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5.5 MEDICAL NECESSITY DENIALS
Introduction

When a determination is made to not authorize a service, the denial could be
either for medical necessity or benefit related. This section includes information
on medical necessity denials. Please see the applicable section in this unit for
benefit denials.

Medical
Necessity
Definition

Medical Necessity means health care and services that are necessary to prevent,
diagnose, manage, or treat conditions in the person that cause acute suffering,
endanger life, result in illness or infirmity, interfere with such person's capacity for
normal activity, or threaten some significant handicap.

TE

We will reimburse for medically appropriate care that is not more costly than
alternative services or supplies and is likely to produce equivalent results for the
person's condition, disease, illness, or injury.
When a provider requests authorization for an admission or a service, but it is
determined that the applicable medical necessity criteria are not met, the case is
forwarded to a physician reviewer:
• If the physician reviewer disagrees and determines that the service is in
fact medically necessary, an authorization is issued.
• If the physician reviewer agrees with the initial assessment that the
service is not medical necessary, a medical necessity denial is issued.
Only a physician can render a denial as not medically necessary.

BS

O

LE

Physician
reviewer

This process applies whether the authorization request was submitted through
NaviNet® or initiated by telephone contact with Clinical Services.
When Highmark Behavioral Health Services makes the initial assessment that a
member’s case does not meet the applicable medical necessity criteria,
alternative levels of care may be discussed with the requesting provider. If these
suggestions are not acceptable to the treating physician or the facility, the
behavioral health care manager refers the case to a physician reviewer:
• If the physician reviewer disagrees and determines that the service is in
fact medically necessary, an authorization is issued.
• If the physician reviewer’s decision is to not authorize the services, a
verbal notice of non-authorization is given to the provider, and a written
notice follows within one (1) business day after the verbal notice.

O

Behavioral
health review
process

Continued on next page
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5.5 MEDICAL NECESSITY DENIALS, Continued
Providers are notified verbally, as well as formally by letter, when the decision is
made to not authorize a service. NaviNet®-enabled providers also receive denial
notifications through the Referral/Authorization Inquiry transaction.

Content of
denial letter

As required by regulatory and accrediting agencies, denial letters contain very
specific information, including the following:
• Identification of the denied service(s) and service date(s), when applicable
• Clinical rationale that provides a clear and precise reason for the decision
• Utilization criteria, medical policy, or benefit provisions used in making
the adverse determination
• A statement that a copy of any policy, criteria, guideline, or other
information referenced is available upon request (not applicable to
Medicare Advantage)
• Suggested alternative level of care, if appropriate
• Suggested alternatives for treatment if benefits are exhausted
• Information about member and provider appeal rights and the process to
initiate an appeal
• A description of appeals rights (standard and expedited appeals)
including the right to submit written comments, documents, or other
information relevant to the appeal.

Financial
responsibility
agreement

In accordance with Highmark's policy on denials for medical necessity reasons
(including clinical appropriateness as to site of service) or any non-covered
services, the member cannot be billed unless he or she has specifically agreed in
writing, in advance of the service, to be financially responsible for the entire
expense. This financial responsibility agreement must specify the procedure to
be performed and include an estimate of the cost of the procedure.

O
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O

LE

TE

Written
notification
of denial

Note: The general waiver document routinely signed by patients at admission or
registration is not sufficient for this purpose.
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5.5 BENEFIT DENIALS
Benefit
verification
is provider
responsibility

It is the responsibility of the provider to verify that the member’s benefit plan
provides the appropriate benefits before rendering a service. The NaviNet
Eligibility and Benefits Inquiry transaction provides the information needed to
make this determination.
If NaviNet is unavailable, providers can contact the Highmark Provider Service
Center for information about benefits for medical services, or Highmark
Behavioral Health Services for information about benefits for behavioral health
services.

Providers in New York can also check eligibility and benefits in HEALTHeNET.

Notification
of denial

When authorization requests are submitted by telephone contact, the care
manager can assist the provider by verifying whether the member’s benefit plan
provides the specific benefit for the service to be rendered.

LE

TE

IMPORTANT!

BS

Although the provider is not permitted to appeal a benefit denial, the
member can do so. The benefit denial letter addressed to the member provides
the information needed to initiate the appeal.

O

Member's
right
to appeal

O

If, in fact, the member does not have the benefit, the care manager notifies the
provider verbally and follows up with a benefit denial letter.
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5.5 PEER-TO-PEER CONVERSATION
Purpose

The purpose of the peer-to-peer conversation is to allow the ordering or treating
provider an opportunity to discuss a medical necessity denial determination. This
process is typically initiated when a peer-to-peer conversation did not occur prior
to the initial denial determination.

Peer-to-peer
option offered
at time of
denial
notification

Highmark will advise the treating provider of the availability of this process for
commercial members when verbally notifying the provider of an authorization
denial (if a peer-to-peer conversation has not already occurred). This discussion
may help resolve the issue and spare the time and expense of an appeal.

TE

The peer-to-peer conversation option is not available for Medicare
Advantage members.

LE

IMPORTANT!

Note: If the provider chooses to proceed with an appeal, the peer-to-peer option
is forfeited and no longer available to the provider.

Process

O

For commercial members, the provider may request a peer-to peer conversation
prior to the start of the appeal and upon receipt of the initial denial
determination via verbal, electronic, or written notice.

To initiate a peer-to-peer conversation, the provider should call the dedicated
peer-to-peer toll-free phone number: 1-866-634-6468. Hours of operation are
from 8:30 a.m. to 4:30 p.m. (EST), Monday through Friday.

O

Initiating a
peer-to-peer
conversation

BS

If the physician who issued the denial is unavailable, another physician reviewer
will be available to discuss the case. In the event the peer-to-peer conversation
does not result in an authorization, the provider and member will be informed of
their appeal rights and procedures.

Providers are encouraged to call during hours of operation to speak with a
live intake agent who will gather the necessary information and answer any
questions. When speaking with a live intake agent, providers will have the
following options:
• Warmline transfer to the first available Highmark Clinical Peer Reviewer
to conduct the peer-to-peer conversation.
• Schedule a peer-to-peer conversation with the Highmark clinical peer
reviewer who made the determination (or an appropriate designee), at
the requesting provider’s convenience.
Continued on next page
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5.5 PEER-TO-PEER CONVERSATION, Continued
Initiating a
peer-to-peer
conversation
(continued)

If an emergent need arises before or after business hours, the option to leave a
voicemail message is available. The following information will be needed:
• CASE/REQ# (e.g., REQ-1234)
• Patient’s name and Member ID
• Name of the treating and/or ordering provider requesting the peer-topeer conversation and the phone number where a Highmark clinical peer
reviewer can reach the provider
The Highmark clinical reviewer will contact the provider within one (1) business
day from the time of the request.
If the peer-to-peer conversation or review of additional information results in an
approval, the physician reviewer informs the provider of the approval.

naviHealth
peer-to-peer
conversations

Peer-to-peer conversations should be requested directly from naviHealth for
authorization requests for skilled nursing, long-term acute care, and inpatient
rehabilitation services for Medicare Advantage members.

TE

Outcomes of
peer-to-peer
conversation

O

LE

If the conversation does not result in an approval, the physician reviewer
informs the provider of the right to initiate an appeal and explains the procedure
to do so.

What Is My Service Area?

If attempts to discuss with the provider an initial adverse determination by the
Plan's Medical Director are unsuccessful, the provider may request
reconsideration. Except in cases of retrospective reviews, such reconsideration
shall take place within one business day of the request. The provider is
expected to share information via telephone and fax to provide the reviewer
with complete information regarding the case. Once the necessary clinical
information is received, reconsideration is conducted by the member's health
care provider and clinical peer reviewer.

O

Reconsideration
Appeal

BS

To initiate the process, the provider should contact naviHealth via their toll-free
telephone number 1-844-838-0929.

Highmark Blue Cross Blue Shield of Western New York or Highmark Blue Shield
of Northeastern New York may reverse a preauthorized treatment, service, or
procedure on retrospective review when:
• Relevant medical information presented upon retrospective review is
materially different from the information that was presented during
the preauthorization review; and
Continued on next page
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5.5 PEER-TO-PEER CONVERSATION, Continued
Reconsideratio
n Appeal

•
•

O

BS

O

LE
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•

The information existed at the time of the preauthorization review but
was withheld or not made available; and
The clinical reviewer was not aware of the existence of the information at
the time of the preauthorization review; and
Had they been aware of the information, the treatment, service, or
procedure being requested would not have been authorized.
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5.5 PROVIDER APPEALS
Overview

What Is My Service Area?

Highmark follows an established appeals/grievance process as a mechanism for
providers to appeal an adverse benefit determination. This section will describe
the specific processes as they apply to providers appealing on their own behalf
for services provided to Highmark members. Please see the Medicare
Advantage: Provider Appealing On Own Behalf section of this unit for
Medicare Advantage members.
A provider may appeal a medical necessity denial decision, including decisions to
deny experimental/investigational cosmetic procedures, or in certain cases, outof-network. At the time of a denial determination, the provider is informed of the
right to appeal and the process for initiating an appeal.

The provider appeal processes described here apply to all Highmark members
except those with coverage under Highmark's Medicare Advantage products or
products sold on the Marketplace Exchange.

LE

Applicable
products

TE

Note: In Delaware, the provider appeal processes outlined here apply only to
providers participating in Highmark Delaware’s provider networks.

• For the provider appeal processes applicable to Medicare Advantage
products, please see content later in this unit.

Requests for appeals may be submitted either by telephone or in writing.

A provider has one-hundred eighty (180) days from the date of the initial
denial of coverage in which to file an appeal in all of Highmark’s service areas in
Pennsylvania, West Virginia, New York, and Delaware (PA CHIP exception below).

O

Initiating
an appeal

BS

O

• For information regarding appeals in Pennsylvania, Delaware, and West
Virginia related to Affordable Care Act (ACA) regulated, under 65 onexchange products, please call the customer service phone number on
the back of the member’s identification card.

Highmark
Healthy Kids
(CHIP) filing
time frame

For the Highmark Healthy Kids/Children’s Health Insurance Program (CHIP) in
Pennsylvania, a provider has sixty (60) days from the date of the initial denial of
coverage in which to file an appeal.

What Is My Service Area?
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5.5 PROVIDER APPEALS, Continued
Types of
provider
appeals

There are two types of appeals available to the provider following a medical
necessity denial – expedited appeal or standard appeal. The type of appeal is
determined by the urgency of the situation, as well as the physician’s assessment
of the situation.

An expedited appeal is used when a member is receiving an ongoing service or a
member is scheduled to receive a service for which coverage has been denied, but
the treating provider believes that a delay in service will adversely affect the
member’s health. This process may be used when any of the following
circumstances exist:
• A delay in decision making might jeopardize the member’s life, health, or
ability to regain maximum functions based on a prudent layperson’s
judgment and confirmed by the treating practitioner; or
• In the opinion of the 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; or
• Concerning the admission, continued stay, or other health care services for
a member who has received emergency services but has not been
discharged from a facility; or
• Concerning a concurrent review; or
• Situations in which a health care provider believes an immediate appeal is
warranted, except post service denials; or
• Denial for home health care services following a discharge from a hospital
admission; or
• You are asking for home care services after you leave the hospital (New York
only); or
• You are asking for more inpatient substance abuse treatment at least 24
hours before you are discharged (New York only); or
• You are asking for mental health or substance abuse services that may be
related to a court appearance (New York only).

O

BS

O

LE

Expedited
appeal

TE

Explicit directions for filing appeals appear in the written denial notification, which
is sent to the member or the member’s representative and the physician and/or
facility, as appropriate. This process involves a verbal or written request initiated by
the provider to review a determination that denied payment of a health care
service for medical necessity. A clinical peer reviewer who was not involved in the
original denial must conduct the review.

Continued on next page
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5.5 PROVIDER APPEALS, Continued
Standard
appeal

A standard appeal is used for preservice denials in non-urgent situations and for
appeals of a post-service denial decision, including denials resulting from
retrospective reviews of services rendered without the required authorization.
It is also used as a secondary appeal level when a denial is upheld under the
expedited appeal process. In West Virginia and Delaware, provider appeal rights
are exhausted after the standard appeal.
What Is My Service Area?

Highmark’s process for reviewing appeals follows all applicable accreditation
requirements. These include the following components:
• Review by a clinical peer reviewer who is board certified and holds an
unrestricted license and is in the same or similar specialty that typically
manages the medical condition, procedure, or treatment under review.
• Reviewer is neither the individual who made the original decision nor the
subordinate of such individual.
• Review of the appeal is within time frames established by the applicable
regulations and standards.
• Verbal (as applicable) and written communication of the decision is sent
within time frames established by the applicable regulations and
standards.

Responsibility
for medical
treatment
and decisions

Under all circumstances, the member and the physician bear ultimate
responsibility for the medical treatment and the decisions made regarding
medical care. Providers and Highmark employees involved in utilization
management decisions are not compensated for denying coverage nor are there
any financial incentives to encourage denials of coverage.

O

BS

O

LE

TE

Highmark’s
appeal review
process
follows all
applicable
accreditation
requirements

Out-of-network
Appels

A member or the member's designee may appeal an out-of-network denial by
submitting
1) A written statement from the member's attending physician, who must be a
licensed, board certified, or board eligible physician qualified to practice in
the specialty area of practice appropriate to treat the member for the health
service sought, that the requested out-of-network health service is
materially different from the health service the health care plan approved to
treat the member's health care needs; and
2) Two documents from the available medical and scientific evidence that the
out-of-network health service is likely to be more clinically beneficial to the
member than the alternate recommended in-network health service and for
which the adverse risk of the requested health service would likely not be
substantially increased over the in-network health service.
Continued on next page
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5.5 PROVIDER APPEALS, Continued
Full and fair
review process

This is for all lines of business except Medicare Advantage and ASO that are
grandfathered per HR3590H.R. Patient Protection and Affordable Care Act
(PPACA).

O

BS

O

LE

TE

The purpose is to provide the claimant with all the new or additional evidence
that the plan considers, relies upon, or generates in connection with an appeal
that was not available when the initial adverse determination was made. The
claimant will be provided any and all additional information submitted during
their appeal process which resulted in a final adverse determination (FAD).
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5.5 PRE-PAYMENT CODING DISPUTE RESOLUTION
Overview

The pre-payment coding review dispute resolution process is a second level
appeal process that is intended to address a multitude of pre-payment coding or
claim content disputes. Highmark will use this process to resolve any prepayment coding or claims contents disputes for claims that have already
undergone a standard appeal. Providers who initiate a second level appeal
process for pre-payment coding will be bound to the final resolution of the PrePayment Dispute Resolution.

TE

Any provider has the right to dispute claims payment decisions related to coding
or claim contents made by Highmark. All disputes related to coding or claim
contents will be governed by the terms of the provider agreement and not under
the member’s benefit plan. Requests for payment of services will be made
directly to Highmark rather than the member’s benefit plan. This includes plans
governed by either the Employee Retirement Income Security Act of 1974 (ERISA)
or the Patient Protection and Affordable Care Act of 2010 (PPACA).
This process is distinct from the post-payment Coding Audit Dispute process
which is discussed in further detail in Chapter 6 Unit 8: Payment Review. The
post-payment dispute process is only for coding disputes related to postpayment audits.

Pre-payment
coding dispute

A pre-payment coding review dispute is a dispute that arises due to one or more
claim reviews conducted by Highmark and/or its designated agents. Prepayment review disputes include, but are not limited to dispute(s) that arise after
one or more pre-payment claims coding reviews have been conducted by
Highmark and resulted in:
• A disagreement between Highmark and the provider on the appropriate
procedure code(s) assigned to the diagnosis and/or service rendered
• A disagreement between Highmark and the provider about a diagnosis
code assigned to a claim
• A disagreement between Highmark and the provider about claim
contents including but not limited to; revenue codes, place of service, or
modifiers
• A resolution not being resolved by the parties through informal means

O

BS

O

LE

IMPORTANT!

Appeal rights

Providers who do not agree with Highmark pre-payment coding review findings
must request a first level appeal in accordance with the instructions provided on
the applicable pre-payment review determination letter. This letter may come
from Highmark or a designated agent of Highmark.
Continued on next page
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5.5 PRE-PAYMENT CODING DISPUTE RESOLUTION, Continued
If the provider is not satisfied with the appeal determination, they may have the
right to request a second level appeal to have the dispute reviewed by an
independent review organization (IRO). Second level appeal determinations
made by the IRO are final and binding on both the provider and Highmark
except for providers located in Delaware (see below).

Delaware
Department of
Insurance

Providers in Delaware who are not satisfied with Highmark’s final appeal decision
have a right to request arbitration through the arbitration program administered
by the Delaware Department of Insurance, except when the arbitrations involve
disputes related to primary care or chronic care management providers
reimbursement pursuant to 18 Del. C. §§3342B and 3556A.

TE

Appeal rights
(Continued)

O

When a provider disputes a pre-payment coding decision made by Highmark or
its designated agent, the provider and Highmark shall make a good faith effort to
resolve the dispute by first exhausting available appeal options and must discuss
the matter with the appropriate representative(s).

BS

Use of an
independent
review
organization

LE

Determinations made by the Delaware Department of Insurance are binding on
both the provider and Highmark. However, the losing party has a right to trial de
novo in the Delaware Superior Court so long as notice of appeal is filed with that
Court in the manner set forth by Superior Court rules within thirty (30) days of the
date of the arbitration decision being rendered.

O

Following the exhaustion of available appeal option(s), the provider may request
a second level appeal which results in a review by an Independent Review
Organization (IRO) to perform a review and conclusively resolve the dispute.
To initiate an external pre-payment coding review by an IRO, the provider must
send an email request to the following email address:
• IROAppealRequest@highmark.com
The following must be included in the email:
• Claim number
• Member name
• Date of service
• Reason for dispute
• Supporting documentation/ records
• Selection of the IRO for external review:
o Advanced Medical Reviews (AMR)
o National Medical Reviews (NMR)
Continued on next page
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5.5 PRE-PAYMENT CODING DISPUTE RESOLUTION, Continued
Use of an
independent
review
organization
continued

Response will be provided within 30 days from date of request for external
review. Once started, this process will be the sole means for resolving prepayment coding disputes.

Independent
review
organization
fees and costs

When the IRO’s decision on a second level pre-payment coding review is fully in
favor of one party, the losing party must pay the entire fees and costs associated
with the IRO’s review and decision. If the IRO’s decision is partly in favor of each
party, the parties will share the cost of the review.

Limitation
time period

All pre-payment coding disputes not resolved by negotiation as described in this
section must be submitted to an IRO for a second level appeal within the time
frame outlined in the provider agreement, or where applicable, federal or state
law.

Contact name, email address, and phone number

O

BS

O

LE

TE

•
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5.5 EXPEDITED PROVIDER APPEAL PROCESS
What Is My Service Area?

This process applies in situations where decisions need to be made in an urgent
manner prior to services being rendered or for continued stay decisions following a
concurrent review denial. All concurrent service appeals are considered urgent.
Note: The expedited appeal process is not applicable when the service has already
been rendered.

EXPEDITED PROVIDER APPEAL PROCESS
Contact Clinical Services to initiate an expedited appeal.
Clinical Services may request additional information to be faxed if
needed.
• Pennsylvania:
• Western Region Facilities:1-800-242-0514
• Western Region Professional Providers: 1-800-547-3627
• Central Region Facilities: 1-866-803-3708
• Central Region Professional Providers: 1-866-731-8080
• Northeastern Region: 1-800-452-8507
• Delaware:
• For IP/OP medical requests: 1-800-572-2872
• For IP/OP behavioral health requests: 1-800-421-4577
• West Virginia: 1-800-344-5245
• New York: 1-800-677-3086
Prior to the member’s discharge from the facility or before rendering
services, but within the applicable time frame from receipt of the
denial notification.

O

LE

TE

How to
Initiate

BS

When to
Initiate

O

Expedited
appeals
process

Decision
Time Frame

The expedited appeal must be initiated within one hundred eighty
(180) days from receipt of the denial notification in all of
Highmark’s service areas in Delaware, New York, Pennsylvania, and
West Virginia. NOTE: The time frame is within sixty (60) days of
receipt of the denial notification for Highmark Healthy Kids (CHIP).
As expeditiously as the member’s health requires, but not to
exceed seventy-two (72) hours (except in New York where you
have two (2) business days or 72 hours, whichever is less) from
receipt of the appeal request, a decision is rendered to uphold or
reverse the original denial.
Note: For Act 68 expedited appeals in Pennsylvania, the decision
time frame is not to exceed forty-eight (48) hours. Please refer to
the section later in this unit titled “Expedited Grievance: Filing On
Behalf of a Member (PA Act 68)” for additional information.
Continued on next page
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5.5 EXPEDITED PROVIDER APPEAL PROCESS, Continued
IMPORTANT!

If Highmark requires information necessary to conduct an expedited appeal,
Highmark shall immediately notify the member and the member's health care
provider by telephone or facsimile to identify and request the necessary
information followed by written notification.

TE

A decision will be rendered no later than two business days or 72 hours,
whichever is less, after receipt of appeal request. Immediate notification of the
decision will be given by telephone, followed by written notice, which will be
sent within 24 hours of the appeal decision, but not to exceed two business days
or 72 hours, whichever is less. Failure to comply with time frames for an internal
appeal of a utilization review determination is deemed a reversal of the initial
determination.

The appropriate parties will be notified of the determination by telephone,
followed by written notification. Written notification will include, but not be
limited to, the following information:
• Reason/clinical rationale for an adverse determination
• Source of the criteria used to make the determination
• Right to file a standard appeal and the procedure to initiate it (except in
New York where only group plans have a right to file an appeal)

O

BS

O

Notification
of decision

LE

Expedited appeals not resolved to the satisfaction of the appealing party may be
re-appealed via the standard appeal process or through the external appeal
process. The member is not required to exhaust the standard appeal process to
be eligible for an external appeal.
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5.5 STANDARD PROVIDER APPEAL PROCESS
Introduction

This process applies to preservice denials in non-urgent situations and to
appeals of a post-service denial decision, including denials resulting from
retrospective reviews of services rendered without the required authorization.
Requests for standard appeals may be submitted either by telephone or in
writing.
What Is My Service Area?

When to
initiate

A provider must file an appeal within one hundred eighty (180) days from
receipt of the denial notification in all of Highmark’s service areas in Delaware,
New York, Pennsylvania, and West Virginia.

BS

O

LE

The following process is followed for standard provider appeals:
1. The provider submits a request to appeal an adverse medical necessity
decision either by calling Clinical Services or in writing to the applicable
mailing address (indicated below).
2. Additional Information:
a. Delaware, Pennsylvania, and West Virginia: A Clinical Services
care manager will contact the provider if any additional
information is needed to conduct the review and the provider
sends it to the Clinical Services care manager.
b. New York: if additional information is needed, the member and
member’s provider are to be notified, in writing, within 15 days of
receipt of the appeal, to identify and request the necessary
information. If only some of the requested information is
provided, Highmark will make a second request for the missing
information in writing, within five business days of receiving the
incomplete information.
3. A clinical peer reviewer who was not involved in the original denial
decision reviews the case.
4. The provider is notified of the decision by telephone within thirty (30)
calendar days (except in New York where written notice will be given
within fifteen (15) calendar days) of receipt of the request and all
pertinent information. Written notification is sent to the provider and the
member.

O

Appeal
process

TE

NOTE: The time frame is within sixty (60) days of receipt of the denial
notification for Highmark Healthy Kids (CHIP).

Continued on next page
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5.5 STANDARD PROVIDER APPEAL PROCESS, Continued
To initiate
by telephone

To initiate a standard provider appeal by phone, contact Clinical Services by
calling the applicable telephone number for your service area:
PENNSYLVANIA:
• Western Region Facilities:1-800-242-0514
• Western Region Professional Providers: 1-800-547-3627
• Central & Northeastern Region Facilities: 1-866-803-3708
• Central & Northeastern Region Professional Providers: 1-866-731-8080
DELAWARE:
• For IP/OP medical requests: 1-800-572-2872
• For IP/OP behavioral health requests: 1-800-421-4577

Submit all pertinent information for to the applicable address below for
Commercial appeals. Please see the Medicare Advantage: Provider Appealing
On Own Behalf section of this unit for Medicare Advantage members.

LE

Mailing
addresses

TE

WEST VIRGINIA: 1-800-344-5245
NEW YORK: 1-800-677-3086

FEP PROVIDER APPEALS
FEP Customer Service
P.O. Box 890035
Camp Hill, PA 17089-0035

Professional Providers:
Highmark Blue Shield
Attn: Appeals
P.O. Box 890035
Camp Hill, PA 17089-0035

Facilities:
Highmark
120 Fifth Avenue
Suite P4301
Pittsburgh, PA 15222

Facilities:
Highmark
Medical Review
P.O. Box 890392
Camp Hill, PA 17089-0392

BS

Highmark
120 Fifth Avenue
Suite P4301
Pittsburgh, PA 15222

O

Pennsylvania:
Central,
Eastern, &
Northeastern
Regions

POST-SERVICE APPEALS

Highmark
Medical Review
P.O. Box 890392
Camp Hill, PA 170890392
Professional Providers:
Highmark Blue Shield
Attn: Appeals
P.O. Box 890035
Camp Hill, PA 17089-0035

O

PRESERVICE APPEALS
Pennsylvania:
Western
Region
(all providers)

What Is My Service Area?

FEP Customer Service
P.O. Box 890035
Camp Hill, PA 17089-0035

Continued on next page
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5.5 STANDARD PROVIDER APPEAL PROCESS, Continued
PRESERVICE APPEALS
Delaware
(all providers)

Highmark BCBSDE, Inc.
Medical Management
Appeals
P.O. Box 1991
Del Code 1-8-40
Wilmington, DE 198991991

POST-SERVICE APPEALS

FEP PROVIDER APPEALS

Highmark BCBSDE, Inc.
Medical Management
Appeals
P.O. Box 1991
Del Code 1-8-40
Wilmington, DE 19899-1991

FEP Customer ServiceFederal Employee
Program Service Benefit
Plan
P.O. Box 1991
Wilmington, DE 19801

Highmark West Virginia
Highmark West Virginia
WV FEP Customer Service
Attention: Appeals
Attention: Medical Review
P.O. Box 1948
Committee
P.O. Box 1948
Parkersburg, WV 26102
P.O. Box 535095
Parkersburg, WV 26102
Pittsburgh, PA 15253-5095
Utilization management
Utilization management
Highmark Blue Utilization management
Appeals Unit
Appeals Unit
Appeals Unit
Cross Blue
P.O. Box 80
P.O. Box 80
P.O. Box 4208
Shield of
Buffalo,
NY
14240-0080
Buffalo,
NY
14240-0080
Buffalo, NY 14240-0080
Western New
York and
Highmark Blue
Shield of
Northeastern
New York
(All providers)
Highmark Clinical Services
Retro Reviews/Standard Commercial Appeals:
Behavioral
Attn: Behavioral Health
Utilization Management
Health
120 Fifth Avenue, Suite P4205
Attention: Review Committee
Services
Pittsburgh,
PA
15222
120 Fifth Avenue, Suite P4104
(all service
Pittsburgh, PA 15222
areas)

O

BS

O

LE

TE

West Virginia
(all providers)

Time Frame
Compliance

FEP PROVIDER APPEALS

A decision will be rendered no later than thirty (30) calendar days of receipt of
appeal request for pre-service appeals and sixty (60) calendar days of receipt of
appeal request for post-service appeals. For Commercial, Indemnity, and
Exchange plans, a decision will be rendered no later than thirty (30) calendar days
of receipt of appeal request (preservice and post service appeals). Written notice
to enrollee, the enrollee's designee, and provider will be sent within two business
days of the appeal decision. Highmark maintains files on all appeal requests and
decisions.
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER
Overview

Any Highmark member has the right to appeal an adverse determination if they
are not satisfied with decisions made by Highmark regarding the coverage of
services. There are specific federal and state laws and regulations that guide the
member appeal process.
Highmark will resolve member appeals in a thorough, appropriate, and timely
manner in accordance with the Department of Labor (DOL) Claims Procedure
Rule under the Employee Retirement Income Security Act of 1974 (ERISA) and
the requirements imposed under the Affordable Care Act (ACA).

A member appeal is a request from a member, or member’s authorized
representative or a provider (with the member’s written consent), to review an
adverse benefit determination.

LE

Definition
of a member
appeal

TE

The DOL appeal process applies to all group health plans governed by ERISA
regardless of whether the group is fully insured or self-funded. Highmark
also applies this process to all non-ERISA group accounts.

O

This includes services related to coverage, which include contract exclusions,
non-covered benefits, and decisions related to the medical necessity and/or
appropriateness of a health care service. This also includes full or partial adverse
benefit determinations involving a requested health care service or claim.

Why blue italics?

The appeal may be submitted verbally or in writing and should include
supporting documentation. Unless requesting an expedited appeal, the
following forms must be completed to submit an appeal request in writing:

O

Submitting
an appeal on
behalf of the
member

BS

This process applies to both pre-service and post-service appeals.

• Pennsylvania and West Virginia: Designation of an Authorized
Representative
• Delaware: Designation of Personal Representative for Appeal Processes

These forms can be found on the Provider Resource Center in your service area. Select
AUTHORIZATIONS from the main menu, and then Authorization Forms.
If the member appoints a provider as his personal representative, the member
may not submit his own appeal concerning the services listed in the Designation
form. The member may rescind his Designation (must be in writing) at any time
during the process.
Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
Filing
time frame

The appeal must be filed no later than one-hundred eighty (180) days after
receipt of the original denial notification.

Verbal
requests

To submit an appeal request verbally, please contact Highmark by calling the
Member Service telephone number on the back of the member’s ID card.
What Is My Service Area?

Written appeal requests for Commercial members can be mailed to the appropriate address
below. Please see the Medicare Advantage: Appeals On Behalf of A Member section of this
unit for Medicare Advantage members.

PENNSYLVANIA:

TE

Central Region
Highmark Blue Shield
Attn: Review Committee
P.O. Box 890178
Camp Hill, PA 17089-0178

FEP
FEP Customer Service
P.O. Box 890035
Camp Hill, PA 17089-0035

LE

Western & Northeastern
Regions
Member Grievance &
Appeals
Attn: Review Committee
P.O. Box 535095
Pittsburgh, PA 15253-5095

DELAWARE:

BS

O

Highmark Blue Cross Blue Shield
Delaware
Attn: Customer Service Appeals Team
P.O. Box 8832
Wilmington, DE 19899-8832

WEST VIRGINIA:

Highmark West Virginia
P. O. Box 1988
Parkersburg, WV 26101

O

Written
requests

FEP

Customer Service-Federal Employee Program
Service Benefit Plan
P.O. Box 1991
Wilmington, DE 19801
FEP

FEP Customer Service
P.O Box 1948
Parkersburg, WV 26102

New York:

Highmark Blue Cross Blue
Shield of Western New
York
Utilization management
Appeals Unit
P.O. Box 80
Buffalo, NY 14240-0080

Highmark Blue Shield of
Northeastern New York
Utilization management
Appeals Unit
P.O. Box 80
Buffalo, NY 14240-0080

FEP
FEP Customer Service
P.O. Box 4208
Buffalo, NY 14240-0080

Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
An acknowledgement letter will be sent to the member or to the provider filing
on behalf of the member within five (5) business days (except in New York
where the written notification will be sent within fifteen (15) business days of
filing the appeal) from receipt of the request. The letter will include:
• A description of the appeal process.
• A statement affording the opportunity for the member to submit written
comments, documents, or other information relating to the appeal.
• A statement advising that the member, or the member’s representative
filing on behalf of the member, may have access to information related
to the appeal upon request or may submit additional material to be
considered.

TE

Letter
acknowledging
receipt

Any appeals related to medical necessity issues are reviewed by a licensed
provider in the same or similar specialty that typically treats the medical
condition, performs the procedure, or provides the treatment of the service
being appealed. The health care provider will not have been involved in any
previous adverse benefit determination regarding the subject of the appeal or be
a subordinate of any individual that was involved in the adverse benefit
determination.

Benefit
related
appeals

Appeals regarding benefit denials do not require clinical review. The appeals
analyst will determine whether the benefit was applied correctly under the
applicable benefit program.
What Is My Service Area?

In Pennsylvania and West Virginia, the member and the provider filing on behalf
of the member will be notified of the decision in writing within thirty (30)
calendar days from receipt of the request.

O

Decision
time frame

BS

O

LE

Medical
necessity
appeals

In Delaware, the member and the provider filing on behalf of the member will be
notified of the decision in writing within thirty (30) calendar days from receipt
of the request for preservice appeals, and thirty to sixty (30-60) calendar days
for post-service appeals.
Decision letters will provide information on any additional appeal rights that are
available.
Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
Urgent
appeals

A request for an urgent review of a previous adverse benefit determination for
medical, pharmaceutical, or behavioral health services on the basis of medical
necessity and appropriateness may be filed by a member, member’s authorized
representative, or a provider (member written consent is not required; however,
physician certification is required).

LE

TE

An urgent request will be considered when any or all of these conditions apply:
• A delay in decision-making might jeopardize the member’s life, health, or
ability to regain maximum function, or when supported by a provider
with knowledge of the claimant’s medical condition;
• A delay in decision-making will subject the member to severe pain that
cannot be managed without the care or treatment that is the subject of
the appeal;
• The request concerns admission, continued stay, or other health care
services for a member who has received emergency services but has not
been discharged from a facility; and/or
• The request is concerning a concurrent review.

BS

O

Requests from providers may be received either verbally or in a written format.
Provider requests will be accepted as expedited requests. If a member submits
the request, Highmark requires the provider to submit a Physician Certification for
Expedited Review form. The Highmark Member Service Representative will send
the form directly to the provider and it should be returned to Highmark
immediately.

O

The appeals analyst will notify the provider and member of the decision by
telephone and follow up with a written notification to the member and the
provider within seventy-two (72) hours of receipt of the request. The expedited
appeal decision letter will provide any additional appeal rights that are available.

Note: When an urgent appeal is filed, no additional internal appeals are
available; this applies even if the member’s benefit plan has a two-level internal
standard appeal process.

Additional
New York
urgent appeal
guidance
(Continued)

An urgent request will also be considered when:
•
•

Situations in which a health care provider believes an immediate
appeal is warranted, except post service denials; or
Denial for home health care services following a discharge from a
hospital admission.

Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
Additional
New York
urgent appeal
guidance

If Highmark requires information necessary to conduct an expedited appeal,
Highmark shall immediately notify the member and the member's health care
provider by telephone or facsimile to identify and request the necessary
information followed by written notification. The clinical peer reviewer will be
available within one business day, or sooner.
Expedited appeals not resolved to the satisfaction of the appealing party may be
re-appealed via the standard appeal process or through the external appeal
process. The member is not required to exhaust the standard appeal process to
be eligible for an external appeal.

O

Each final adverse determination of an Appeal is sent to the member or their
designated representative and provider, and must include the following
information:
1. A clear statement describing the basis and the specific, scientific, or clinical
rationale for the denial and instructions for requesting the clinical review
criteria used.
2. Reference to the evidence or documentation used as a basis for the decision,
including whether any internal rule, guideline, protocol, or similar criterion
was relied upon in making the determination. In cases involving a denial of
services, instructions for requesting a written statement of the clinical
rationale, including the clinical review criteria used.
3. The provisions of the policy, contract, or plan on which the determination is
based.
4. A clear statement that the notice is the final adverse determination.
5. The health care plan's contact person and his/her telephone number.
6. The member's coverage type.
7. The name and full address of the health care plan's utilization review agent.
8. The utilization review agent's contact person and his/her telephone number
(for example the manager responsible for the utilization review agent).
9. A description of the health service that was denied, including, where
applicable and available, the name of the facility and/or physician proposed
to provide the treatment, and/or the developer/manufacturer of the health
care service.

O

BS

Final adverse
determination
of an internal
appeal process

LE

TE

A decision will be rendered no later than two business days or 72 hours,
whichever is less, after receipt of appeal request. Immediate notification of the
decision will be given by telephone, followed by written notice, which will be
sent within 24 hours of the appeal decision, but not to exceed two business days
or 72 hours, whichever is less. Failure to comply with time frames for an internal
appeal of a utilization review determination is deemed an adverse determination
subject to appeal.

Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
10. A statement that the member may be eligible for an external appeal and
the time frames for requesting the appeal.
11. A statement that the member is entitled to receive, upon request and
free of charge:
a. Reasonable access to and copies of all documents, records, and
other information relevant to the claim.
b. A copy of each internal rule, guideline, protocol or similar
criterion that was relied upon in making the determination on
appeal.
c. A list of titles and qualifications (including specialist of individuals
participating in the appeal review)
12. The information supplied by the Superintendent of the New York State
Department of Financial Services (NYSDFS) describing the external
appeal process.
13. A statement that the claimant may have a right to bring a civil action
under Section 502(a) of the Employee Retirement Income Security Act
(ERISA)
14. That Highmark will maintain files on all appeal requests and decisions
made. A member must receive standard appeal rights with the expedited
internal appeal decision
15. A clear statement in bold that the enrollee has forty-five (45) days from
the final adverse determination to request an external appeal and that if
he/she chooses a 2nd level of internal appeal time to to file external
appeal may expire.
16. An attachment with the standard description of the external appeals
process

A member has the right to an external appeal of certain coverage determinations
made by Highmark or our vendors. An external appeal is a request by a member to
the New York State Department of Financial Services (NYSDFS) for an independent
review by a third party known as an external review agent. External review agents
are certified by New York State and may not have a prohibited affiliation with any
health insurer, HMO, medical facility, health care provider, or member associated
with an appeal. The determination of the external review agent is binding for both
the member and Highmark.

O

NYS
external
appeal

BS

O

LE

TE

Final adverse
determination
of an internal
appeal process
(Continued)

Eligibility for a
NYS external
appeal

A member cannot request an external appeal unless we have issued a final
adverse determination of an Internal Appeal Process. However, if Highmark
disagrees with the admission of a provision or continuation of care by a facility
for an enrollee diagnosed with advanced cancer (with no hope of reversal of
primary disease and fewer than 60 days to live, as certified by the member's
attending health care practitioner), Highmark shall initiate an expedited external
Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
Eligibility
for a NYS
external
appeal
(Continued)

appeal. Until a decision is rendered, the admission of, provision of, or continuation
of care for the enrollee by the facility shall not be denied and Highmark shall
provide continued coverage. If Highmark does not initiate an expedited external
appeal, then Highmark shall reimburse that facility for services provided. An
expedited external review can occur concurrently with the internal appeals process
for urgent care and ongoing treatment. Highmark must include an application for
an external appeal in the Final Appeal Determinations (FAD) to the member for all
denials. Providers may obtain an application on the NYS Department of Financial
Services website.

TE

To be eligible for a NYS external appeal, the final adverse determination must be
made on the basis that the service is not medically necessary, or the requested
service is experimental or investigational, not materially different (out-of-network
service request), training and experience (out-of-network referral request) or
treatment of rare disease, as explained below:

LE

1. Medical Necessity
The service or treatment is denied, in whole or in part, on the grounds that the
service or treatment is not medically necessary and the service would otherwise be
covered under the member's contract.

O

BS

O

2. Experimental or lnvestigational
• The service or treatment is denied on the basis that it is experimental or
investigational; and
• The denial is upheld on appeal or both Highmark and the member have
jointly agreed to waive any internal appeal
• The member's attending practitioner has certified that the member has a life
threatening or disabling condition or disease (i) for which standard
treatment or services have been ineffectual or would be medically
inappropriate, or (ii) for which there does not exist a more beneficial,
standard service or treatment that is covered, or (iii) for which there exists a
clinical trial; and
The member's attending practitioner (who must be a licensed, boardcertified, or board-eligible physician qualified to practice in the area of
practice appropriate to treat the member's life threatening or disabling
condition or disease) must have recommended either (i) a health service or
treatment or procedure including a pharmaceutical product within the
meaning of PHL 4900(5)(b)(B) that, based on at least two documents from
the medical or scientific evidence, is likely to be more beneficial to the
member than any covered, standard service or treatment; or (ii) a clinical
trial for which the member is eligible. Any physician, certification shall
include a statement of the evidence relied upon by the physician in
certifying his or her recommendation; and
Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
•

The service or treatment would otherwise be covered except for the
determination that it is experimental or investigational.

3. Out-of-Network Denials
There are two types of out-of-network denials that are eligible for external
appeal:
• Out-of-network service denial. The member's preauthorization request
was denied because, while the service is not available in-network, the
health plan recommends an alternate in-network service that it believes
is not materially different from the out-of-network service.
• Out-of-network referral denial. The member's out-of-network referral
request was denied because the health plan has an in-network provider
with the appropriate training and experience to meet the particular
health care needs of the member.

TE

Eligibility for a
NYS external
appeal
(Continued)

New York members can request an external appeal even if the initial appeal
process is not completed when:
• They have coverage of a health care service which would otherwise be a
covered benefit under a subscriber contract or governmental health
benefit program, that was denied on appeal, in whole or in part, on the
grounds of medical necessity, and
• Highmark has rendered a final adverse determination or
• Both Highmark and the member jointly agree to waive any internal
appeal.
Highmark is under no obligation to agree to this request. The Manager of
Utilization Management Appeals, in conjunction with the Medical Director,
considers all requests for waiving the initial appeal process on an individual basis.
If Highmark agrees to waive the internal process, Highmark must provide a
written letter with information regarding filing an external appeal to the member
within 24 hours of the agreement to waive the Highmark internal appeal process.

O

Agreeing to a
NYS external
appeal

BS

O

LE

4. Rare Disease
An enrollee with a life threatening condition who may require "rare disease
treatment" may seek an external review for an adverse determination.
Treatments of "rare diseases" would be approved, upon external review, if they
contain all of the following;
• A physician certification and evidence presented by the insured or the
insured's physician
• The treatment for the rare disease would be "likely to benefit" the
enrollee, and
• The benefit of such treatment outweighs the risk of said service or
procedure.

Continued on next page
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5.5 FILING AN APPEAL ON BEHALF OF THE MEMBER, Continued
NYS external
appeal
procedure

Members or their designees must send an external appeal application to the
Department of Financial Services within four months from the date of the final
adverse determination OR the waiver of the internal appeal process. Providers
appealing a concurrent or retrospective adverse determination on their own
behalf must request an external appeal within 60 days of the final adverse
determination. If you do not send your application to the Department of
Financial Services within the required timeframe (with an additional eight days
allowed for mailing), you will not be eligible for an external appeal. If a member
files an external appeal, the member's claim will be reviewed by an External
Appeal Agent whose decision will be binding on Highmark and the member.

O

BS

O

LE

TE

Providers have their own right to an external appeal when health care services
are denied concurrently or retrospectively, and must request an external appeal
within 60 days. For provider requested external appeals of concurrent adverse
determinations: the provider is responsible for the cost if the external appeal is
upheld, and both the provider and the plan are responsible for this cost (evenly
divided) if the external appeal is upheld in part (partial overturn).
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5.5 GRIEVANCE: FILING ON BEHALF OF A MEMBER (PA ACT 68)
Overview

The Pennsylvania Quality Health Care Accountability Protection Act (Act 68) is
legislation enacted to protect the rights of those enrolled in managed care health
plans. This act contains provisions that require health plans to establish procedures
for member dissatisfactions, complaints, and grievances according to the
legislative guidelines.

TE

Any Highmark managed care member has the right to file a grievance for a medical
necessity issue or a complaint for a benefit issue, as applicable, if they are not
satisfied with decisions made by Highmark. Act 68 gives the provider the option of
filing a grievance, but not a complaint, on behalf of the member as long as the
provider obtains the member’s written consent. An Act 68 grievance can be
submitted by or on behalf of a member even in situations in which the member is
not financially liable for the services in question.
What Is My Service Area?

A dissatisfaction is when a member expresses to the health plan, either verbally or
in writing, that he or she is not satisfied with some aspect of the health care plan or
delivery of health care services. A dissatisfaction that concerns the managed care
network, benefits, quality of care, etc. becomes a formal complaint if the member,
or the member’s authorized representative, requests a review of the matter.

LE

Definitions

The Act 68 grievance process described here applies to these Highmark managed
care products in Pennsylvania, which includes commercial HMO products in the
Western and Northeastern Regions.

O

Applicable
products

BS

O

A dissatisfaction becomes a grievance when the member, or the member’s
authorized representative, files a written or verbal request for review of a denial of
payment of a health care service on the basis of medical necessity and
appropriateness.

Although the Act 68 Grievance process applies to HMO commercial plans, even
those not governed by the Employee Retirement Income Security Act of 1974
(ERISA), self-insured employer groups are not obliged to comply with this
process.

Children’s
Health
Insurance
Program

Although Act 68 applies to the Highmark Healthy Kids/Pennsylvania Children’s
Health Insurance Program (CHIP) managed care plans, the Commonwealth of
Pennsylvania Department of Human Services (DHS) provisions include variations
on these processes for CHIP.
Please refer to the Pennsylvania CHIP Complaints, Grievances, and External
Review section of this unit for details of these processes for CHIP.
Continued on next page
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5.5 GRIEVANCE: FILING ON BEHALF OF A MEMBER (PA ACT 68),
Continued

Definition
of a member
grievance/
appeal

A member grievance/appeal is a process by which a member or member’s
authorized representative (or provider on behalf of a member), with the written
consent of the member, may file a written or verbal grievance regarding the denial
of payment of a health care service on the basis of medical necessity and
appropriateness. A grievance may be filed regarding a decision that:
1. Disapproves full or partial payment for a requested health care service; or
2. Approves the provision of a requested health care service for a lesser scope
or duration than expected; or
3. Disapproves payment for the provision of a requested health care service
but approves payment for the provision of an alternative health care
service.
What Is My Service Area?

Member's
written
consent
required

TE

Why blue italics?

LE

A valid written consent, signed by the member, is required before a provider may
proceed with the Act 68 grievance process. The Designation of an Authorized
Representative form must be completed in its entirety. This form is available on
the Provider Resource Center -- select AUTHORIZATIONS from the main menu, and
then Authorization Forms.

The appeal must be filed no later than one-hundred eighty (180) days after receipt
of the original denial notification.

The grievance may be submitted verbally or in writing with supporting
documentation and the completed three-page Designation of an Authorized
Representative form. Verbal grievances can be initiated by calling the Member
Service telephone number on the back of the Member ID card. Written grievances
can be sent to:

O

Filing time
frame and
address

BS

O

The member may not submit a separate grievance on the same issue without
rescinding the consent in writing. The member may rescind consent at any time
during the grievance process.

Western & Northeastern Regions:
Highmark
Member Grievance & Appeals
Department
P.O. Box 2717
Pittsburgh, PA 15230-2717

Central Region:
Highmark Blue Shield
Attention: Grievance Committee
P.O. Box 890174
Camp Hill, PA 17089-0174
Continued on next page
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5.5 GRIEVANCE: FILING ON BEHALF OF A MEMBER (PA ACT 68),
Continued

Billing
restrictions

Letter to
acknowledge
receipt

Once a health care provider assumes responsibility for filing a grievance, the provider
may not bill the member or the member’s legal representative for services that are
the subject of the grievance until the grievance process has been completed or the
member rescinds consent.
An acknowledgement letter will be sent to the member and the provider filing on
behalf of the member within five (5) business days from receipt of the grievance
request.
What Is My Service Area?

BS

O

LE

TE

The acknowledgement letter will include the following information:
• The right to submit additional information to support the appeal.
• Thirty (30) days for resolution.
• Confirmation that Highmark considers the matter to be a grievance rather
than a complaint, and that the member, member’s representative, or
provider may question the classification of complaints and grievances by
contacting the Pennsylvania Department of Health.
• Description of the grievance process.
• Member may appoint a representative to act on his or her behalf at any
time during the internal grievance process.
• The member, the member’s representative, or the provider filing on behalf
of the member may review information related to the grievance upon
request and submit additional material to be considered by Highmark.
• A statement advising that the member or the member’s representative
may request the assistance of a Highmark employee to assist in preparing
the first level grievance.
A provider in the same or similar specialty that typically treats the medical
condition, performs the procedure, or provides the treatment will be assigned to
review the documentation. The physician reviewer will be an individual who was
not involved in any previous adverse benefit determination regarding the
grievance and is not a subordinate of any individual involved. The physician
reviewer will decide whether to uphold or overturn the initial determination.

O

Grievance
review
process –
First Level

The member and the provider filing on behalf of the member will be notified of
the decision in writing within thirty (30) calendar days from receipt of the
request. The decision letter will contain:
• A statement of the issue under review;
• The basis for the decision;
• The specific reasons for the decision;
Continued on next page
HIGHMARK PROVIDER MANUAL | Chapter 5.5

Care & Quality Management: Denials, Grievances, & Appeals

31 | P a g e

DECEMBER 2022

5.5 GRIEVANCE: FILING ON BEHALF OF A MEMBER (PA ACT 68),
Continued

TE

What Is My Service Area?

LE

A hearing notification letter will be sent to the member and to the provider filing
on behalf of the member at least fifteen (15) days prior to the hearing date. The
notification advises the member and the provider filing on the member’s behalf
that they have the right to attend and appear before the Second Level Review
Committee or participate via phone.
The Second Level Review Committee will be made up of three (3) or more
individuals who did not previously participate in the decision to deny coverage
or payment for the services. The members of the Review Committee shall have
the duty to be impartial in their review and decision. A provider in the same or
similar specialty who typically treats the medical condition, performs the
procedure, or provides the treatment will be assigned. It will be an individual
who was not involved in any previous adverse decisions regarding the grievance
and will not be a subordinate of any individual previously involved.

O

Grievance
review
process –
Second Level

It is not necessary for written member consent for each level of the grievance
process. A second level grievance request must be submitted in writing within
forty-five (45) days from receipt of the first level grievance decision.

O

Requesting a
second level
grievance
review

• The scientific and clinical rationale for making the decision applying the
terms of the plan to the member’s medical circumstances;
• Specific references to the plan’s provisions on which the decision is based
or instructions on how to obtain the specific plan provisions; and
• An explanation of how to file a request for a second level review of the
decision and the time frames for requesting a second level review.

BS

Grievance
review
process –
First Level
(continued)

The member and the provider filing on behalf of the member will be notified of
the decision within thirty (30) days from receipt of the grievance request. The
decision letter will include specifics of the grievance issue and reasons for the
decision, as well as the procedure and time frames for filing a request for an
external review. This letter will also advise whether the member/provider has
third level external review rights (grandfathered groups), or independent
external review rights (non-grandfathered groups).

Grievance review
process –
Third Level

The Third Level grievance review process applies to grandfathered
groups only. Third level review requests must be submitted to Highmark
within fifteen (15) days from receipt of the second level grievance decision.
Within five (5) business days of receiving the request, Highmark will notify the
Continued on next page
HIGHMARK PROVIDER MANUAL | Chapter 5.5

Care & Quality Management: Denials, Grievances, & Appeals

32 | P a g e

DECEMBER 2022

5.5 GRIEVANCE: FILING ON BEHALF OF A MEMBER (PA ACT 68),
Continued

TE

The DOH will randomly select an IRO to review the case and will notify the
member and the provider filing on behalf of the member of the assigned IRO.
Highmark will forward the case file to the IRO within fifteen (15) days of the
request. Highmark will send the member and provider notification when the
external grievance is filed, which will include a listing of all documents forwarded
to the IRO. Any additional information must be submitted within fifteen (15) days
of receipt of the notice that the external grievance was filed.
The IRO will assign a practitioner in the same or similar specialty who typically
treats the medical condition, performs the procedure, or provides the treatment
involved in the grievance and who was not involvedWhat
in any
previous decisions
Is My Service Area?
related to the grievance. The assigned IRO will review and issue a written decision
within sixty (60) days of the filing of the request for an external grievance review.
The written notification of the decision will be sent to the member, the provider
filing on behalf of the member, Highmark, and the DOH. Highmark will implement
the IRO’s decision within the time frame specified by the IRO.

O

Grievance
review
process –
Third Level
(continued)

Pennsylvania Department of Health (DOH) and request an assignment of an
Independent Review Organization (IRO).

LE

Grievance
review
process –
Third Level
(continued)

O

BS

If the external grievance is requested by a provider, Highmark and the provider
must each establish an escrow account in the amount of half the anticipated cost
of the review. If the IRO’s decision in an external grievance review filed by a
provider is against the provider in full, the provider shall pay the fees and costs
associated with the external grievance. If the IRO’s decision is against Highmark in
full or in part, Highmark will pay the fees and costs associated with the external
grievance review.
Independent
external
review

Independent external review applies to non-grandfathered groups.
Independent external review requests must be submitted to Highmark within four
(4) months from receipt of the second level decision letter. Within five (5)
business days from Highmark’s receipt of the external review request, a
preliminary review will be conducted to determine whether:
• The member is or was covered at the time the health care item or service
was requested or, in the case of retrospective review, was covered at the
time the service was provided.
• The adverse determination does not relate to the member’s failure to meet
the requirements for eligibility under the terms of the plan.
• The member has exhausted the plans internal appeal process, unless the
member is not required to exhaust the internal appeal process.
Continued on next page
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5.5 GRIEVANCE: FILING ON BEHALF OF A MEMBER (PA ACT 68),
Continued

Independent
External
Review
(continued)

• The member/member’s representative has provided all the information
and forms required to process an external review.
Within one (1) business day after completion of the preliminary review,
Highmark will issue a written notification to the member and the provider filing
on behalf of the member. If the request is not complete, the notification will
describe the necessary information needed to proceed.

O

BS

O

LE

TE

Highmark will assign an Independent Review Organization (IRO) who will review
all information and make a decision within forty-five (45) days after the IRO
receives the request. The IRO will provide a written decision to the member, the
provider filing on behalf of the member, and Highmark.
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5.5 EXPEDITED GRIEVANCE: FILING ON BEHALF OF A MEMBER
(PA ACT 68)
Overview

A managed care member may request an expedited review at any stage of the
Act 68 grievance review process if the member’s life, health, or ability to regain
maximum function would be placed in jeopardy by delay under the time frames
of the standard review process.
As in the standard grievance process, the member has one-hundred eighty
(180) days from the notification of an adverse benefit determination to file an
expedited grievance. Act 68 also gives the provider the option of filing an
expedited grievance on behalf of the member.

TE

Note: When an expedited grievance is requested, an additional level of internal
appeal is not available.
What Is My Service Area?

LE

An expedited grievance is a request for an expedited review of an initial denial
for a medical, pharmaceutical, or behavioral health service based on medical
necessity and appropriateness when:
• A delay in decision-making might jeopardize the member’s life, health, or
ability to regain maximum function based on a prudent layperson’s
judgment and confirmed by the treating practitioner; or
• In the opinion of a practitioner with knowledge of the member’s medical
condition, a delay would subject the member to severe pain that cannot
be adequately managed without the care or treatment that is the subject
of the request; or
• It is concerning the admission, continued stay, or other health care
services for a member who has received emergency services but has not
been discharged from a facility; or
• it is concerning a concurrent review.

O

BS

O

Expedited
grievance
defined

Expedited
grievance
process

Requests from providers may be either verbal or in a written format and will be
accepted as expedited requests. If a member submits the same type of request,
Highmark requires the provider to submit a Physician Certification for
Expedited Review Form for verification that the service requires an expedited
review. The form is sent directly to the provider and should be returned to
Highmark immediately.
Expedited grievances will follow the Second Level review process (see previous
section on the standard grievance process), with verbal and written notification
of the decision to the member and provider within forty-eight (48) hours from
receipt of the request.
Continued on next page
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5.5 EXPEDITED GRIEVANCE: FILING ON BEHALF OF A MEMBER
(PA ACT 68), Continued
Expedited
grievance
process
(continued)

It is the responsibility of the member, or the provider filing on behalf of the
member, to provide information to Highmark in an expedited manner to allow
Highmark to conform to the requirements of the expedited process. The hearing
may be held by telephone if the member and/or provider on behalf of the
member cannot be present in the short time frame. All information presented at
the hearing is read into the record.

TE

If Highmark cannot provide a copy of the report of the same or similar specialist
to the member/provider prior to the expedited hearing, Highmark may read the
report into the record at the hearing and provide the member and the provider
filing on behalf of the member with a copy of the report at that time.

What Is My Service Area?

For grandfathered groups, the member or provider on behalf of the member has
two (2) business days from the receipt of the expedited grievance decision to
contact Highmark to request an expedited external review.

O

Expedited
external
review

LE

The written decisions to the member and provider on behalf of the member will
state the basis for the decision, including any clinical rationale, and the
procedure for obtaining an expedited external review.

O

BS

Highmark will submit a request for an expedited external review to the
Pennsylvania Department of Health (DOH) within twenty-four (24) hours of
receipt of the request. The DOH will assign an Independent Review Organization
(IRO) within one (1) business day of receiving the request for an expedited
review. Highmark will then transfer a copy of the case file to the IRO within one
(1) business day after being assigned to an IRO. The IRO will have two (2)
business days following the receipt of the case file to make a decision.

For non-grandfathered groups, the written notification of the expedited review
decision will state the basis of the decision, including any clinical rationale and
the procedure for obtaining an expedited independent external review. The
member or provider on behalf of the member has four (4) months from the
receipt of the expedited grievance decision to request an expedited external
review.
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5.5 GRIEVANCES AND APPEALS (New York Only)
If a member encounters any concerns, they can usually be resolved with a call to
the Member Services Department.
Unresolved complaints or requests to change contractual determinations that
are not in regards to medical necessity determinations or
experimental/investigational determinations can be reviewed through the
grievance and appeal procedures. Adverse medical necessity determinations or
experimental/investigational determinations are reviewed through the
Utilization Management appeals process.

TE

Our grievance and appeal procedure is designed to ensure a timely review of:
• Our members concerns regarding our policies and procedures; or
• Any decision that we have made regarding a service that they believe is
covered by Highmark or should be provided to them as part of their
coverage.

BS

O

LE

A grievance can be requested for any determination made by Highmark other
than a decision that a service is not medically necessary or is experimental or
investigational in nature. Examples of concerns that may be reviewed under our
grievance and appeal procedure include, but are not limited to, the following:
• denial of a referral to a specialist,
• denial of coverage for a referred service,
• denial because a benefit is not covered according to the terms of the
member's contract(s),
• denial of a benefit because it was provided by an ineligible provider or at
an ineligible place of service, and
• a determination that they were not a member of Highmark at the time
services were rendered.

O

Overview

Traditional Indemnity members and individual market products sold on or off the
exchanges have a one level grievance process with the following timeframes for
response:
• Urgent cases: 72 hours
• Pre-service: 30 calendar days
• Post-service: 60 calendar days

There is a two-level grievance and appeal process for HMO, POS, EPO, and PPO
members, as well as for small group products sold on or off the exchanges.
As always, you may file a grievance at your discretion. Highmark will not take any
discriminatory action against you because you have filed a grievance or an
appeal.
Continued on next page
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5.5 GRIEVANCES AND APPEALS (New York Only), Continued
Designating a
representative

Members may designate someone to represent them with regard to their
grievance or appeal at any level. If a representative is designated, we will
communicate with the member and their representative, unless directed
otherwise. To appoint a representative, the member must complete, sign, and
return the Appointment of Authorized Representative Form. This form can be
requested by calling Member Services at 1-800-544-2583.
In cases involving urgent care, a health care professional with knowledge of their
medical condition may act as their authorized representative without the need to
complete the Appointment of Authorized Representative Form.

TE

Any time Highmark denies a referral or determines that a benefit is not covered
under the member's contract(s), the member will receive notification of our
grievance procedures. A written or oral grievance may be filed up to 180 days
after the receipt our original determination. Requests for a grievance should state
the name and identification number of the member for whom the benefit or
referral was denied. It should also describe the facts and circumstances relating
to the case. Oral or written comments, documents, records, or other information
relevant to the grievance may be submitted.

LE

Initiating a
Grievance
(Level 1)

BS

O

A grievance may be initiated by calling our Member Service Department at 1800-544-2583. Our Member Services Department hours are 8 a.m. - 7 p.m.,
Monday through Friday. When our offices are closed, the member may notify us
about the grievance by leaving a detailed message with our answering service.
We will acknowledge receipt of the oral grievance by telephone within one
business day of receipt of the message. You may contact Customer Service for
language assistance free of charge or if you have special needs.

O

Please send all written requests for a grievance to:
Grievance Department
Highmark Blue Cross Blue Shield of Western New York or Highmark Blue Shield of
Northeastern New York
PO Box 15068
Albany, NY 12212
We will send a written acknowledgment of receipt of a member's grievance
within 15 calendar days. This letter will include the name, address, and telephone
number of the department that is handling the grievance. It may be necessary to
ask for additional information before we can review the grievance. If this is
necessary, we will contact the member.
Continued on next page
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5.5 GRIEVANCES AND APPEALS (New York Only), Continued
Initiating a
Grievance
(Level 1)
(Continued)

A Member Services Representative who was not involved in the initial
determination and who is not a subordinate of the initial reviewer, will
thoroughly research the case by contacting all appropriate departments and
providers. The Member Service Representative will review all relevant
documents, records, and other information including any written comments,
documents, records, and other information the member or their representative
have submitted.

TE

If the issues involved are of a clinical nature, it will be reviewed by a health care
provider who was not involved in our initial determination and who has
appropriate training and experience in the field of medicine involved in the
medical judgment. Clinical matters would be those that require appropriate
medical knowledge and experience to make an informed decision. The member
will be contacted within the following time frames:

LE

In urgent cases, when a delay would significantly increase the risk to the
member's health, a decision will be made and communicated to the member by
telephone within 48 hours after receipt of the grievance. The member will also be
contacted in writing within two business days of the notice by telephone.

BS

O

In cases involving requests for referrals or disputes involving contract benefits
and all other non-urgent cases, a decision will be made and communicated to
the member as follows:
• Pre-Service Claims: In writing within 15 calendar days after receipt of the
grievance.
• Post-Service Claims: In writing within 30 calendar days after receipt of the
grievance

O

Our response to our member will include the detailed reasons for our
determination, the provisions of the contract, policy, or plan on which the
decision was based, a description of any additional information necessary for the
member to perfect their claim and why the information is necessary, the clinical
rationale in cases requiring a clinical determination, the process to file an appeal,
and an appeal form.

Appealing an
Upheld Denial
(Level 11)

If a member remains dissatisfied with the outcome of their grievance, they may
file an appeal. A request for an appeal should include any additional information
the member feels is necessary. Members have 60 business days from the time
they receive the grievance determination to submit an appeal to Highmark. They
may submit their request for an urgent appeal verbally or in writing. For a nonurgent appeal, they may submit a written request in the form of a letter or use
our appeal form. The member will receive a copy of our appeal form with the
Continued on next page
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5.5 GRIEVANCES AND APPEALS (New York Only), Continued
Appealing an
Upheld Denial
(Level 11)
(Continued)

original grievance decision. They may submit any written comments, documents,
records, or other additional information with their appeal.
We will send written acknowledgment of our receipt of the appeal request within
15 calendar days. This notice will include the name, address, and telephone
number of the individual who will respond to the member's appeal.
Non-clinical matters will be reviewed by a panel comprised of representative staff
from our Network Services, Member Services, Quality Management, and
Utilization Management areas who were not previously involved in your
grievance.

BS

O

We will make a decision regarding the appeal and send the member notification
within the following periods:
• In urgent cases, a decision will be made and notice provided by
telephone within 24 hours after receipt of the Level II grievance appeal
followed by written notice within two business days after receipt of the
appeal.
• For non-urgent pre-service claims, a written decision will be sent within
15 calendar days from receipt of the appeal.
• For post-service claims, a written decision will be provided within 30
calendar days from receipt of the appeal.

O

Appealing an
Upheld Denial
(Level 11)
(Continued)

LE

TE

If the appeal involves a clinical matter, it will be reviewed by a panel of personnel
qualified to review clinical matters. This includes licensed, certified, or registered
health care professionals who did not make the initial determination. At least one
of the health care professionals reviewing the appeal will be a Clinical Peer
Reviewer (a licensed physician or a licensed, certified, or registered health care
professional that has appropriate training and experience in the field of medicine
involved in the medical judgment).

Our notification to the member with regards to their appeal will include the
detailed reasons for our determination, the provisions of the contract, policy, or
plan on which the decision was based, and the clinical rationale in cases where
the determination has a clinical basis.

Member
Grievance/Appeal

Upon written request, and free of charge, our members have the right to
have access to copies of all documents, records, and other information
relevant to their claim and details regarding diagnosis/treatment. Members
also have the right to request, in writing, the name of each medical or
vocational expert whose advice was obtained in connection with their claim.
Continued on next page
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5.5 GRIEVANCES AND APPEALS (New York Only), Continued
Member
Grievance/
Appeal
(Continued)

Upon written request, and free of charge, members have the right to an
explanation of any scientific or clinical judgment for the determination to deny
their claim that applies the terms of their contract, policy, or plan to your medical
circumstances.
Upon written request, and free of charge, members have the right to a copy of
each rule, guideline, protocol, or similar criteria that was relied upon in making the
determination to deny their claim.

TE

Members have a right to file a complaint at any time with the NYS Department of
Health at 1-800-206-8125 or the NYS Department of Financial Services Consumer
Service Bureau at 1-800-342-3736.
For questions about your appeal rights or assistance you can contact the
Employer Benefits Security Administration at 1-866-444-3272 or Community
Service Society of New York, Community Health Advocates at 1-888-614-5400.

BS

As a Highmark member, members have the right to ask us to look into their
concern about quality of care or timely access to a provider. We closely track all
complaints. If we receive similar complaints from our customers about a provider
during a certain time period, we address those issues with the provider. This is our
informal process.

O

Quality of
Care Access

O

LE

Members may have the right to bring a civil action under the Employment
Retirement Income Security Act of 1974 (ERISA) §502 (a) if they file an appeal and
their request for coverage or benefits is denied following review. Members have
this right if their coverage is provided under a group health plan that is subject to
ERISA.

We also have a formal process. At a member's request, we will investigate their
concern by requesting records or other documentation. Our Medical Director
reviews this information. If necessary, our Medical Director will meet with the
provider to discuss the concern.

If a member has a concern or problem regarding their ability to see a Highmark
provider in a timely fashion or the quality of care they receive, they can contact
our Member Services Department at 1-800-544-2583.
We will send the member a letter that explains the complaint process and gives
them a number to call if they wish to file a formal complaint. It also explains the
appeal process if the member disagrees with the way our staff handles their
concerns.
Continued on next page
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5.5 GRIEVANCES AND APPEALS (New York Only), Continued
Unresolved
disputes

We always recommend that members follow our grievance or utilization review
process to remedy any issues concerning their coverage. However, if they are not
satisfied with any Highmark decision, members have the right to contact the New
York State Department of Financial Services or the New York State Department of
Health (DOH).
The addresses and telephone numbers for these agencies are:
New York State Department of
Financial Services
One Commerce Plaza
Albany, NY 12257
1-800-342-3736

O

BS

O

LE

TE

New York State Department of Health
Corning Tower
Albany, NY 12237
1-800-206-8125
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW

What Is My Service Area?

Introduction

The Pennsylvania Quality Health Care Accountability Protection Act (Act 68),
legislation enacted to protect the rights of those enrolled in managed care health
plans, applies to Highmark Healthy Kids/Pennsylvania’s Children’s Health
Insurance Program (CHIP) managed care plans.
In addition, the Commonwealth of Pennsylvania Department of Human Services
(DHS) also provides these protections for CHIP with provisions that require some
variations from the processes for our other managed care plans.

TE

Under Pennsylvania’s CHIP, an enrollee or enrollee’s representative, which may
include the enrollee’s provider, may file a complaint or grievance. The
representative must have the enrollee’s written authorization to be involved
and/or act on the enrollee’s behalf.

A Complaint is a dispute or objection regarding a participating provider or the
coverage, operations, or management policies of a managed care organization
(MCO), which has been filed with the MCO or with the Pennsylvania
Department of Health (PADOH) or the Pennsylvania Insurance Department
(PID). The term does not include a Grievance.

BS

O

Complaint
defined

LE

This section will outline the complaint and grievance processes for Highmark
Healthy Kids (CHIP) enrollees.

O

Complaints include, but are not limited to the following:
1. Denial because the requested service or item is not a covered benefit;
2. Failure of the MCO to meet the required time frames for providing a
service or item;
3. Failure of the MCO to decide a Complaint or Grievance within the
specified time frames;
4. Denial of payment by the MCO after a service or item has been delivered
because the service or item was provided without authorization by a
Provider not enrolled in the Highmark Healthy Kids (CHIP) network;
5. Denial of payment by the MCO after a service or item has been delivered
because the service or item is not a covered service or item for the
enrollee.
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued

What Is My Service Area?

Filing a
first level
Complaint

An enrollee or the enrollee’s representative, which may include the enrollee’s
provider, with proof of the enrollee’s written authorization for the representative
to be involved and/or act on the enrollee’s behalf, can file a first level Complaint
either orally or in writing.

O

LE

TE

If the first level Complaint disputes one of the following, the Complaint must be
filed within sixty (60) calendar days from the date of the incident complained
of or the date the enrollee receives written notice of a decision:
1. A denial because the service or item is not a covered service;
2. The failure of Highmark to provide a service or item in a timely manner;
3. The failure of Highmark to decide a Complaint or Grievance within the
specified time frames;
4. A denial of payment after the service or item has been delivered, or the
item was provided without authorization by a provider not enrolled in the
Highmark Healthy Kids (CHIP) network;
5. A denial of payment after the service or item has been delivered because
the service or item is not a covered service for the enrollee; or
6. A denial of an enrollee’s request to dispute a financial liability, including
cost sharing, copayments, premiums, deductibles, coinsurance, and other
enrollee financial liabilities.

Upon receipt of the Complaint, Highmark will send the enrollee, and the
enrollee’s representative if applicable, an acknowledgment letter. In addition, the
enrollee will be given at least seven (7) calendar days advance written notice
of the first level Complaint review date.

O

First level
complaint
process

BS

For all other Complaints, there is no time limit for filing a first level
Complaint.

If the enrollee cannot appear in person at the first level Complaint review
meeting, Highmark will provide an opportunity for the enrollee to communicate
by telephone or videoconference.
The first level Complaint review committee will include one or more Highmark
employees who were not involved in and are not the subordinates of an
individual involved in any previous level of review or decision-making on the
issue that is the subject of the Complaint. If the Complaint involves a clinical
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued

What Is My Service Area?

issue, the review committee will include a licensed physician in the same or
similar specialty that typically manages or consults on the service or item in
question.
The first level Complaint review committee will complete its review of the
Complaint as expeditiously as the enrollee’s health condition requires. A written
notice of the first level Complaint decision will be sent to the enrollee, enrollee’s
representative, service provider, and prescribing provider, if applicable, within
thirty (30) calendar days from the date Highmark received the Complaint,
unless the time frame for deciding the Complaint has been extended up to
fourteen (14) calendar days at the request of the enrollee.

TE

First level
complaint
process
(continued)

LE

If the Complaint involves one of the six disputes listed above for which a
Complaint must be filed within sixty (60) calendar days, the enrollee or enrollee’s
representative may file a request for an External Review within fifteen (15)
calendar days from the mail date of Highmark’s written notice of the first level
Complaint decision.

Upon receipt of a second level Complaint, Highmark will send the enrollee, and
the enrollee’s representative if applicable, a second level Complaint
acknowledgment letter. Highmark will give the enrollee at least fifteen (15)
calendar days advance written notice of the second level Complaint review
date.

O

Second level
Complaint
process

BS

O

For all other Complaints for which an external review is not available, the
enrollee or enrollee’s representative may file a second level Complaint either in
writing or orally within forty-five (45) calendar days from the date the enrollee
received written notice of the first level Complaint decision.

If the enrollee cannot appear in person at the second level Complaint review
meeting, Highmark will provide an opportunity for the enrollee to communicate
by telephone or videoconference.
The second level Complaint review committee for non-clinical issues will be
made up of three (3) or more individuals who were not involved in and are not
the subordinates of an individual involved in any previous level of review or
decision-making on the issue that is the subject of the Complaint.
If the second level Complaint involves a clinical issue, the second level
Complaint review committee will also include a licensed physician in the same
or similar specialty that typically manages or consults on the service or item.
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued

What Is My Service Area?

Second level
Complaint
process
(continued)

The licensed physician will decide the second level Complaint. In addition, at
least one-third of the second level Complaint review committee will not be
employees of Highmark or a related subsidiary or affiliate.
The second level Complaint review committee will complete its review as
expeditiously as the enrollee’s health condition requires. A written notice of the
second level Complaint decision will be sent to the enrollee, enrollee’s
representative, service provider, and prescribing provider, if applicable, within
forty-five (45) calendar days from the date Highmark received the second level
Complaint.

When requests for external review are filed, Highmark will transmit all records
from the Complaints review to either the PA DOH or PID, as per requested,
within thirty (30) days from the PA DOH or PID request. The enrollee, provider,
or Highmark may submit additional materials related to the Complaint.

O

External
Complaint

LE

TE

The enrollee or enrollee’s representative, which may include the enrollee’s
provider, may file a request in writing for an external review of the Complaint
decision with either the PA DOH or PID within fifteen (15) calendar days of
receiving Highmark’s second level Complaint decision.

A request for an expedited review of a Complaint may be filed in writing, by fax,
orally, or by email. An expedited review of a Complaint will be conducted if
Highmark determines that the enrollee’s life, physical or mental health, or ability
to attain, maintain, or regain maximum function would be placed in jeopardy by
following the regular Complaint process, or if an enrollee or enrollee’s
representative, with proof of the enrollee’s written authorization for the
representative to be involved and/or act on the enrollee’s behalf, provides
Highmark with a certification from the enrollee’s provider that the enrollee’s life,
physical or mental health, or ability to attain, maintain, or regain maximum
function would be placed in jeopardy by following the regular Complaint
process. The certification must include the provider’s signature.

O

Filing an
expedited
Complaint

BS

The PA DOH and PID will determine the appropriate agency for the review.

If the provider certification is not included with the expedited Complaint request
and Highmark cannot determine, based on the information provided, that the
enrollee’s life, physical or mental health, or ability to attain, maintain, or regain
maximum function would be placed in jeopardy by following the regular
Complaint process, Highmark will inform the enrollee that the provider must
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued

What Is My Service Area?

submit a certification. Highmark will make a reasonable effort to obtain the
certification from the provider; however, if it is not received within seventy-two
(72) hours of the enrollee’s request for expedited review, Highmark must decide
the Complaint within the standard timeframes as set forth in this unit, unless the
time frame for deciding the Complaint has been extended up to fourteen (14)
calendar days at the request of the enrollee. Highmark will give the enrollee
prompt oral notice that the Complaint will be decided within the standard time
frame and send a written notice within two (2) business days of the decision to
deny expedited review.

Expedited
Complaint
process

The expedited review of a Complaint review will be conducted by a Complaint
review committee that includes a licensed physician in the same or similar
specialty that typically manages or consults on the service or item in question.
The members of the expedited Complaint review committee will not have been
involved or will not be subordinates of an individual involved in any previous
level of review or decision-making on the issue that is the subject of the
Complaint.

LE

TE

Filing an
expedited
Complaint
(continued)

O

BS

O

Highmark will issue the decision resulting from the expedited review in person
or by phone to the enrollee, the enrollee’s representative, service provider, and
prescribing provider, if applicable, within either forty-eight (48) hours of
receiving the provider certification or within seventy-two (72) hours of
receiving the enrollee’s request for an expedited review, whichever is
shorter, unless the time frame has been extended by up to fourteen (14) days at
the request of the enrollee. In addition, Highmark will mail written notice of the
decision to the enrollee, the enrollee’s representative, the service provider, and
prescribing provider, if applicable, within two (2) business days of the decision.

Expedited
external
Complaint

The enrollee or the enrollee’s representative may file a request for an expedited
external review within fifteen (15) calendar days from the mail date of
Highmark’s written notice of the expedited Complaint decision. The request for
an expedited external Complaint review may be filed in writing, by fax, orally, or
by email.

Grievance
defined

A Grievance is a request to have an MCO or utilization review entity reconsider
a decision solely concerning the medical necessity and appropriateness of a
health care service. The term does not include a Complaint.
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued
Grievance
defined
(Continued)

A Grievance may be filed regarding an MCO’s decision to:
1. Deny, in whole or in part, payment for a service or item;
2. Deny or issue a limited authorization of a requested service or item
including the type or level of service or item;
3. Reduce, suspend, or terminate a previously authorized service or item;
4. Deny the requested service or item but approve an alternative service or
item; and
5. Deny a request for a Benefit Limit Exemption (BLE).
What Is My Service Area?

For the provider to represent the enrollee in the conduct of a Grievance, the
provider must obtain the written consent of the enrollee and submit the written
consent with the Grievance.

TE

Written
consent of
the enrollee

LE

Although the provider may obtain the enrollee’s written consent at the time of
treatment, the provider cannot require an enrollee to sign a document
authorizing the provider to file a Grievance as a condition of treatment.

O

If an enrollee consents to the filing of a Grievance by a provider, the enrollee
may not file a separate Grievance. The enrollee may rescind consent at any time
throughout the process upon written consent to Highmark and the provider.

O

BS

The written consent must include:
• Name and address of the enrollee, the enrollee’s date of birth and
identification number;
• The name, address, and relationship to the enrollee of the person who
signed the consent if the enrollee is a minor or is legally incompetent;
• The name, address, and Highmark identification number of the provider
to whom the enrollee is providing consent;
• Highmark’s name and address (the MCO to which the Grievance will be
submitted);
• An explanation of the specific service or item that was provided or denied
to the enrollee to which the consent will apply;
• The following statement: “The enrollee or the enrollee’s representative
may not submit a Grievance concerning the service or item listed in this
consent form unless the enrollee or the enrollee’s representative rescinds
consent in writing. The enrollee or enrollee’s representative has the right
to rescind consent at any time during the Grievance process.”;
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued

What Is My Service Area?

An enrollee, or the enrollee’s representative, can file a Grievance either orally or
in writing. The Grievance must be filed within sixty (60) calendar days from the
date the enrollee receives written notice of a decision. Upon receipt of the
Grievance, Highmark will send the enrollee, and the enrollee’s representative, a
Grievance acknowledgment letter.

LE

Grievance
process

• The following statement: “The consent of the enrollee or the enrollee’s
representative shall be automatically rescinded if the provider fails to file
a Grievance or fails to continue to prosecute the Grievance through the
review process.”;
• The following statement: “The enrollee or enrollee’s representative, if the
enrollee is a minor or is legally incompetent, has read, or has been read,
this consent form, and has had it explained to his/her satisfaction. The
enrollee or the enrollee’s representative understands the information in
the enrollee’s consent form.”; and
• The dated signature of the enrollee, or the enrollee’s representative, and
the dated signature of a witness.

TE

Written
consent of
the enrollee
(continued)

BS

O

The Grievance review will be conducted by a Grievance review committee made
up of three (3) or more individuals who were not involved in and are not
subordinates of an individual involved in any previous level of review or
decision-making on the issue that is the subject of the Grievance. At least onethird of the Grievance review committee will not be employees of Highmark or a
related subsidiary or affiliate.

O

The enrollee will be given at least fifteen (15) calendar days advance written
notice of the review date. The Grievance review committee will complete its
review of the Grievance as expeditiously as the enrollee’s heath condition
requires.
A written notice of the Grievance decision will be sent to the enrollee, enrollee’s
representative, service provider, and prescribing provider, if applicable, within
thirty (30) calendar days from the date Highmark received the Grievance,
unless the time frame for deciding the Grievance has been extended by up to
fourteen (14) calendar days at the request of the enrollee.
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued
External
Grievance
process

The enrollee or enrollee’s representative may file a request for an external review
within fifteen (15) calendar days from the mail date on the written notice of
the Grievance decision. Within five (5) business days of receipt of the request for
an external Grievance review, Highmark will notify the enrollee, the enrollee’s
representative if one is designated in writing, the provider if the provider filed
the request for the external Grievance review, and the PA DOH, if appropriate,
that the request for external review has been filed.

LE

TE

Within two (2) business days from receipt of the request for an external
Grievance review, the PA DOH will randomly assign a certified review entity
(CRE) to conduct the review. Within fifteen (15) calendar days from receipt of
the enrollee’s request for an external Grievance review, Highmark will forward all
documentation regarding the Grievance decision, including all supporting
information, a summary of applicable issues, and the basis and clinical rationale
for the Grievance decision, to the CRE conducting the external Grievance review.
The enrollee or the enrollee’s representative, or the enrollee’s provider, may
supply additional information to the CRE within that fifteen (15) calendar days’
time frame. Copies must also be provided to Highmark at the same time.

BS

O

Within sixty (60) calendar days from the filing of the request for the external
Grievance review, the CRE conducting the external Grievance review must issue
a written decision to Highmark, the enrollee, the enrollee’s representative, and
the provider (if the provider filed the Grievance with the enrollee’s consent) that
includes the basis and clinical rationale for the decision.

O

The external Grievance decision may be appealed by the enrollee, the enrollee’s
representative, or the provider to a court of competent jurisdiction within sixty
(60) calendar days from the date the enrollee receives notice of the external
Grievance decision.

Expedited
Grievance
process

What Is My Service Area?

Highmark will conduct an expedited review of a Grievance if it is determined
that the enrollee’s life, physical or mental health, or ability to attain, maintain, or
regain maximum function would be placed in jeopardy by following the regular
Grievance process, or if an enrollee or enrollee’s representative provides
Highmark with a certification from the enrollee’s provider that the enrollee’s life,
physical or mental health, or ability to attain, maintain, or regain maximum
function would be placed in jeopardy by following the regular Grievance
process. The certification must include the provider’s signature.
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued

What Is My Service Area?

Expedited
Grievance
process
(continued)

A request for expedited review of a Grievance may be filed in writing, by fax, by
email, or orally. The expedited review process is bound by the same rules and
procedure as the Grievance review process with the exception of time frames,
which are modified as specified in this section.

LE

TE

If the provider certification is not included within the request for an expedited
review and Highmark cannot determine, based on the information provided, that
the enrollee’s life, physical or mental health, or ability to attain, maintain, or regain
maximum function would be placed in jeopardy by following the regular
Grievance process, Highmark will inform the enrollee that the provider must
submit the certification. Highmark will make a reasonable effort to obtain the
certification from the provider; however, if it is not received within seventy-two
(72) hours of the enrollee’s request for expedited review, Highmark must decide
the Grievance within the standard time frames as set forth in this unit. Highmark
will make reasonable effort to give the enrollee prompt oral notice that the
Grievance will be decided within the standard time frame and will send a written
notice within two (2) business days of the decision to deny expedited review.

BS

O

The expedited review of a Grievance will be conducted by a Grievance review
committee made up of three (3) or more individuals who were not involved in and
are not subordinates of an individual involved in any previous level of review or
decision-making on the issue that is the subject of the Grievance. At least onethird of the expedited Grievance review committee will not be employees of
Highmark or a related subsidiary or affiliate. The expedited Grievance review
committee will also include a licensed physician in the same or similar specialty
that typically manages or consults on the service or item in question.

O

Highmark will issue the decision in person or by phone to the enrollee, the
enrollee’s representative, service provider, and prescribing provider, if applicable,
within forty-eight (48) hours of receiving the provider certification or
seventy-two (72) hours of receiving the enrollee’s request for an expedited
review, whichever is shorter, unless the time frame for deciding the expedited
Grievance has been extended by up to fourteen (14) calendar days at the request
of the enrollee. In addition, Highmark will mail a written notice of the decision to
the enrollee, the enrollee’s representative, service provider, and prescribing
provider, if applicable, within two (2) business days of the decision.
The enrollee or the enrollee’s representative may file a request for an expedited
external Grievance review within fifteen (15) calendar days from the mail date
on Highmark’s written notice of the expedited Grievance decision.
Continued on next page
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5.5 PENNSYLVANIA CHIP COMPLAINTS, GRIEVANCES, AND
EXTERNAL REVIEW, Continued
What Is My Service Area?

When a
decision is
reversed

If Highmark’s review or the External Review reverses a decision to deny, limit, or
delay a service or item that was not furnished during the Complaint, Grievance,
or External Review process, Highmark will authorize or provide the disputed
service or item as expeditiously as the enrollee’s health condition requires but
no later than seventy-two (72) hours from the date it receives notice that the
decision was reversed.

O

BS

O

LE

TE

If Highmark’s review or the External Review reverses a decision to deny
authorization of a service or item, and the enrollee received the disputed service
or item during the Complaint, Grievance, or External Review process, Highmark
will provide coverage for the service or item the enrollee received.
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5.5 EXPEDITED REVIEW PROCESS UNDER THE AUTISM MANDATE
(PA ACT 62)
Overview
of autism
mandate

Pennsylvania Act 62 requires private insurers to provide coverage for medically
necessary diagnostic assessment and treatment of autism spectrum disorders
(ASD) to covered individuals under twenty-one (21) years of age.
This mandate applies to any fully insured health insurance policy offered, issued,
or renewed on or after July 1, 2009, to groups of fifty-one (51) or more
employees. The mandate also applies to any contract executed on or after July 1,
2009, by the Highmark Healthy Kids/Children’s Health Insurance Program (CHIP).
What Is My Service Area?

TE

If the Act 62 ASD mandate is applicable, a covered individual or an authorized
representative is entitled to an expedited internal review process upon denial or
partial denial of a claim for diagnostic assessment or treatment of ASD, followed
by an expedited independent external review process established and
administered by the Pennsylvania Insurance Department. A member or authorized
representative also has the option to choose the standard appeal process.

LE

Expedited
internal
review
process

O

The request for an expedited internal review may be submitted verbally or in
writing. The mandated expedited review process applies to both pre-service and
post-service denials for diagnostic assessment or treatment of ASD.

O

BS

The expedited internal appeal will be reviewed by the Second Level Review
Committee as set forth under Article XXI (Act 68). The Second Level Review
Committee is made up of three (3) or more individuals who did not previously
participate in the decision to deny coverage or payment for health care services.
The committee shall include a licensed physician or an approved licensed
psychologist in the same or similar specialty as that which would typically manage
or consult on the health care service in question. The members of the review
committee shall have the duty to be impartial in their review and decision.
Verbal and written notification of the decision will be issued to you and the
member within forty-eight (48) hours from receipt of the request. The written
decision to the member, member’s representative, or provider on behalf of the
member will state the basis for the decision, including any clinical rationale, and
the procedure for obtaining an expedited external review.
The member, member’s representative, or provider on behalf of the member has
two (2) business days from receipt of the expedited grievance decision to request
an expedited external review.
Continued on next page
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5.5 EXPEDITED REVIEW PROCESS UNDER THE AUTISM MANDATE
(PA ACT 62), Continued
What Is My Service Area?

Expedited
external
review

If an adverse determination is upheld by the internal review committee, the
covered individual or an authorized representative is then entitled to an
expedited external independent review process administered by the
Pennsylvania Insurance Department.
An insurer or covered individual or an authorized representative may appeal an
order of an expedited independent external review to a court of competent
jurisdiction.

BS

O

LE

TE

To determine if a member is covered under the autism mandate, you can verify
the member’s coverage using the Eligibility and Benefits Inquiry function in
NaviNet® or by calling the Provider Service Center.

O

Verify
coverage
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5.5 MEDICARE ADVANTAGE: PROVIDER APPEALING ON OWN
BEHALF
Overview

Providers are entitled to appeal a medical necessity denial decision and are
informed of this right at the time of the denial decision. Each appeal is processed
in a manner consistent with the clinical urgency of the situation.
The processes as described here apply to members with coverage under one of
Highmark’s Medicare Advantage products.
What Is My Service Area?

A provider can make use of this provider appeal process when all of the following
are true:
• The provider is contracted with Highmark, and
• The member has coverage under a Medicare Advantage product, and
• The services in question have a medical necessity denial determination,
including denials for services considered experimental/investigational or
cosmetic in nature, and
• The member is held financially harmless, and
• The provider seeks a resolution in order to obtain payment for the services.

Types of
appeals

Expedited appeals and standard appeals are available to the provider for medical
necessity denial determinations.

O

LE

TE

When
the provider
can appeal
on its own
behalf

O

BS

An expedited appeal is a formal review of an initial adverse medical necessity
determination. It can be requested when a delay in decision-making may
seriously jeopardize the member’s life, health, or ability to regain maximum
function. Highmark reserves the right to determine whether the request meets
the criteria for an expedited appeal.
A standard appeal is a formal review of the initial adverse medical necessity
determination in which the conditions for expedited appeal are not met.
Standard appeal can also be used as a secondary appeal level when a denial has
been upheld under the expedited appeal process.

Member
expedited
review rights

The Centers for Medicare & Medicaid Services (CMS) requires all Medicare
Advantage programs to implement processes for member-initiated expedited
review of initial determinations and appeals. Members of all Highmark Medicare
Advantage programs, or their representatives, may request a 72-hour expedited
review of a service if they believe the member’s health, life, or ability to regain
maximum function may be jeopardized by waiting for the standard review
process. In accordance with CMS guidelines, members may request the initial
expedited review without speaking to the PCP first.
Continued on next page
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5.5 MEDICARE ADVANTAGE: PROVIDER APPEALING ON OWN
BEHALF, Continued
What Is My Service Area?

Member
expedited
review rights
(continued)

Although these processes are largely member-driven, the provider may
represent the member and initiate the expedited review. Highmark reserves the
right to determine whether the request meets the criteria for an expedited
provider appeal. Each appeal is processed in a manner consistent with the
clinical urgency of the situation.

Providers may be contacted by a Highmark staff member or physician reviewer
to supply a copy of the member’s medical records in the case of an expedited
review. If so, you must supply the records immediately.

LE

Requests
for medical
records

TE

The provider must indicate either verbally or in writing that applying the
standard time for making a determination could seriously jeopardize the life or
health of the member or the member’s ability to regain maximum function. The
provider need not be appointed as the member’s authorized representative to
make the request.

BS

A denial of post-acute care services will be issued by naviHealth, similar to the
approval of services. naviHealth generates the notification of denial of coverage
to both the provider and to the patient. If requested, naviHealth also offers a
peer-to-peer clinical conversation with the naviHealth Medical Director.

Any appeal of the preservice or concurrent denial of services rendered by
naviHealth will be handled by Highmark, just as appeals are currently
handled. Highmark will continue to handle appeals when the member has not
yet been admitted to a post-acute care facility or when the member is still
inpatient. Appeals for these situations should be initiated by contacting
Highmark Medicare Advantage Expedited Appeals at 1-800-485-9610.

O

IMPORTANT:
Appeals
related to
naviHealth
denials

O

Additionally, if you are contacted for information by a physician reviewer about
an expedited appeal, you must return his or her call by 8 a.m. the next day.
Failure to do so could result in corrective action and/or sanctioning.

naviHealth will handle appeals after the member has been discharged from the
post-acute care facility and a denial has been received. naviHealth can be
contacted for post service provider appeals as follows:
• Phone 1-844-838-0929; Fax 1-855-893-5963
• Address for appeals: naviHealth
Attention: Provider Appeals
10 Cadillac Drive, Suite 400
Brentwood, TN 3702
Continued on next page
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5.5 MEDICARE ADVANTAGE: PROVIDER APPEALING ON OWN
BEHALF, Continued

What Is My Service Area?

Expedited
appeal
process

This provider appeal process would apply in situations when a decision needs to be
made in an urgent manner for a member with Highmark Medicare Advantage
coverage. This includes appeals of initial denial determinations prior to services
being rendered and appeals of denial decisions for continued services following a
concurrent review.
The table below explains the process for expedited reviews of initial determinations
or appeals for Medicare Advantage members:

EXPEDITED APPEALS
Requests for expedited review can be initiated either verbally
or in writing.

TE

How to
Initiate

BS

O

LE

Call the Medicare Advantage Expedited Review Department at
1-800-485-9610;
or
Fax the information to 1-800-894-7947;
or
Submit all pertinent medical and other information to:
Medicare Advantage
Expedited Review Department
P.O. Box 534047
Pittsburgh, PA 15253-5073
Prior to rendering services, continuing services, or prior to the
member’s discharge from the facility; but within sixty (60)
days from receipt of the denial notification.

Decision
Time Frame

As expeditiously as the member’s health requires, but not to
exceed seventy-two (72) hours from receipt of the appeal
request. The 72-hour time frame may be extended by up to
fourteen (14) calendar days if the member requests or if
additional information is needed.

O

When to
Initiate

Standard
appeal
process

This provider appeal process applies to initial denial determinations for services
that have already been rendered, including denials resulting from retrospective
review of services rendered without the required authorization.
This process would also apply to appeals for initial preservice denial determinations
in non-urgent situations and as a secondary appeal level when an initial denial has
Continued on next page
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5.5 MEDICARE ADVANTAGE: PROVIDER APPEALING ON OWN
BEHALF, Continued
What Is My Service Area?

Standard
appeal
Process
(Continued)

been upheld in the expedited appeal process.
The table below explains how the standard review process for Medicare
Advantage members works:

STANDARD APPEALS
How to
Initiate

Call the applicable Provider Service Center number:

TE

PENNSYLVANIA
• Freedom Blue PPO: 1-866-588-6967
• Community Blue HMO: 1-888-234-5374
• Community Blue Medicare PPO: 1-866-588-6967
• Community Blue Medicare PPO Plus: 1-866-588-6967
• Security Blue HMO (Western Region Only): 1-866-517-8585
WEST VIRGINIA: Freedom Blue PPO: 1-888-459-4020

LE

or

Within one hundred eighty (180) days from receipt of the denial
notification.

BS

When to
Initiate

O

Submit all pertinent medical and other information to:
Highmark Medical Review
P.O. Box 890392
Camp Hill, PA 17089-0392

Within thirty (30) calendar days from the receipt of the appeal
request.

O

Decision
Time
Frame
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5.5 MEDICARE ADVANTAGE: APPEALS ON BEHALF OF A MEMBER
Overview

Members of a Medicare Advantage plan have a right to file an appeal if their plan
will not pay for, does not allow, or stops or reduces a course of treatment that
they believe should be covered or provided.
Ordinarily, it is the member or the member’s family who files an appeal if a
requested medical service is not authorized; however, the member might ask a
provider or other representative to file an appeal on his or her behalf. A provider
can do so only if the member would be financially liable for the services.
What Is My Service Area?

The Centers for Medicare & Medicaid Services (CMS) provides an Appointment
of Representative (AOR) form (#CMS 1696). This form is also available on the
CMS website.

TE

Representative
statement

O

BS

O

LE

The member is not required to use the CMS form. They may write their own
representative statement appointing a provider or other individual as an
authorized representative. The written authorization must contain the following
criteria:
• Member’s name, Medicare number, address, and telephone number
• Representative’s name, address, telephone number, and professional
status or relationship to the member
• A statement signed and dated by the member or the individual holding
the member’s power of attorney authorizing the named person to act as
the member’s representative in appeal of the denial decision, and
acknowledging that he or she understands that personal medical
information may be disclosed to this representative
• A statement signed and dated by the appointed representative
confirming acceptance of their appointment and agreeing to waive the
right to charge a fee for representation
• A statement signed and dated by the provider waiving their right to
collect payment from the member for items or services at issue
EXCEPTION: In preservice denial situations that meet the criteria for an
expedited request, the member’s ordering provider (either contracting or
non-contracting) can act as the member’s representative without a signed
representative statement.

Types of
appeals

Two types of appeals are available to the member or to the facility acting as the
member’s appointed representative:
• Expedited appeal
• Standard appeal
Continued on next page
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5.5 MEDICARE ADVANTAGE: APPEALS ON BEHALF OF A MEMBER,

Continued

Expedited
appeals

If the member or the member’s authorized representative believes that following
the standard appeal process would seriously jeopardize the member’s life,
health, or ability to regain maximum function, an expedited appeal can be
requested. The health plan reserves the right to determine whether the request
meets the criteria for an expedited appeal.
Highmark will make a decision on an expedited appeal as expeditiously as the
member’s health requires, but no later than seventy-two (72) hours from
receipt of the request.
What Is My Service Area?

Standard member appeals, including those filed on the member’s behalf by a
facility, are those that do not meet the criteria for an expedited appeal as
determined by the health plan, or those in which the member’s health would not
be jeopardized by the standard appeal time frame.

TE

Standard
appeals

O

Note: For more information on this QIO appeal process, please see Chapter 5
Unit 3: Medicare Advantage.

A non-participating provider can file a standard appeal on behalf of a Medicare
Advantage member for post-service denials only if he or she submits a Waiver of
Liability statement with the appeal. The waiver states that the provider will not bill
the member regardless of the outcome of the appeal.

O

Nonparticipating
providers

When an inpatient in a hospital, a Medicare Advantage member has another
appeal option if he or she disagrees with a discharge decision. An immediate
review by the Quality Improvement Organization (QIO) can be requested.

BS

Option for
inpatient
discharge
decisions

LE

Standard appeals are processed as expeditiously as the member’s health
requires, but no later than thirty (30) calendar days from receipt of the request.

Providers that do not participate with Highmark's Medicare Advantage products
should follow the standard appeals process as outlined below when appealing a
post-service denial.
Appeal
processes

The table on the next page explains the expedited and standard appeal processes
for Medicare Advantage.
What Is My Service Area?

Continued on next page
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5.5 MEDICARE ADVANTAGE: APPEALS ON BEHALF OF A MEMBER,

Continued

STANDARD APPEALS
Submit all pertinent information to:
Highmark Appeals and Grievance
Department
P.O. Box 534047
Pittsburgh, PA 15253-5047
or
Fax the information to the Appeals
department at 717-635-4209.
Within sixty (60) days from receipt of the
denial notification (if good cause is shown,
written requests can be accepted after 60
days).

As expeditiously as the member’s health
requires, but no later than thirty (30)
calendar days from the receipt of the appeal
request.

BS

The health plan or the facility filing on behalf of the member may request extensions
of up to fourteen (14) calendar days for rendering a decision.
Requests for extension must be in the best interest of the member. The health plan
must justify the need for the extension and notify the member in writing.

O

Fourteen
(14) day
extension

O

LE

TE

EXPEDITED APPEALS
Call
the
Medicare
Advantage Expedited
How to
Review Department at 1-800-485-9610.
Initiate
or
Fax the request to 1-800-894-7947.
or
Submit all pertinent information to:
Medicare Advantage
Expedited Appeals Department
P.O. Box 534047
Pittsburgh, PA 15253-5073
When to • Prior authorization denials:
Before rendering the service.
Initiate
• Concurrent review denials:
Before discharge or continuation of
treatment.
Decision As expeditiously as the member’s health
requires, but not to exceed seventyTime
two (72) hours from receipt of the
Frame
request.

If a denial on
an appeal is
upheld

When the health plan renders an adverse decision on an appeal, Highmark
automatically forwards the case to the CMS independent review agency and sends a
written notification to the member for Medicare Advantage (Part C).
Note: For Part D prescription drug coverage, the member or provider must request an
appeal through the CMS appeals contractor. The appeals contractor may request
additional information. In such cases, a Highmark Medicare Advantage appeals staff
member may contact you for additional information. If you are contacted, please
respond to the request immediately.
If the CMS independent review agency also renders an adverse decision, the member
has the right to initiate further action. The denial communication from the
independent review agency includes information about this option.
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5.5 PROVIDER APPEAL RIGHTS FOR PRESCRIPTION DRUG
BENEFITS
Overview

If you are a participating provider with Highmark and you (or, in New York, the
member/the member’s designated representative) disagree with the decision to
deny authorization or payment of a prescription drug for a Highmark Commercial
member, you have a right to appeal that decision.
NOTE: This section does not apply to Medicare Part D prescription drug coverage.
Expedited appeals are available when the application of the standard appeal time
frame could seriously jeopardize the member’s life, health, or ability to regain
maximum function, or would subject the member to severe pain that cannot be
managed without the care or treatment which is the focus of the appeal.

TE

Expedited
appeals

To request an expedited appeal, please contact Highmark’s Prescription Drug
Department by fax at 1-866-240-8123; or by calling 1-800-600-2227.

Written acknowledgment of receipt of the appeal will be sent to the appealing party
upon receipt of the expedited request.

BS

Expedited
appeals

O

LE

You will be permitted to provide additional information over the telephone, by fax,
or by other appropriate means. A decision will be rendered within two (2) business
days of receipt of your appeal request.

If additional information is necessary to conduct the appeal, the member and the
member's health care provider will be notified, in writing, upon receipt of the
appeal, to identify and request the necessary information.

O

The clinical peer reviewer will be available within one business day, or sooner.
Appeals will be conducted by a clinical peer reviewer other than the reviewer who
rendered the initial adverse determination.
A decision will be rendered no later than two business days or 72 hours, whichever
is less, after receipt of the appeal request. Immediate notification of the decision will
be given by telephone, followed by written notice, which will be sent within 24
hours of the appeal decision, but not to exceed two business days or 72 hours
whichever is less.
Failure to comply with the time frames for an internal appeal is deemed a reversal of
the initial determination (except in New York where it is deemed an adverse
determination subject to appeal).
Continued on next page
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5.5 PROVIDER APPEAL RIGHTS FOR PRESCRIPTION DRUG
BENEFITS, Continued
Standard
appeals

If you are not eligible for an expedited appeal or your expedited appeal resulted
in an adverse determination, you may initiate a standard appeal (New York may
also have the right to initiate an external appeal process).
To request a standard appeal, please contact the Highmark Prescription Drug
Department by fax at 1-866-240-8123; or by calling 1-800-600-2227.
You will be permitted to provide additional information over the telephone, by
fax, or by other appropriate means. A decision will be rendered within thirty (30)
days of receipt of your appeal request.

LE

TE

New York:
Written acknowledgment of receipt of the appeal will be sent to the appealing
party within fifteen (15) days of receipt. If additional information is necessary to
conduct the appeal, the member and the member's health care provider will be
notified, in writing, within 15 days of the appeal, to identify and request the
necessary information.

O

If only some of the requested information is provided, Highmark will make a
second request for the missing information in writing, within 5 business days of
receiving the incomplete information.

BS

Appeals will be conducted by a clinical peer reviewer other than the reviewer
who rendered the initial adverse determination.

O

A decision will be rendered no later than thirty (30) calendar days of receipt of
the appeal request. Written notice to the enrollee, the enrollee's designee, and
provider will be sent within two business days of the appeal decision.

Mailing Appeal Appeal requests can also be mailed to:
Requests
Delaware, Pennsylvania, and West Virginia
Highmark
P.O. Box 279
Pittsburgh, PA 15230-2717
Attn: Provider Appeal Review
Committee

New York
Utilization Management Appeals
PO Box 4208
Buffalo, NY 14240

Continued on next page
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5.5 PROVIDER APPEAL RIGHTS FOR PRESCRIPTION DRUG
BENEFITS, Continued
Appeals on
behalf of a
member

Providers can initiate appeals on behalf of the member with the member’s
written consent (except in New York where written consent from the member is
not required). However, if the member gives the provider consent to file an
appeal on his or her behalf, then the member is not permitted to file a separate
appeal. Member appeal requests must be received within one hundred eighty
days (180) of member receipt of denial.

TE

When submitting appeal requests on behalf of a member, you will be asked to
provide the following information:
• The member’s name, the patient’s name, and the group policy number
• The actual drug for which payment was denied and the date of service
• The reasons why you feel the drug should be provided
• Any available clinical information to support your appeal
• Signed consent of member (patient) and provider

BS

O

Each final adverse determination of an appeal is sent to the member or their
designated representative and provider, and must include the following
information:
1. A clear statement describing the basis and the specific, scientific, or clinical
rationale for the denial and instructions for requesting the clinical review
criteria used.
2. Reference to the evidence or documentation used as a basis for the decision,
including whether any internal rule, guideline, protocol, or similar criterion
was relied upon in making the determination. In cases involving a denial of
services, instructions for requesting a written statement of the clinical
rationale, including the clinical review criteria used.
3. The provisions of the policy, contract, or plan on which the determination is
based.
4. A clear statement that the notice is the final adverse determination.
5. The health care plan's contact person and his/her telephone number.
6. The member's coverage type.
7. The name and full address of the health care plan's utilization review agent.
8. The utilization review agent's contact person and his/her telephone number.
9. A description of the health service that was denied, including, where
applicable and available, the name of the facility and/or physician proposed
to provide the treatment, and/or the developer/manufacturer of the health
care service.

O

Final adverse
determination
of an internal
appeal

LE

Additional information related to member appeal rights will be provided when
an appeal request is received.

Continued on next page
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5.5 PROVIDER APPEAL RIGHTS FOR PRESCRIPTION DRUG
BENEFITS, Continued
10. A statement that the member may be eligible for an external appeal and the
time frames for requesting the appeal.
11. A statement that the member is entitled to receive, upon request and free of
charge:
• Reasonable access to and copies of all documents, records, and other
information relevant to the claim.
• A copy of each internal rule, guideline, protocol, or similar criterion that
was relied upon in making the determination on appeal.
• A list of titles and qualifications (including specialist of individuals
participating in the appeal review)
12. A clear statement in bold that enrollee has 45 days from the final adverse
determination to request an external appeal and choosing 2nd level of
internal appeal may cause time to file external appeal to expire.
13. An attachment with the standard description of the external appeals process.
If you have questions about your right to appeal, or about how to file an appeal,
please call the Prescription Drug Department:
• Delaware, Pennsylvania, and West Virginia Prescription Drug Department
can be contacted at 1-800-600-2227 between 8:30 a.m. and 4:30 p.m.,
Monday through Friday.
• New York Prescription Drug Department can be contacted at1-877-6980793 between 8:30 a.m. and 4:30 p.m., Monday through Friday.

O

BS

O

Questions?

LE

TE

Final adverse
determination
of an internal
appeal
(Continued)
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5.5 DISCLAIMERS
This information is issued on behalf of Highmark Blue Shield and its affiliated Blue
companies, which are independent licensees of the Blue Cross Blue Shield
Association. Highmark Inc. d/b/a Highmark Blue Shield and certain of its
affiliated Blue companies serve Blue Shield members in 21 counties in central
Pennsylvania and 13 counties in northeastern New York. As a partner in joint
operating agreements, Highmark Blue Shield also provides services in
conjunction with a separate health plan in southeastern Pennsylvania. Highmark
Inc. or certain of its affiliated Blue companies also serve Blue Cross Blue Shield
members in 29 counties in western Pennsylvania, 13 counties in northeastern
Pennsylvania, the state of West Virginia plus Washington County, Ohio, the state
of Delaware and 8 counties in western New York. All references to Highmark in
this document are references to Highmark Inc. d/b/a Highmark Blue Shield
and/or to one or more of its affiliated Blue companies.

Highmark Blue
Cross Blue
Shield of
Western New
York

Information provided through the Highmark Provider Manual is for members
who have moved onto Highmark's systems. For information related to members
who have not moved onto Highmark's systems, please visit
bcbswny.com/provider.

Highmark Blue
Shield of
Northeastern
New York

Information provided through the Highmark Provider Manual is for members
who have moved onto Highmark's systems. For information related to members
who have not moved onto Highmark's systems, please visit
bsneny.com/provider.

O

BS

O
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Highmark Blue
Shield
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