
    
 

Location: IU Health Plans 
Department/Area: Utilization Management 
Policy Owner: Tina Doyle 
Effective Date: 7/21/2021 
Last Review Date: 10/28/2021 
Last Revised Date: 10/28/2021 

 
 

Timeliness of Decision Making and Notification 

I. Purpose 
The purpose of this policy is to ensure that requests for care and services are reviewed, decisions 
and notifications are communicated in a timely manner, accommodating the clinical urgency of the 
situation and minimizing any disruptions in the provision of health care. 

II. Scope 
This policy applies to Fully-insured, and Self-insured. 
 
This policy applies to all Indiana University Health Plans (IU Health Plans) Utilization 
Management (UM) team conducting medical and behavioral health review. 

III. Exceptions 
No exceptions will be made to this policy 

IV. Definitions 
Concurrent review decision is any review for an extension of a previously approved ongoing 
course of treatment over a period of time or number of treatments. Concurrent reviews are typically 
associated with inpatient care or ongoing ambulatory care.  In regard to behavioral health, 
concurrent reviews are typically associated with inpatient care, residential behavioral care, intensive 
outpatient behavioral health care, partial hospitalization, or ongoing ambulatory /outpatient care. 

1. If a request to extend a course of treatment beyond the period of time or number of 
treatments previously approved by the organization does not meet the definition of urgent 
care, the request may be handled as a new request and decided within the time frame 
appropriate to the type of decision (i.e., pre-service or post-service). When making a 
determination of whether a concurrent review request meets the definition of urgent, 
consider the content of the request and whether making a decision in accordance with non-
urgent preservice time frame could lead to adverse health consequences. Consider the 
content of request and the impact of both decision-making processes and assess if it is more 
reasonable to handle as an urgent request if application of a non-urgent time frame could 
involve an unnecessary interruption in the member’s treatment or jeopardize the member’s 
life, health or ability to recover. 
 

2. A request made while a member is in the process of receiving care is considered to be an 
urgent concurrent request if medical care requested meets the definition of urgent care, even 
if the organization did not previously approve the earlier care. (For example, if the 
organization finds out on day 2 that a member is in an inpatient facility and requests 
authorization for additional inpatient days, the request must be handled as an urgent 
concurrent request). 
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3. For ongoing reviews of urgent concurrent care initially approved, the next review date is 
determined and scheduled during that initial approval.  For ongoing review, the notification 
period begins on the day of the review. 
 

Post-service decision (retrospective) is any review for care or services that have already been 
received (e.g., retrospective review). 
 
Pre-service decision (prior authorization, preauthorization or precertification) is any case or service 
that the organization must approve, in whole or in part, in advance of the member obtaining medical 
care services, including behavioral health services. 
 
Urgent care is any request for medical care or treatment, including behavioral health, with respect 
to which the application of the time periods for making non-urgent care determinations could result 
in the following circumstances: 
 

1. Could seriously jeopardize the life or health of the member or the member's ability to regain 
maximum function, based on a prudent layperson's judgment, or 
 

2. In the opinion of a practitioner with knowledge of the member's medical condition, would 
subject the member to severe pain that cannot be adequately managed without the care or 
treatment that is the subject of the request. 
 
For urgent care decisions, the organization must allow a health care practitioner with 
knowledge of the member's medical condition (e.g., a treating practitioner) to act as the 
member's authorized representative 

V. Policy Statements 

1. Timeliness standards for medical management decisions and notification of decisions are 
established in accordance with applicable statutory, regulatory, contractual and accreditation 
requirements, and monitors performance in meeting the standards.  The timeliness standards 
are based on Indiana Department of Insurance requirements for Utilization Review Agent 
Licensure as indicated in IC 27-8-17, Office of Medicaid Policy and Planning (OMPP), and 
federal requirements, and National Committee for Quality Assurance (NCQA) standards.  
Indiana Code and regulatory standards may preclude the NCQA timeliness standards. The 
time frame standards are maximum time frames, as decisions shall be made as soon as 
possible, taking into account the medical urgency of the situation. Requirements/standards 
are distributed to all parties involved in medical management decisions. 

2. This policy applies to all medical management decisions directly related to members, 
whether they are based on benefits or on medical necessity and must consider the urgency of 
the situation. Due to nature of urgent requests, the start of the time frame is the time from 
the date on which medical management receives the request, whether it is during or outside 
normal business hours. 

3. All authorizations requests must be tracked in the utilization management system, including 
names and titles of caller and contact person, date and time of call, notification time, date 
and name of person informed, prior authorization (PA) number, or if denied, summary of 
case determination, basis of decision e. g. clinical guideline or other rational supporting 
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denial such as insufficient information). Documentation in the files must include the date of 
receipt of each request and the date of the resolution. All case file entries are to include 
name of person entering information and their appropriate suffix (e.g. RN, MD, etc.). Please 
also refer to Medical Necessity Determinations of Proposed Inpatient and Outpatient 
Services. 

4. Requests for services that require authorization are generated by the practitioner or provider 
on behalf of the member to the appropriate medical management team. All outreach 
attempts to providers are documented, including those where attending or treating 
practitioners were not provided with the request. 

5. Written notice must be provided to the member and provider of any decision to deny the 
service authorization request, or to authorize a service in an amount, duration of scope that 
is less than requested. The notice must be in compliance with federal, state, and NCQA 
requirements and fifth grade reading level requirement for members. The written notice 
must be provided within the timeframe standards. Documentation in the case file must 
indicate that the decision was communicated to the provider and the member involved. 
Exception is a post-service denial and the member has no financial risk. 

6. Mechanisms are in place to track and monitor review and notification timeframes according 
to types of service requests to ensure compliance to timeliness standards and reporting 
requirements. 

VI. Procedures 
1. Medical management determinations are made in a timely manner to accommodate the 

clinical urgency of the situation and minimize any disruption in the provision of health care. 
Timeliness standards for medical management determinations and notification of 
determinations are established for standard authorizations, expedited authorizations, and 
extended timeframes if warranted. The timeliness standards for prior authorizations are set 
to be in compliance with the state and federal guidelines, Indiana Department of Insurance 
(IDOI) requirements for Utilization Review Agent Licensure as indicated in IC 27-8-17, the 
RFS, and applicable accrediting organizations such as NCQA.  In order to comply 
simultaneously with the state, IDOI, federal, contractual and /or NCQA prior authorization 
timeframe requirements, the most restrictive of these prevail. 
 

2. Regarding notification, per RFS 10-40 and NCQA, all denial notifications must include 
written notice to the member and provider any time a decision is made to deny the service 
authorization request, or to authorize a service in an amount, duration of scope that is less 
than requested. The notice must in compliance with the applicable federal, state, RFS and 
NCQA requirements and fifth grade reading level requirement for members. The written 
notice must be in compliance with the timeframe standards. 
 

3. The Decision and Notification Timeframes table outlines the timeframe standard per Indiana 
Department of Insurance (IDOI), Utilization Review Agent Licensure, Indiana Code, RFS 
or NCQA, which ever requirement is most stringent. 
 

4. A denial may be generated when the request for additional information needed to make a 
decision is not received within the stated extended timeframe.  The written notification to 
the member and provider includes the appeal right and process to request an appeal. 
 

a.  Timeliness of Non-Behavioral & Behavioral Healthcare UM Decisions and 
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Notifications 
i. The UM team adheres to the following time frames for timeliness of non-

behavioral/behavioral healthcare UM decision making and notifications (in 
calendar days unless otherwise specified) and time frames are within 1 hour 
of receiving the request. 
 

Self-Insured ASO Fully Insured Requests for Information 
Request 
Type 

Timeliness Request 
Type 

Timeliness Consider how the End of 
Business day (EOB) will 
impact each case 

Urgent 
Concurrent 

24 hours Urgent 
Concurrent 

24 hours UM delegate has a total of 
two (2) attempts before 
handing over to IU Health 
Plans reviewer 

Urgent 
Preservice 

72 hours Urgent 
Preservice 

2 business 
days 

UST has a total of two (2) 
attempts before handing over 
to IU Health Plans reviewer 

Nonurgent 
Preservice 

15 days Nonurgent 
Preservice 

2 business 
days (up to 
15 calendar 
days to 
gather 
information) 

IU Health Plans Customer 
Solutions does 1st attempt, 
2nd attempt is handled by UM 
delegate; within 1st 7 days of 
receipt, total of 10 days 
maximum for decision 

Post 
Service 

30 days Post 
Service 

30 days IU Health Plans Customer 
Solutions does 1st attempt, 
2nd attempt is handled by UM 
delegate; within 1st 14 days 
of receipt, total of 20 days 
maximum for decision 

 
 
 

b. Extension of Review Process for Fully Insured: 
 

i. If all relevant information necessary to authorize a standard pre-service 
request within 2 business days is received the determination should be made 
within 2 business days after receiving the request with all information needed 
to complete the review.  Notification will be made within the 2-business day 
standard timeframe. If all information is noted not to have been received 
within the two business days of receipt, a request for additional information 
will need to occur as soon as the need for additional information is identified. 
 

ii. If all information is not present or received to complete the review within the 
2-business day standard timeframe, an extension (in addition to the initial 2 
business days) of up to fifteen calendar days will be allowed to obtain all 
pertinent information to make a determination.  If information is not received 
within the extension timeframe, the determination will be made on the 
information available. 
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VII. References/Citations 
None. 

VIII. Forms/Appendices 
NCQA 2021 UM 5 Timeliness of UM Decisions 
IC 27-8-17-11(5) 760:1-46-1(1) 
IC 27-8-17-11(5) & (6) 

IX. Responsibility                                                           
Executive Director of Utilization Management and Quality 
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