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l. PURPOSE

Tha purposeaf this policy is to provide 8 procass used by Indiana Univarsity Haalth Plans (IU Health Plans) for
Identifying, investigating, and responding to member Administrative and Clinical Appeals in an appropriate and

timety manner,

Il. SCOPE

A, The implemantation of this policy covers the handling of adminisirative and chnlcal appeals

B. This policy applies to Commerncial Fully knsured plans.

lll. EXCEPTIONS

Theara ara no excaptions to this policy

IV. DEFINITIONS

Adverse Benefit Determination: A determination for a dendal, reduction, or termination of, or a fallure 1o
provide or make a payment (in whole or in part) for a benefit, including a denial, reduction, termination or
failure to make a payment based on the imposition of a preexizting condition exclusion, a source of injury
axclusion, or other limitation on coverad benafits. An Adverse Banefil Determination includes any rescission of
coverage whether arnof, in conmection with the rescission, there is an adverse effect on any particular benefit al

the tima of anappeal.

Appeal: An oral or wiitten request from a covered person, authorized representative or provider to change a
previous decision made by IU Health Plans that was unresalved to the covered person's or provider's

satisTaction at the compliant leveal.

Authorized Represemtative: An individual who is legally able to act on behalf of an enroliee as the law of the
State in which the beneficlary resides may allow in order o execute an enmliment or disenmoliment request.




Covered Person: Any individual who is enrolled in a Health Benafit Plan and entited to recehve Coversd
Sanvicas.

Employer Group: An employes wealfare benafit plan matanal by an employer ar by an employes
organization, or both, that provides medical care for participants ar their dependents directly or through
insuranca. Employer groups are categornzad as either small ar large growp and have varying commission
structures.

Expedited (Urgent) Appeal: A request to change an Adverse Banefit Datermination made by the
grganization for care or service thal has not been provided or care and service thal are aclively ongoing
and to which the application of the time perods for making pre-service or post-service appeal decisions
could sefously jeopardize the |ife or heatth of the member or the ability of the member (o regain maximum
functiaon if the care or service is nof received,

External Review: A request for an independent {extermal) review organization io review the Final
Adverse Benefit Determination that was made by the health plan through its internal appeal process,

Final Adverse Benefit Determination: An Adverse Benafit Daetermination that is upheld after the intemal
appeal process or an Adverse Benefit Determination for which the internal appeals process has been
deemead exhausted.

Fully insured (FI} - & health insurance plan in which an employer pays a specific monthly premium amount
to an nsurance company for coverage for eligible employees and their dependents. The Insurance carmer
assumes the underariting risk forfulure claims in axcess of the cost sharng amounts outlined in group's
policy document,

Grievance: Any complaint or dispute, otherthan one involving an organization determination, expressing
dissatisfaction with the manner in which a health plan or delegated entity provides haalth came services,
regardlass of whether any remedial action can be taken, &n enmllee or thair mpresentative may make the
complaint or dispute, either orally or in wiiting, to a health plan, provider, or facility. An expedited grevance
may also inclede a complaint that a health plan refused to expedite an organization determination or
reconsideralion or imvoked an exlension 10 an organization detemination of econskearation Eme frame. In
addifian, grevances may include complaints regarding the timeliness, appropriatenass, access fo, and/or
sefling of a provided health service, procedure, or item. Grievance lssues may also include complaints that
a covared health service procedure or item during a course of treatment did not meet accepted standards
for delivery of health care.

Independent Review Organization (IRO): An independent enfity that has no connection to IU Heslth Plans,
cedified by tha Indiana Dapartmeant of Insurance to raview adversa reconsiderations af organdization
detenminations.

Indiana Department of Insurance (IDOM): is an Indiana State Agency that regulatas insurance companies
gperating In indiana, Regulation s supponed by law, and the (DO reviews ingurance application for
regulatory compliance ensuring that Hoosiers ame protected from improper business practices.

Post-service Appeal: A request to change an Adverse Banefit Determination made by ihe onganization for
care or service almeady rendened.

Fre-service Appeal: A request to change an Adverse Benefit Determination made by the onganization for
cara ar service thal has nol bean provided 1o the mamber,



V.

A

POLICY STATEMENTS

Membaers or a member's Authonzed Represeniative ane directed (o contact the U Health Plans
Customer Solution Center (C5C) to make suggestions, request information assistance, or exprass
dissatisfaction. I Health Plans will complete a comprehensive review and resolution of a membaer's
dispute regarding the avalability, delivery, appropriateness, medical mecessity, or quality of health care
services, the paymem of a claim; or matlers pertaining o e contractual relationship batwean tha
enralles and the Employar Group. The member should have a ressonable expectation that action will be
taken to resolve or reconsider the matter that is the subject of dizssatisfaction, This policy is avallable
upon request o any mamber, provider or practitioner.

All Appeal records must contain: (1) The name of the member, provider and for facility rendering
service, (2} coples of all comespondence from the member, provider, or facllity rendering service and the
organization regarding the appeal, (3] Dales of appeal reviews, documentation of actions taken, and
final resolution, and (4) Minutes or franscripts of appeal proceedings (if any).

All claims and appaals will be adjudicated in @ manner designed fo ensure the indapendence and
Impartiality of the persons invelved In making the decizion. Accordingly, decisions regarding hiring,
compeansation, termination, promaotion, orother similar matters with respect to any individeal (such as a
claims adjudicator or medical expert) will not be made based vpon the likelibood or percelved likelihood
thal the individual will support a demnial of benafits.

. I Health Plans ensures thal all members have access o and can fully paricipale in the appeals

system by providing assistance for those with limited English proficiency or with viswal or other
communicative impairment. Such assistance shall include, bul nol be limited Lo, translation of appeals
procedures, forms and plan responses to grievances, 85 well a3 access to interpreters, telephone relay
systams and ather devicas that aid disabled individuals to communicate. Refer 1o the Heallh Plans
Interpreter Services Policy for more detailed information pertaining to member language linguistic
assislance.

Any Adverse Banel it Delermination or Final Adverse Benefit Datermination must contain the Tollowing
language: In addition to the IU Health Plans Consumer Solution Center, if you need help filing an
appeal, or you have guestions about the appeals process, you may conlact:

» Indiana Depanment of Insurance
311 W Washinglon Streat, Suite 300
Indianapolis, IN 46204
MT-232-2385
https:/fsecuns, in.goviidoi

VI. PROCEDURES

A, Pre-service Appeals:

1. Attha tima a Pre-Service Appeal is received, the Appeal and Grievance Representative date stamps
and documents the details of the Appeal in the intemal tracking system.

2, [ the requesting parly is someone other than the member, obiains the necessary infomation and
signature of the member designating an Authodzed Representative lo act on hisfher behalf during
the Appeal process.

3. The member or authorized representative is allowed &t least 180 days after notification of the denlal
to fila an appaal.

4. A Letter is sent (o the Member within three (3) business days of receipl of the Appeal. The letter:
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a, Acknowledges the receipt of the member's Appeal,

b, Offers tha member ihe opporunity to be represented by someons of their choosing (including a
practitioner, provider or member representative) as long as he designation is made in writing;
and

c. Advises the membear of the fallowing options:

i. Members and/or Lheir designaled representative may reques! lo appear bafare tha Appeal
Pamsl;

ii. Mambers andfor their dasignated representative may submil oral or weillen comments,
documents, or other information;

ii. Membemn and/or their designated represantative may request copies of &l documents
redevant to the member's Appeal;

Iv. Members andor designated representatives who cannol appear in person at the hearng
may communicate with the Appeals Panel via conferanca calling,

v. When a member and/or the designated representative does nol wish to paricipate ina
hearing, the Appeal Panel will review the appeal documentalion and render a decision,

The Appeal and Grievance Representative contacts the approprate IU Health Plans personne or the
Practitioners's offlce for any additional information perinent to the Appeal in order for I Health Plans
io conduct a full imvestigation of the substance of the appeal.

The Appeal and Grievance Represantative will forward the completa case file to the appropriate
reviewens) requesting & wiitten response within five (5) business days.

The member will be provided with & minimum of 72 hours-notice of the scheduled Appeal Pansl
hearing when applicable. The member has the right to waive participation in a hearing.

Mo members of the Appeal Panel may be invoived in any previous detemination orbe the
subordinates of any perscn involvad in the initial determination.,

Appeal Panel must incleda one (1) ar mom individuals who:
a. DireclorAssociale Medical Direclor

b. Medical Management

¢. Member Services

d. Quality Management

a. Claims

f. Marketing

g. Provider Relations

h, Phamacy

For Appeals involving any clinical issues including Appeals with regand to whether a particular
treatment, drug or other item s experimental, investigational, or not medically necessary ar
approprate, the I Health Plans Medical Director will consult a Credentisled Board Certified
specialist of the same or similar specially as (o the clinical guestlion during the review of the

Appeal, The specialist;
a. Will have knowledge of the medical condition, procedure or treatment at isaue

b. Wil be in tha same licernsad profession as the practitioness who proposed, refusad or deliverad
the health came procedurs, treatment or senioe,

o, b not involved in the malter giving rise to the or any previous review processes; and



d. Must not have a direct business relationship with the Covered Person (enrollee) or the
practitionar who previcusly recommended the health care procadurs, tmatment or sarvice
giving rise to the Appeal,

11. Any meaw ar additional evidence considersd, ralisd upon, or genarated by {or at the direction of ) I
Heaith Plans in connection with a clalm will be provided to the member free of charge, Such
evidenca will ba provided as s0on &s possible and sufficiently in advanca of the date on which the
natice of Final Adverse Beralit Determination Is required to be provided Inorder (o give the member
a reasonable cpporunity to respond prior to that date.

12. The Appeal will be completed, and the member notified of the decision within twenty (20)
business days of the request. Motification includes:

a, The dacision, in clear terms, with the bemafits or clinical rationale;
b. A statament of the reasons, policies, and procedures that am the basis for the decision;

¢, Motice of the covered individual's right to further remed ies allowad by law, including the right to
extemal grievance review by an IR0,

d. The department, address, and telephone number through which a covered individwal may
contact a qualified representative 1o obtaln more information abowt the decision or the dght te an
extamal gravance raview.

However, if I Health Plans is unable to render a decision within this time frame due to
circumstances beyond its contral, 1L Health shall;

&, nolify the enralles or subscriber inwriting of the reason for the delay before the twantiath
business day; and

f, issue a wrtten decision regarding the complaint within an additional ten (10) business days.

13, The Appeal and Grievance Representative will documant the substance of the Appaal, including all
actions taken during the review, appeal hearing, and all aspects of clinkzal care involved in the case,

B. Ugent/Expedited Appeal

1. Anurgant fexpedited appeal will be provided far any appeal related o an llness, a disease, a
conditlon, an injury or a disability that would serously jeopardize the Covened Person's:

a, Life or health;
b. Ability to reach and maintain maximum function; or

2. Reguras rmedical servica within 48 to 72 hours.
Urgent'Expedited Appeals may include Concument Care reviews as appropriate, Concumrent Care
revigws concam an Adverse Benefit Datermination of a request for benefits affecting am ongaing
course of treatment taking place over a period of time or a number of treatments, Urgent Care
Appeals/Expadited Appeals must be offered 1o all requests conceming admissions, conlinued stay or
other health care services for a member who has recelved emergency services but has not been
discharged from a facility.

3. Uponwritten or oral receipt of an urgent care appeal/expediled appeal from a member or a membear
designated authorzed representative acting on behaiff of tha membar, the Appeal and Grievance
Coondinaton

a, Contacts the Clinical Reviewsr for determination that a request meets the criteria for an urgent
carg appeaal'expedited appeal. The detarmination as to whather a claim involvas urgent care will

be determined by the attending provider, and the Clinical Reviewer must defer (o such
detarmination.

b. Documents the urgent care appeal'expedited appeal inlo the intermal tracking system; and



c,

Makes a copy and forwards it to the Clinical Reviewsr

Sends writien confirmation of U Health Flans decision to (e member, member represantative,
or practitioner filing the appeal,

4, The Clinical Reviewer

a,

b.

a,

Drocuments the urgent care appeal/expedited appeaal into tha Medical Managemsant appeal
review Lracking syslarm.

Collects and refers all documentation to a Medical Director not involved in tha Initial decesion nor
g subordinate of that individual, who confers with appmpriate specialisis as indicaied,
investigates all submitted information, and makes a decision on the ungent cane appeall
expadited appeaal.

Motifies the member, member representative, or practitioner verbally of the Medical Director
decision as expeditiously as the medical condition wamanis, but mo more than seventy-two (72)
hours from the receipt of the urgent care appeal/expeadited appeal,

Within (1) business day of providing verbal notification of the decision, retums the urgent carg
appeal/expedited appeal case file to the Appeal and Grievance Coordinator for written
confirmation of the Plan's decision to the member, member representative, or practitioner and

Updates the Medical Management appesl tracking system.

5. Any new or additional evidence considerad, relied upon, or generated by {or at the direction of } I
Health Plans in connection with a claim will be provided to the member free of charge. Such
evidence will be provided as soon as possible and sufficiently in advance of the date on which the
notice of final intemal Adverse Benef it Determination is required 1o be provided in order to glve the
mamber & reasonable opporunity to respond prior to that date.

6. Motification Letlers ncluda:

b,

The decision, in clear Werms, with the besefits oF chnical rationale:

A descriplion of the next level of appeal, Extermal Review by IRD and any relevant written
instructions;

A statement of the perinent Tacts of the Appeal;

A reference to the proviskons that support the decislon such as the Group Service Agresment ar
contraci;

Iif applicable, a copy of or a statement that an intemal rule, guideline or protocal was relied upon
and is avallable upon request;

Statement of any additional information that could be helpful In the oulcome of the Appeal; and

instructions for requesting a written statement of the clinical rationale and review criteria for
cases involving a denial of medical services;

Motification about further appeal rAghts; and

With respect to any Adverse Benefil Determination or Final Adverse Benefit Determination, the
notice must also include:

i. Information sufficient to identify the claim involved, including the date of service, the health
care provider, and the claim amount [if applicable), and a statement descrbing the
availability, upon request, of the disgnosis code and its comesponding meaning, and the
ireatment code, and s comesponding meaning;

i, The denial code and its comesponding meaning;

ii. A descrptionof the standard that was used in denying tha claim, including for Final



Adverse Bensefit Determinations, & discussion of the decision,

C. Post-Service Appeal

1.

At tha tima an Appeal is recaived, the Appeal and Grievance Representative notifies the member in
writing within three (3) business days that his'her Post-Service Appeal has been received;

If the requesting pary is someones other than the member, obtaing the necessary information and
signatura of the member designating an Authordzed Representative lo acl on his/her bahall during
the Appeal process,

Providas the mamber or dasignated mambear representative with informalion concaming the mayiew
prOCess,

Provides the mamber or designated member representative with the name and direct phane number
af the I Health Plans Reprasantative who will be handling their review;

Enters the Appeal into the intemal fracking system and does the following:

a. Gonlacts the appropriate U Health Plans (Plan) personnel or the Praciitioner's office foramy
additional information perinent o tha Appeal;

b. Sends internal tracking informationand all additional documentation recelved from the member
and/or providers to appropriate U Heslth Plans personned forreview of the case file requesting
a response within five (5) business days;

¢, Submits the Appeal, with 2l available, relevant documentation thal has been acquired, fora
diecision, to anindividual not imvalved in any previous datermination; this usually is reviewsad by

the: Medical Director for a clinkcal Appeal, orthe Director of Member Services Tor a non-clinical
Appeal, Maither individual may hava been involved in any previous detemmination,

d. Documents the substance of the Appeal, incleding all actions taken during the review and afl
aspects of clinical care involved in the case.

a. Sends decision letter to member or designated representative,

Any new ar additional evidence considersd, ralisd upon, or gernarated by {or at the direction of ) IU
Health Plans in connection with a claim will be provided (o the member free of charge, Such
evidence will ba provided as soon &s possible and sufficiently in advance of the data on which the

naotice of Final Adverse Benafit Determination is required to be provided inorder (o give the member
a reasonable opportunity to respond prior to that date.

The Appaal will be completed and the mamber notified of the dacision within twenly (20) business
days of the request.
Motification Letters include:

a, Acknowledges the receipt of the member's Appeal.

b. Offersthe member the oppordunity to be represented by someane of their choosing (including a
practitioner, provider or member representative) as lang as the designation is made in wiiting,
and

¢. Advises lhe member of the following oplions:

I Members and/or thelr designated representative may request to appear befone the Appeal
Fanal;

ii. Mambers andl/or their dasignated representativa may submit oral or weitten comments,
documents, or other information;

iii. Members and/or their designated representafive may request copies of all documents
redavanl la the member's Appaal;



Q.

iv. Members and/ordesignated representatives who cannot appear in persan af the hearing
may commurscate with the Appeals Pansl via conferance calling.

v. When a member andfor the designated representative does not wish to panicipate ina
hearimg, the Appeal Panel will review the appeal documentation and rendear a8 decision,

The Appeal and Grievance Rapresentativa will document the substance of the Appeal, incleding all
actions taken during the review and all aspects of clinlcal care invelved Inthe case and close the file,

D, Extemal Review

1.

i & member is not satisfied with the Appeal decision, the membar may contact IU Health Plans to
procead fo the Extemal Review process. A member must exhawst the IMemal appeal process befone
requasting an Extamal Review, unless (a) IU Health Plans waives the exhaustion requirement: (b) U
Health Plans fails to comply with the requirements of the intemal appeals process, except for fallures
that are based on de minimis violations; or (¢) the member requests a simultaneous expadited
internal and external appeal. The request for Extemnal Review must be received within 120 calendar
days of the receipt of the Plan's decision letter regarding the appeal.

In the event that I Health Plans fails (o comply with the requirements of the intemal appeals
process but does not consider the intemal claims and appeals process o be deamed axhausted, the
member may request a wrillen explanation of the violation, which IU Health Plans will provide within
10 business days, including a descrption of the bases, if any, for assarting that the violation showd
not cause the internal claims and appeals process 1© be desmed exhausted. In the event that the
IRD rejects the claimant’s review on this basis, IU Health Plans must provide the member with notice
of the opporunity to resubmit and pursue an intemal appeal, which nolice must be sent within 10
business days after the axtemal reviewsr rejects the claim,

If an Extemal Review is requested by somacne other than the member, the member is contactad b
obtain the necessary information and signature on the Designation of Representation formio act on
tha mambear's behalf during the External Appeal raview procass.

The member is aligible for Exlemal Review if their Appeal was for
& An adverse utilization review determination,

b. AnAdverse Benefli Determination that invelves medical judgment, incleding but not limited 1o
medical necessity, appropriateness, health cars sefting, leveal of cara, or effectivaness;

G. & determination that a proposed service is Experimental or Investigational (of a service
proposed by the treating physiclian);, or

d. A rescissionof coverage, regardiess of whether or not the rescission has any effect on any
pardicular benefil.

The (RO will rely on appropriate clinfcal expertise, will not have any direct financial interest in L
Heailth Plans or in the outcome of the extemal appeal, and may not have been involved in the
orginal determination under appeal,

Cosls associated with the External Review process will be paid by the Plan,

Upon receipt of the Extemnal Review request by the Appeal and Grevance Coordinator, the Extemal
Review request is date-stamped and substance and actions taken are documented in the intemal
fracking sysbem,

The Appeal and Grievance Coordinator will forward a copy of all documentation to the IRD for review
and decision.

The Appesl and Grievance Coordinator will select the IRD to conduct the Extemal Review from the
IRO Rotation Assignment List an tha Indiana Department of Insuranca websita: weiv.in.gow/idoi, Tha

RO selection will be done sequentizly without repeating review organizations until each organization


www.in.gov/idoi
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12.

13,

14,

on the liat has been selected.

& member may submit to the IRD additional infomation in writing that the IRO must consider when
conducting the extemal review, and the member will be notified of that right. The IRO must allow the
claimant at least § business days to submit any additicnal information and any additional infomation
must be forwarded 1o IU Health Plans within one business day of receipt by the IRO.

The IRD has seventy-two (72) hours to reach a determination on Ungent/Expedited Appesls and
fiftean (15) business days to reach a detarmination on standard Appeals. The IRO decision is binding
on the member and the Plan, except to the extent that other remedies are available under state or
Fedearal law.

The IRD will notify I Health Plans and the enrollee of the determination within seventy-twa (T2)
howrs after and expedited extemal appeal is filed,

Once the Appeal and Grevance Coordinator recaives a copy of the detarmination from the IRC, the
appropnate action is taken and & copy of the documentation placed in the member's file.

if at amy time during an External Review, the enrollee submits information to IU Health Plans that is
redavant lo I Haalth Plans® resolulion and was not considerad in the previous Appeal reviews:

a, U Health Plans will reconsider the previous resolution based on the additional Information.

b. The IRD will cease the extemal review process until the reconsideration by IU Health Plans is
compleded,

¢, U Health Plans will notify the enrolles of the Plan's decision within seventy-two (T2} hours afler
the information is submitted fora reconsideration related fo an illneas, a disesse, A condition, an
injury, or a disability that would senously jeopardize Lhe anrollea’s

I. life or health; or

ji. a&bility to reach and maintain maximum function: or within twenty (20) business days after

the ind ormation is submitbed for reconsideration of a standard Pre-service or Post-senvice
Appeal,

d. i tha reconsideration decision is advarse to the enmlies, the anrollee may requsst that the IRC
resume the extemal review process.

15, The IR must maintain written records in compliance with 2l applicable laws and for st least three

yEars.
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Griavance amd Quality of Cane
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