Although a service may be deemed medically
necessary, it doesn’t mean the service will be covered under the Louisiana Medicaid Program.
Services that are experimental, non-FDA approved, investigational, or cosmetic are specifically
excluded from Medicaid coverage and will be deemed “not medically necessary.”

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 qualified 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.

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 notification.

POLICY AND PROCEDURE:
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The Plan makes all UM decisions and notifications in compliance with timeliness standards for
determinations and notifications 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). The Plan will follow the more stringent timeframe of the two to
maintain compliance. This policy will be reviewed at a minimum of annually and with any
changes to either LDH guidelines or the NCQA guidelines related to UM decision making and
notification timeframes and will be submitted to LDH upon request or with any revisions.

Procedure:

Processing of Authorization Requests

The Plan has a variety of processes in place to ensure that it complies with required needs to
review, determine, and submit notification 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 level of
urgency hierarchies, including requests that are submitted electronically via the Provider Portal.
Expedited authorizations are easily identified 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 task 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.

Timeframes for Service Authorization Determinations
Standard Service Authorizations
The Plan will follow the below timeframes for the following standard service authorizations:
e Standard service authorizations- eighty percent (80%) within two (2) business days of
obtaining appropriate medical information.
e Inpatient hospital service authorizations - within two (2) Calendar days of obtaining
appropriation documentation.
o Community Psychiatric Support and Treatment (CPST) and Psychosocial Rehabilitation
(PSR) services - within five (5) calendar days of obtaining appropriate documentation.
e Behavioral health crisis response services that require prior authorization- as
expeditiously as the member’s condition requires, but not later than one (1) calendar day
after obtaining appropriate clinical documentation. (Model Contract 2.9.25.18)

All standard service authorization determinations shall be made no later than fourteen (14)
calendar days of the receipt of the request for service. (Model Contract Section 2.12.6.1.1-
2.12.6.1.3)
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Standard service authorization extension
The service authorization decision may be extended up to fourteen (14) additional calendar
days (Model Contract Section 2.12.6.1.3) if one of the following conditions is met:
e The member, or the provider requests the extension; or (Model Contract 2.12.6.1.3.1)
e The Plan justifies (to LDH upon request) a need for additional information and how the
extension is in the member’s best interest. (Model Contract 2.12.6.1.3.2) or
e The Plan needs additional information, provided it documents that it made at least one
attempt to obtain the necessary information (NCQA Health Plan Accreditation Standards UM
5)

Concurrent Authorizations

The Plan requires the provider to submit notification to the Plan of all inpatient admissions within
one (1) business day of the date of admission. The Plan also requires the provider to submit
notification to the Plan of obstetrical admissions that exceed forty-eight (48) hours following a
vaginal delivery or ninety-six (96) hours following a caesarean section delivery as outlines in the
Louisiana MCO Manual. The Plan is allowed to deny a portion of the claims payment solely on
lack of notification by the provider of an admission that exceeds these timeframes; however, the
Plan may only deny the portion that exceeds the forty-eight (48) or ninety-six (96) hours
respectively.

The Plan will make all concurrent review determinations within one (1) calendar day of obtaining
the appropriate medical information that may be required. (Model contract 2.12.6.1.4)

No concurrent review determination shall exceed three (3) calendar days from the date of the
request for service. (NCQA Health Plan Accreditation Standards UM 5)

Expedited Authorizations

In the event a provider indicates, or the Plan determines, that following the standard service
authorization timeframe could seriously jeopardize the member’s life, health, or ability to attain,
maintain, or regain maximum function, the contractor shall make an expedited authorization
decision and provide notice 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. (Model Contract
2.12.6.2.1 and NCQA Health Plan Accreditation Standards UM 5)

o The Plan 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 justifies to LDH a need
for additional information and how the extension is in the member’s best interest. (Model
Contract 2.12.6.2.2) The Plan needs additional information, provided it documents that it
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made at least one attempt to obtain the necessary information (NCQA Health Plan
Accreditation Standards UM 5)
Observation Authorization
If a member is anticipated to be in observation status beyond 48 hours, the hospital must notify
the MCO as soon as reasonably possible for potential authorization of an extension of hours.
The MCO and provider shall work together to coordinate the provision of additional medical
services prior to discharge of the member as needed.

The plan will review observation authorizations within the concurrent review timeframes.

Retrospective Authorizations and Claims Review

The Plan shall make retrospective review determinations/notifications within thirty (30) calendar
days of obtaining the results of any appropriate documentation that may be required, but no
later than one hundred eighty (180) calendar days from the date of the request for service.
(Model Contract 2.12.6.3.1)

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 member’s health condition made by the provider. (Model Contract
2.12.6.3.2)

If the request lacks documentation, the Plan may extend the time frame up to fifteen (15)
calendar days.

If an extension is requested the Plan will, according to NCQA Health Plan Accreditation
Standards:
¢ Request the information necessary to make a determination from the member or the
member’s Authorized Representative before the end of the original time frame, and
¢ Give the member or the member’s Authorized Representative at least forty-five (45)
calendar days to provide the information.
e Ensure that the extension period, within which a decision must be made by the Plan,
begins on the sooner of:
o The date when the Plan receives the member’s response (even if not all of the
information is provided), or
o The last date of the time period given to the member to supply the information,
even if no response is received from the member or the member’s Authorized
Representative.

Timeframes for Service Authorization Notifications
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For service authorization approval for non-emergency admission, procedure or service, the Plan
shall notify the provider verbally or as expeditiously as the members health condition requires,
but not more than one (1) business day of making the initial determination and provide written
notification to the provider within two (2) business days of making the determination. (Model
Contract 2.12.6.4.1.1)

For Service authorization approval for extended stay or additional services, the Plan shall notify
the provider rendering the service, whether a health care professional or facility or both, and the
member receiving the service, verbally or as expeditiously as the members health condition
requires, but not more than one (1) business day of making the initial determination and provide
written notification to the provider within two (2) business days of making the determination.
(Model Contract 2.12.6.4.1.2)

Adverse Action

In the event of an adverse determination, the Plan shall notify the member, in writing using
language that is easily understood by the member, of decisions 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 member Grievances, Appeals and State Fair Hearings
section of the Louisiana Medicaid Model Contract. The notice of action to members shall be
consistent with requirements in 42 C.F.R. §438.404, §438.10 and §438.210, the Marketing and
Education Contract sections for member written materials, and any agreements that LDH may
have entered into relative to the contents of member notices of denial or partial denial of
services, regardless of whether such agreements are related to legal proceedings or out-of-
court settlements. (Model Contract 2.12.6.4.2.1)

The Plan will notify the requesting provider of a decision 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 Plan will 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, not to exceed required timeframes for each request type, as
applicable. (Model Contract 2.12.6.4.2.2)

Informal Reconsideration/Peer to Peer Review

In the event of an adverse determination, a member or a provider/agent acting on behalf of the
member, with the member’s written consent, may request a peer-to-peer review, also known as
an informal reconsideration. (Model Contract 2.12.3.6.3) This informal reconsideration process
allows the requestor a reasonable opportunity to present evidence, and allegations of fact or
law, in person and in writing to the physician or clinical peer making the adverse determination.
[42 CFR §438.402(c)(1)(ii)]
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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 Plan’s
physician who made the adverse determination, 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. (Model Contract 2.12.6.4.3.3)

The informal reconsideration does not extend the thirty (30) calendar day required timeframe for
a Notice of Appeal Resolution. (Model Contract 2.12.6.4.3.4)

Monitoring of Determination and Notification Timeframe Compliance

The Plan uses a variety of operational monitoring reports to ensure that it maintains compliance
with required authorization turnaround times. Such reports may include regularly scheduled
daily, weekly, and quarterly leadership reports notating turnaround times for both physical and
behavioral health for all levels of service. The Plan will maintain and submit reporting matrices
surrounding all authorization requests and prior authorization processing timeliness reports for
both standard and expedited authorization requests and any extensions granted.

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
e Louisiana Managed Care Organization (MCO) Manual
e 42 C.F.R. §438.404, §438.10 and §438.210
e 42 CFR §438.402(c)(1)(ii)]
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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).
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