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Prior Authorization and Health Plan 
Accountability



Current Problems with Prior 
Authorization
(1) Patient Impact:

Disruption and delays in patient care
Denials of appropriate and necessary care
Care Abandonment

(2) Administrative burdens:

Inefficient submission methods
Lack of transparency on required documentation 

and medical necessity criteria
(3) Clinician Burnout



Prior Auth: Previous Rulemaking
CMS Implements Substantive Reforms

• CY 2024 Medicare Advantage Final Rule
Clinical (medical necessity) criteria
Reviewer credentials

• Interoperability and Prior Authorization Final Rule
Standard transaction 
Shorter timeframes
Reporting metrics



PA STAGE CURRENT PROCESS STANDARDIZED PROCESS (FINAL RULE)

Determine PA Requirement​ Manual website review or 
insurer calls; often after visit​

→  Real-time EHR-to-plan check during 
patient visit

Collect Clinical Information​ Provider estimates criteria; 
manual EHR extraction

→  EHR auto-identifies required data and 
flags gaps

Submit Request​
Plan-specific paper or portal 
forms; fax or mail​; variance = 
inefficiencies

→  EHR-generated electronic submission 
within workflow

Receive Decision​ Up to 14 days (non-urgent); 
phone, fax, mail; unclear denials

→  Electronic decision in system; 7 days non-
urgent, 72 hours urgent; clear rationale

Electronic Standard Transaction: Procedural Improvements
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HHS/Insurer Pledge (6/23/2025)
PAYERS AGREE TO DELIVER THESE COMMITMENTS ACROSS ALL PLAN TYPES

1 Reduced scope of services subject to prior authorization

2 Electronic standards

3 Transparency & communication

4 Continuity of care

5 Physician reviewers





• Physician Review  
Physicians with experti:se should review all potential denials, with 

independence to overturn based on independent medical judgment
 Identification on Denials

 NPI
 Taxonomy code

• Code Reduction ≠ Volume Reduction
Plan reductions should be measured based on comparison of total prior 

authorization requests, rather than total 

• Increase in post-service utilization management?
Regulators should monitor other forms to ensure legitimacy of 

administrative burden reduction claims

• Electronic Standard:  Automation or status quo?

Reform:  Compliance vs Commitment



Recommendations
1 Clinician reviewer identification

2 Standardization of clinical criteria

3 Ensuring that volume reductions are based on total prior authorizations 
submitted by providers

4 Monitoring use of other forms of utilization management

5 Tracking reduction in processing times

Granular, service-specific metric reporting6
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