Draft date: 11/12/25

2025 Fall National Meeting
Hollywood, Florida

HEALTH INSURANCE AND MANAGED CARE (B) COMMITTEE
Thursday, December 11, 2025

10:45 a.m.—-12:00 p.m.

Diplomat Convention Center—Great Hall 3—-6—Level 3

ROLL CALL
Glen Mulready, Chair Oklahoma D.J. Bettencourt
Ann Gillespie, Co-Vice Chair Illinois Alice T. Kane
Grace Arnold, Co-Vice Chair Minnesota TK Keen
Trinidad Navarro Delaware Jon Pike
John F. King Georgia Kaj Samsom
Dean L. Cameron Idaho Patty Kuderer
Marie Grant Maryland Allan L. McVey
Anita G. Fox Michigan

NAIC Committee Support: Jolie H. Matthews/Brian R. Webb/Jennifer Cook

AGENDA

1. Consider Adoption of its Nov. 20 and Summer National Meeting Minutes
—Commissioner Glen Mulready (OK)

2. Consider Adoption of the Reports of its Working Groups and Task Forces
—Commissioner Glen Mulready (OK)
A. Consumer Information (B) Working Group—David Buono (PA)
B. Health Innovations (B) Working Group
—Commissioner Marie Grant (MD)
C. Health Actuarial (B) Task Force—Director Anita G. Fox (Ml)
and Kevin Dyke (M)
D. Regulatory Framework (B) Task Force
—Commissioner Grace Arnold (MN)
E. Senior Issues (B) Task Force—Commissioner Ned Gaines (NV)

3. Receive a Status Update on and Consider Adoption of the Prior
Authorization (PA) White Paper—Commissioner Grace Arnold (MN)

4. Hear a Presentation on State-Level Actions to Mitigate Projected

Coverage Losses and Premium Impacts from H.R. 1 — One Big Beautiful
Bill Act (OBBA) and Other Federal Changes Impacting the Individual

NATIONAL ASSOCIATION OF INSURANCE COMMISSIONERS

New Hampshire
New Mexico
Oregon

Utah

Vermont
Washington
West Virginia
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Market—Lucy Culp (Blood Cancer United) and Sabrina Corlette (Center on
Health Insurance Reforms [CHIR])

5. Hear a Presentation on the Emerging 2025 Individual Market Risk Pool
—Michael Cohen (Wakely) and Michelle Anderson (Wakely)

6. Hear an Update from the Federal Center for Consumer Information and
Insurance Oversight (CCIIO) on its Recent Activities—Peter Nelson (CCIIO)

7. Receive a Status Update on the Health Innovation (B) Working Group’s
Work to Develop Guidance on State Flexibility and the Affordable Care

Act (ACA) Innovation Waivers—Commissioner Marie Grant (MD)

8. Discuss Any Other Matters Brought Before the Committee
—Commissioner Glen Mulready (OK)

9. Adjournment
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Agenda Item #1

Consider Adoption of its Nov. 20 and Summer National Meeting Minutes
—Commissioner Glen Mulready (OK)



Draft: 11/25/25

Health Insurance and Managed Care (B) Committee
Virtual Meeting
November 20, 2025

The Health Insurance and Managed Care (B) Committee met Nov. 20, 2025. The following Committee members
participated: Glen Mulready, Chair (OK); Ann Gillespie, Co-Vice Chair (IL); Grace Arnold, Co-Vice Chair (MN);
Trinidad Navarro represented by Susan Jennette (DE); John F. King represented by Steve Manders (GA); Dean L.
Cameron represented by Weston Trexler and Shannon Hohl (ID); Marie Grant (MD); Anita G. Fox (MI); D.J.
Bettencourt represented by Brenda Golden Hallisey (NH); Alice T. Kane represented by Brittany O’Dell (NM); TK
Keen (OR); Jon Pike (UT); Kaj Samsom represented by Anna Van Fleet and Christine Menard-O’Neil (VT); Patty
Kuderer (WA); and Allan L. McVey represented by Joylynn Fix (WV).

1. Adopted its Task Forces’ 2026 Proposed Charges

Commissioner Mulready said the Committee’s first item of business was to consider adoption of its task forces’
2026 proposed charges. He said that prior to this meeting, committee support distributed the task forces’ 2026
proposed charges and posted them on the Committee’s web page. He said the Health Actuarial (B) Task Force
adopted its 2026 proposed charges Oct. 20; the Regulatory Framework (B) Task Force adopted its 2026 proposed
charges Oct. 20; and the Senior Issues (B) Task Force adopted its 2026 proposed charges Oct. 24.

Commissioner Pike made a motion, seconded by Director Fox, to adopt the task forces’ 2026 proposed charges.
The motion passed unanimously.

2. Adopted its 2026 Proposed Charges

Commissioner Mulready said committee support distributed the Committee’s 2026 proposed charges and posted
them on the Committee’s web page prior to the meeting. He said its 2026 proposed charges are the same as its
2025 charges. Commissioner Mulready said the Committee received one comment letter from the NAIC consumer
representatives on the Committee’s 2026 proposed charges, suggesting revisions to the proposed charges for the
Committee, Consumer Information (B) Working Group, Health Innovations (B) Working Group, and Senior Issues
(B) Task Force.

Amy Killelea (Killelea Consulting) said that to continue the work of the Health Workstream under the former
Special (EX) Committee on Race and Insurance, the NAIC consumer representatives suggest that the Committee
add a charge similar to a charge adopted by the Regulatory Framework (B) Task Force to: “Examine factors
contributing to disparities in coverage and affordability and recommend appropriate steps to reduce those
disparities.” The Committee discussed the suggested language. Although some Committee members expressed
support for the suggested charge, others suggested that the charge should be more general, as the Regulatory
Framework (B) Task Force has already adopted a similar charge. After additional discussion, the Committee agreed
to add a new charge with the following language: “Continue to support efforts to address disparities in coverage
and affordability and recommend appropriate steps to reduce those disparities.” Killelea said the NAIC consumer
representatives also suggest that the Committee expand its charge 1F to examine rising health care costs and cost
drivers, as well as factors that contribute to coverage losses. The Committee agreed to accept the suggested
revision.

Killelea said the NAIC consumer representatives suggest that the Consumer Information (B) Subgroup add a new

charge to: “Identify communication goals, strategies, and tactics to reach communities that experience inequities
in health insurance access, including through partnerships with community-based organizations.” After
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discussion, the Committee agreed to add the new charge. Killelea said the NAIC consumer representatives suggest
revising the Health Innovations (B) Working Group’s charge 3B to include discussing state innovations related to
health care that reduce disparities in coverage and affordability. Commissioner Grant, who serves as chair of the
Health Innovations (B) Working Group, expressed support for the suggested revisions.

Killelea said the NAIC consumer representatives also suggested revisions to the Senior Issues (B) Task Force’s 2026
proposed charges. After discussion, the Committee decided to defer consideration of the suggested revisions
because the Task Force has already adopted its 2026 proposed charges, and as such, the Task Force members
have not had the opportunity to discuss the suggested revisions. The Committee suggested that after the Task
Force is reestablished in 2026, the NAIC consumer representatives reach out to the Task Force’s 2026 chair and
vice chair for consideration of their suggested revisions.

Commissioner Pike made a motion, seconded by Commissioner Grant, to adopt the Committee’s 2026 proposed
charges, including the revisions to the Consumer Information (B) Working Group’s and the Health Innovations (B)

Working Group’s 2026 proposed charges (Attachment One-A). The motion passed unanimously.

Having no further business, the Health Insurance and Managed Care (B) Committee adjourned.

SharePoint/NAIC Support Staff Hub/Member Meetings/B CMTE/National Meetings/2025 Fall National Meeting/Final Minutes/B Cmte
11.20.25 MtgMin.docx

© 2025 National Association of Insurance Commissioners 2



Draft Pending Adoption
Draft: 8/21/25

Health Insurance and Managed Care (B) Committee
Minneapolis, Minnesota
August 13, 2025

The Health Insurance and Managed Care (B) Committee met in Minneapolis, MN, Aug. 13, 2025. The following
Committee members participated: Glen Mulready, Chair (OK); Ann Gillespie, Co-Vice Chair (IL); Grace Arnold,
Co-Vice Chair, and Fred Andersen (MN); Dean L. Cameron (ID); Marie Grant (MD); Anita G. Fox and Kevin Dyke
(M1); D.J. Bettencourt (NH); Alice T. Kane represented by Viara lanakieva (NM); Jon Pike (UT); Kaj Samsom
represented by Mary Block (VT); Patty Kuderer (WA); and Allan L. McVey and Joylynn Fix (WV). Also participating
were: Heather Carpenter (AK); Maria Ailor (AZ); Martin Sullivan (GA); Andria Seip (IA); Michael T. Caljouw (MA);
Robert Wake (ME); Angela L. Nelson (MO); Michael Muldoon (NE); Michael Humphreys (PA); and Patrick Smock
(RI).

1. Adopted its Spring National Meeting Minutes

Commissioner McVey made a motion, seconded by Commissioner Arnold, to adopt the Committee’s March 26
minutes (see NAIC Proceedings — Spring 2025, Health Insurance and Managed Care (B) Committee). The motion
passed unanimously.

2. Adopted the Reports of its Working Groups and Task Forces

Commissioner Pike made a motion, seconded by Director Gillespie, to adopt the following task force and working
group reports: 1) Consumer Information (B) Working Group, including its June 26 minutes (Attachment One);
2) Health Innovations (B) Working Group (Attachment Two); 3) Health Actuarial (B) Task Force; 4) Regulatory
Framework (B) Task Force; and 5) Senior Issues (B) Task Force. The motion passed unanimously.

3. Adopted the Revised LTCI MSA Framework

Dyke said the Health Actuarial (B) Task Force forwarded a memorandum to the Committee on the revisions to the
long-term care insurance multistate actuarial framework (LTCI MSA Framework) (Attachment Three). He said that
as described in the memorandum, the key revisions to the LTCI MSA Framework are: 1) a change from two
actuarial rate review methodologies to a single rate review methodology; 2) a revised cost-sharing formula; and
3) moving the governance of the LTCI MSA Framework and related processes to the Health Actuarial (B) Task
Force, and other related work such as reduced benefit options (RBOs), to the Senior Issues (B) Task Force. Dyke
said that the revisions were discussed in open session multiple times and that all the revisions were exposed for
public comment by the Long-Term Care Actuarial (B) Working Group and/or the former Long-Term Care Insurance
(B) Task Force. He said the former Long-Term Care Insurance (B) Task Force adopted the revisions changing the
actuarial rate review methodology from two to one and the revisions moving the governance of the LTCI MSA
Framework and related processes to the Health Actuarial (B) Task Force, and other related work such as RBOs, to
the Senior Issues (B) Task Force on Dec. 18, 2024. The Health Actuarial (B) Task Force adopted the revised cost-
sharing formula on July 14.

Andersen updated the Committee on the LTCI MSA Framework. He said that as discussed during his update to the
Committee at the Spring National Meeting, the Long-Term Care Actuarial (B) Working Group revised the LTCI MSA
Framework to include a single multistate methodology, which the former Long-Term Care Insurance (B) Task Force
and the Health Actuarial (B) Task Force adopted late last year. He said that, as he also discussed, the second part
of the proposed revisions to the LTCI MSA Framework, the cost-sharing formula, took a little longer to reach
consensus. He explained that the cost-sharing formula is a way to increase the cost-sharing burden for the
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Draft Pending Adoption

company as the cumulative rate increases over time. He said that one concern the Long-Term Care Actuarial (B)
Working Group identified with the current cost-sharing formula is that it allows rate increases that are too high
when there are very high cumulative rate increases, which tended to occur for people aged 85 and older who have
held on to their policies for 25 or more years. Given this, there was agreement among the Long-Term Care
Actuarial (B) Working Group members that the cost-sharing burden for companies needs to increase in these
cases.

Andersen said that also during his update to the Committee at the Spring National Meeting, he said the Long-
Term Care Actuarial (B) Working Group exposed, for a public comment period ending May 12, an alternative
proposal providing a 95% company cost-sharing burden after a certain cumulative amount. Andersen said that
following the end of the public comment period, the Working Group discussed the comments received and
adopted an alternative proposal on June 2 to increase the company cost-sharing burden from 50% to 85% when
cumulative rate increases get high. The Health Actuarial (B) Task Force adopted it on July 14. Andersen urged the
Committee to adopt the revised LTC MSA Framework.

Commissioner Mulready expressed appreciation for all the work done by both the Long-Term Care Actuarial (B)
Working Group and the Health Actuarial (B) Task Force to revise the LTCI MSA Framework. He expressed concern,
however, on whether the states will adopt it and whether the companies will use it for their rate filings. Andersen
said he shares Commissioner Mulready’s sentiment, but he said that given all the discussions and disagreement
and then agreement as they worked through the drafting process, he is optimistic that a vast majority of the states
will adopt it.

Fix said that for the Committee’s consideration, a company reached out to her asking for information on what
states they should approach to encourage them to vote for the revised LTCI MSA Framework. She said companies
want the NAIC to adopt it because they want consistency. Director Cameron expressed support for adopting the
revised LTCI MSA Framework. He noted all the work done to date. He acknowledged that it is not perfect, but he
believes it is a good step forward. He said it has already been shown that improvements can be made if needed,
but, as revised, the LTCI MSA Framework makes it more efficient and easier for companies to file their needed
rate increases and provide the data justifying them.

Director Fox made a motion, seconded by Commissioner McVey, to adopt the revised LTC MSA Framework (see
NAIC Proceedings — Spring 2025, Health Actuarial (B) Task Force, Attachment One). The motion passed

unanimously.

4. Discussed 2025 State Legislative Activity of Interest to the Committee

Acting Director Carpenter, Christina Haas (DE), and George McNab (OH), who are members of the NAIC’s State
Insurance Department Legislative Liaison Roundtable (Roundtable), discussed current trends and emerging trends
in legislation considered and enacted legislation from recently concluded 2025 state legislative sessions.

Haas said that in 2025, state legislatures are building significant momentum as they work to improve patient
access, reduce provider burden, and increase transparency in health care delivery. She said today, they would
discuss three major policy areas state legislatures are grappling with: 1) prior authorization (PA) reform;
2) pharmacy benefit manager (PBM) regulation; and 3) mandated coverage for biomarker testing.

Beginning with PA, Haas said stakeholders view PA from vastly different perspectives. Some insurers view it as a
cost-control tool, while some providers often see it as a barrier to needed patient care. She said that today, 49
states, the District of Columbia, and Puerto Rico have enacted some form of PA law. Haas said that many of these
laws include "gold carding"—essentially a fast pass for providers who consistently receive approval for their
requests. More than 20 jurisdictions now have some form of gold carding law, and that number continues to grow.
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Draft Pending Adoption

Acting Director Carpenter described Alaska’s experience with its PA bill during the 2024 state legislative session
and the discussions with various stakeholders, including state legislators, to reach consensus and enact PA
legislation during Alaska’s recently concluded 2025 state legislative session. Hass also discussed Delaware’s efforts
to enact PA reform legislation this year. She noted that consensus on certain provisions, such as reviewer
qualifications, in recent PA reform legislation was key to enactment. She stressed that this is an important piece
because, as some have reported, including the American Medical Association (AMA), artificial intelligence (Al) is
leading to more claim denials.

McNab discussed PBM regulation. He said that like PA reform, PBM regulation has received heightened attention
in recent state legislative sessions. He said that such legislation focused on transparency, pricing fairness, and
accountability. McNab said that in 2025, laws enacted on PBM regulation required PBMs to disclose: 1) their
ownership; 2) how they calculate rebates; and 3) what they charge health plans compared to what they reimburse
pharmacies. He said spread pricing, where PBMs profit by charging plans more than they reimburse pharmacies,
is also under fire, with multiple states banning or limiting this practice. McNab said other laws target pharmacy
reimbursement, anti-steering practices, and network adequacy. He said another major trend requires PBMs to act
as fiduciaries, meaning they must prioritize the consumer’s best interest over maximizing profits. He said many
states are also stepping in to protect 340B program pharmacies from discriminatory PBM practices and are reining
in utilization management tactics like step therapy and PA delays. He said examples of such reform can be found
in recent legislation enacted in Alaska, Colorado, Connecticut, Hawaii, lllinois, Montana, Nebraska, New Jersey,
New Mexico, North Carolina, Oklahoma, and Wisconsin. McNab noted that states like Alabama, Indiana, Missouri,
and Nevada are also advancing reforms through omnibus legislation, tackling multiple PBM concerns at once.
McNab said that in response to these new laws and regulations, PBMs are beginning to explore flat-fee models
instead of profit-based ones, and they are partnering with Al-driven tech companies to improve transparency and
efficiency.

Haas discussed Delaware’s experience with regulating PBMs. She said Delaware has had regulatory authority over
PBMs for several years now, and it has completed some of the nation’s first in-depth PBM market conduct exams.
She said that she hesitates to state that Delaware is far ahead of other states because PBMs continue to resist
being regulated by the states. She said this is done, in part, through litigation forcing the states and state
legislatures to decide whether to continue enforcement, halt it, or amend the law entirely. Haas said the NAIC’s
State Insurance Department Legislative Liaison members have had robust discussions on the PBM regulation issue.
She said that it increasingly appears that PBM reform efforts will continue to be a hot-button issue even in those
states with existing PBM reform laws. Haas said that as state regulatory efforts advance, Roundtable members
expect to see the states attempt to address other entities that operate in the pharmaceutical benefit management
area, such as group purchasing organizations (GPOs) and pharmacy services administrative organizations (PSAOs).

Acting Director Carpenter shared Alaska’s most recent experience with enacting PBM reform legislation, focusing
on its work to transition PBMs from registration to licensure. She discussed how Alaska used the resources and
expertise of the Roundtable members to determine the approach it should take to update its laws regulating
PBMs, which led to it adding new disclosure requirements and clarifying its examination requirements regarding
PBMs.

McNab said that in summary, both PA process reform and PBM regulation are undergoing rapid change. She said
the legislative momentum is clear, and while many of the reforms are still too new to fully evaluate, the overall
trajectory is moving toward more transparent, more accountable, and more patient-centered health care delivery.

Haas touched on a relatively new health benefit mandate that has emerged as a common legislative effort over
the last few years in state legislatures—biomarker testing. Biomarker testing is a laboratory procedure that

samples tissue, blood, or other body fluid to check for certain genes, proteins, chromosomes, or other molecules
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Draft Pending Adoption

that may be a sign of a disease or condition or may increase a person’s risk for developing diseases or conditions.
She said that about half of the states that have enacted this mandate have used the National Council of Insurance
Legislators (NCOIL) model as a base. She said the states are also receiving model legislation on the subject from
the American Cancer Association (ACA). Haas discussed potential issues with legislation mandating coverage for
such tests that states should consider in reviewing legislative proposals or implementing existing state law related
to this mandate. She said a state adoption resource will be posted on the Legislative Liaison Connect page soon.

Haas said Roundtable members would be happy to present to the Committee in the future on any of the issues
they discussed today and many others. She welcomed Committee members and other state insurance regulators
to join their monthly meetings as a great way to engage Roundtable members and stay informed on current and
emerging state legislative trends.

5. Heard a Presentation from HealthPartners

Pahoua Yang Hoffman (HealthPartners) presented on “Supporting Medicaid Members & Patients: Eligibility
Redeterminations & Learnings,” during which she discussed HealthPartners’ strategies for working through
Minnesota’s Medicaid eligibility redetermination process for its members and lessons learned. Hoffman described
Minnesota’s Medicaid eligibility determination process, noting that Minnesota’s systems are paper-based and rely
on U.S. Mail for renewal notification. This means that health plans can educate and direct their members to
navigators or counties, but they cannot physically help them submit eligibility paperwork. She discussed the
challenges health plans, including HealthPartners, must navigate as part of the eligibility determination process
and the importance of partnering with others and multichannel communication.

Hoffman described the outreach HealthPartners did to its members and patients in the fall and winter of 2022
before Minnesota’s eligibility redetermination began. This included 459,600 direct-to-consumer messages
through direct mail, email, text, and prerecording calls. HealthPartners also leveraged social media through ads
on Facebook. She said that during the eligibility redetermination process, which began in March 2023 and is
ongoing, HealthPartners applied key learnings from its pre-redetermination outreach. Hoffman said one of the
surprising key learnings was that prerecorded telephone calls had the most expansive reach of all the direct-to-
member channels, especially when recorded in multiple languages. She said HealthPartners also enhanced its
website landing page and added blog posts discussing the need to submit eligibility paperwork and why.

Hoffman discussed the results of HealthPartners’ direct-to-member campaign and key takeaways. She said the
key takeaways include: 1) multichannel and frequent outreach strategies to increase member engagement; 2) the
use of social media to yield higher interaction rates; and 3) continuous message and support to Medicaid members
to ensure they maintain eligibility. Commissioner Arnold suggested that the strategies HealthPartners used to
engage their Medicaid members and patients could be adopted for the non-Medicaid market.

6. Heard an Update from the CCIIO on its Recent Activities

Peter Nelson (Center for Consumer Information and Insurance Oversight—CClIO) updated the Committee on the
CClIO’s recent activities of interest and priorities. He discussed the CCIIO’s work to support premium rate approval
for 2026 and the implementation of the federal 2025 Marketplace Integrity and Affordability Final Rule and
H.R. 1, The One Big Beautiful Bill Act (OBBBA). Nelson said Aug. 13 is the federal deadline for filing initial 2026
premium rates. He said there will be an opportunity, if needed, Sept. 11-12 for rate refilings to make any necessary
corrections.

Nelson also discussed state innovation opportunities through federal Affordable Care (ACA) waivers, such as
Section 1332 and Section 1333 waivers. He said he presented at the Health Innovations (B) Working Group

meeting Aug. 12 on the opportunity for states to increase their regulatory flexibility and stability under Section
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1333 of the ACA through health care choice compacts. He said Section 1333 directs the Secretary of the
Department of Health and Human Services (DHHS), in consultation with the NAIC, to establish a regulatory
framework that allows two or more states to enter into a health care choice compact to facilitate the sale of health
insurance across state lines. He discussed the benefits to the states of entering into such compacts. Nelson said
he looks forward to having additional discussions with the NAIC on Section 1333.

Director Gillespie asked whether there would be a federal response to the increase in 2026 rates due to the
impending expiration of the enhanced premium subsidies. Nelson said there have been some discussions in
Congress, but the CCIIO will for wait to see what, if anything, Congress decides to do. He said that the CCIIO is
prepared to implement whatever the Congress might pass. Nelson said that from the federal Centers for Medicare
& Medicaid’s (CMS’) perspective, with respect to the premium rate increases and approaching open enroliment
period, CMS is doing everything it can to create a thoughtful communication strategy to ensure that consumers
are prepared and that agents and brokers are prepared to communicate what needs to be communicated so that
consumers have the information they need to make the best choices for themselves and their families. Director
Fox also expressed concern about the impending increase in premium rates and the seemingly lack of a federal
communication strategy to: 1) explain the changes to consumers; and 2) help providers and vulnerable
populations manage their impact. Nelson discussed potential strategies the states can use, such as creating
reinsurance programs under Section 1332. He also encouraged the states to reach out to the CCIIO to discuss
potential strategies and tools.

Having no further business, the Health Insurance and Managed Care (B) Committee adjourned.

SharePoint/NAIC Support Staff Hub/Member Meetings/B CMTE/National Meetings/2025 Summer National Meeting/Final Minutes/08-
Bmin.docx
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Agenda Item #2

Consider Adoption of its Working Group and Task Force Reports
—Commissioner Glen Mulready (OK)



\ NATIONAL ASSOCIATION OF
v/ INSURANCE COMMISSIONERS
®

Virtual Meetings

CONSUMER INFORMATION (B) WORKING GROUP
October 31, 2025 / October 23, 2025 / October 3, 2025 / August 11, 2025

Summary Report

The Consumer Information (B) Working Group met Oct. 31, Oct. 23, Oct. 3, and Aug. 11, 2025. During
these meetings, the Working Group:

1. Discussed and adopted revisions to the Frequently Asked Questions About Health Care Reform
document.

2. Discussed and adopted Consumer Guide on Selecting a Health Plan and Avoiding Improper Marketing
Practices.

3. Adopted the A Consumer’s Guide to Buying Your Own Health Insurance document.
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Attachment XX
Health Insurance and Managed Care (B) Committee
12/11/25

Draft: 11/10/25

Consumer Information (B) Working Group
E-Vote
October 31, 2025

The Consumer Information (B) Working Group of the Health Insurance and Managed Care (B) Committee
conducted an e-vote that concluded Oct. 31, 2025. The following Working Group members participated: David
Buono, Chair (PA); TJ Patton, Vice Chair (MN); Anthony L. Williams (AL); Debra Judy (CO); Terri Smith (MD); Jeana
Thomas (MO); Donna Dorr (OK); Jill Kruger (SD); Vickie Trice (TN); Shelley Wiseman (UT); and Andrew Davis (WA).

1. Adopted Revisions to the Frequently Asked Questions About Health Care Reform Document

The Working Group conducted an e-vote to consider adoption of the Frequently Asked Questions About Health
Care Reform document (Attachment 1). The document provides state insurance department staff information
about the Affordable Care Act (ACA) and related policies to aid in responding to consumer questions. The Working
Group revises the document each year to keep it up to date. The motion passed unanimously.

Having no further business, the Consumer Information (B) Working Group adjourned.

SharePoint/NAIC Support Staff Hub/B CMTE/National Meetings/2023 Fall National Meeting/Final Minutes/Cons Info 10.31 evote
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Attachment XX
Health Insurance and Managed Care (B) Committee
12/11/25

Draft: 11/5/25

Consumer Information (B) Working Group
Virtual Meeting
October 23, 2025

The Consumer Information (B) Working Group of the Health Insurance and Managed Care (B) Committee met Oct.
23, 2025. The following Working Group members participated: David Buono, Chair (PA); T.J. Patton, Vice Chair
(MN); Randy Pipal (ID); Michelle Baldock (IL); Alex Peck (IN); Jeana Thomas (MO); Elouisa Macias (NM); Donna
Dorr (OK); Jill Kruger (SD); and Christina Keeley (WI).

1. Discussed Revisions to the Frequently Asked Questions About Health Care Reform Document

Buono thanked regulators and interested parties who reviewed and made updates to portions of the Frequently
Asked Questions about Health Care Reform.

He said the revised document had been circulated earlier in the week and asked reviewers whether they had any
questions for the Working Group on their sections. Lucy Culp (Blood Cancer United) discussed changes she made
to how non-major medical plans are described in several questions. Her changes highlighted that short-term,
limited benefit plans are not the only non-major medical plans consumers may consider. The Working Group
agreed to retain her changes.

J.P. Wieske (Monument Advocacy) suggested adding language across several questions encouraging consumers
to shop and compare their options for 2026 due to the expected changes in premiums. The Working Group
decided to add a statement on this topic to the Purpose section at the beginning of the document, rather than in
individual questions and answers.

The Working Group discussed the proposed addition of several questions by consumer representatives. The added
guestions and answers cover mental health and substance use services, finding navigators, and re-enroliment.
The Working Group agreed to add these questions and answers and to delete a question on navigators that was
made redundant by the addition of another question.

The Working Group discussed whether to include a statement on Medicaid eligibility changes that take effect in
January 2027, despite the document being updated to reflect changes for 2026. The Working Group decided to
retain the suggested addition because the language clarifies when the Medicaid change takes effect.

Brenda J. Cude (University of Georgia) said she made additional edits and added questions to the version
circulated on Oct. 21. Because her changes had not been reviewed by others, the Working Group decided to
review the document again, send any final edits to Joe Touschner (NAIC), and conduct an e-vote on approval of
the document in the week of Oct. 27.

Having no further business, the Consumer Information (B) Working Group adjourned.

SharePoint/NAIC Support Staff Hub/B CMTE/Consumer Information/Minutes 10.23
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Attachment XX
Health Insurance and Managed Care (B) Committee
12/11/25

Draft: 11/10/25

Consumer Information (B) Working Group
Virtual Meeting
October 3, 2025

The Consumer Information (B) Working Group of the Health Insurance and Managed Care (B) Committee
met Oct. 3, 2025. The following Working Group members participated: TJ Patton, Vice Chair (MN); Tara
Smith (CO); Michelle Baldock (IL); Alex Peck (IN); Jeana Thomas (MO); Jennifer Ramcharan and Vickie Trice
(TN); Shelley Wiseman (UT); and Coral Manning (WI1).

1. Confirmed State Votes to Approve a Template Media Release on Shopping for Health Plans in 2026

Patton reminded the group of an ongoing e-vote to approve a template media release to encourage
consumers to review their plan choices for 2026. Patton described the document and mentioned that
several states had already submitted electronic votes in favor of approving the template. Colorado and
Indiana added their votes to approve the template.

2. Discussed its Plan for Revising the Frequently Asked Questions About Health Care Reform Document

Patton described the purpose of the Frequently Asked Questions About Health Care Reform document as
a reference document for state insurance department staff. He said it can be used by states to help
respond to consumer questions about health care reform topics, although the document is not intended
to be shared directly with consumers.

Patton asked about the Working Group’s past process for making updates. Joe Touschner (NAIC) said that
Working Group members, interested regulators, and interested parties can volunteer to review sections
of the document and make any necessary updates. Touschner reviewed the 14 sections of the document.

Regulators and interested parties selected sections of the FAQ to review. Brenda J. Cude (University of
Georgia) offered to help other reviewers with wording for their sections. The Working Group agreed to
provide updates to the document by Oct. 20 to meet the goal of distributing the final document to states
before Nov. 1.

3. Discussed Changes in the Medicare Advantage Market

Patton asked for feedback from the Working Group on changes occurring in the Medicare Advantage
market. He said plans in Minnesota have left the state entirely or reduced their service areas. He said
remaining carriers have eliminated commissions for selling their plans for 2026. He said this could result
in Medicare beneficiaries having difficulty understanding their options and selecting the right plans.
Patton said he would support the Working Group taking up this issue and developing a template
document that helps consumers understand their Medicare choices. He said the Working Group could
potentially work with the Senior Issues (B) Task Force on such a document.

Harry Ting (Consumer Representative) reported observations from a Medicare broker he spoke with. He

said drug plans are dropping out or offering minimal commissions. He said Medicare Advantage plans are
dropping preferred provider organization (PPO) plans.
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Bonnie Burns (California Health Advocates—CHA) said health care providers are also leaving the Medicare
Advantage market. She said that Medicare supplement guaranteed issue opportunities only occur when
providers leave a network, provided the federal Centers for Medicare & Medicaid Services (CMS) grants
the opportunity. She said that both the Senior Issues (B) Task Force and the Improper Marketing of Health
Insurance (D) Working Group should examine these issues.

Patton said states should consider providing broad overviews for consumers of Medicare, Medicaid
Advantage, and Medicare supplement plans. He said states should also do outreach with the broker
communities in their states. Burns encouraged state insurance regulators to work with State Health
Insurance Assistance Programs (SHIPs) in their states. Ting said it is difficult for consumers to compare
prices for Medicare supplement plans, but SHIPs can help them make such comparisons.

Patton said the Working Group would continue conversations on this topic with the Senior Issues (B) Task
Force.

Having no further business, the Consumer Information (B) Working Group adjourned.

SharePoint/NAIC Support Staff Hub/B CMTE/Consumer Information/Minutes 10.3
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Attachment ??
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Draft: 11/10/25

Consumer Information (B) Working Group
E-Vote
October 3, 2025

The Consumer Information (B) Working Group of the Health Insurance and Managed Care (B) Committee
conducted an e-vote that concluded Oct. 3, 2025. The following Working Group members participated: David
Buono, Chair (PA); TJ Patton, Vice Chair (MN); Tara Smith (CO); Michelle Baldock (IL); Alex Peck (IN); Terri Smith
(MD); Jeana Thomas (MO); Maryann Arriola (MP); Vickie Trice (TN); Shelley Wiseman (UT); and Christina Keely
(W1).

1. Adopted a Template Media Release on Health Insurance Changes for 2026

The Working Group conducted an e-vote to consider adoption of the Template Media Release on 2026 Health
Coverage document (Attachment 1). The template encourages consumers to explore all their health coverage
options for 2026 considering potential changes to premium costs for plans purchased through Affordable Care Act
(ACA) marketplaces. The motion passed unanimously.

Having no further business, the Consumer Information (B) Working Group adjourned.

SharePoint/NAIC Support Staff Hub/B CMTE/National Meetings/2025 Fall National Meeting/Final Minutes/Cons Info 10.3 evote
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Attachment ?
Health Insurance and Managed Care (B) Committee
12/11/25

Draft: 11/10/25

Consumer Information (B) Subgroup
E-Vote
August 11, 2025

The Consumer Information (B) Working Group of the Health Insurance and Managed Care (B) Committee
conducted an e-vote that concluded Aug. 11, 2025. The following Subgroup members participated: David
Buono, Chair (PA); TJ Patton, Vice Chair (MN); Anthony L. Williams (AL); Terri Smith (MD); Jeana Thomas
(MO); Jill Kruger (SD); Vickie Trice (TN); Shelley Wiseman (UT); Andrew Davis (WA); and Christina Keely
(W1).

1. Adopted a Consumer Guide on Shopping for Health Insurance

The Working Group conducted an e-vote to consider adoption of the A Consumer’s Guide to Buying Your
Own Health Insurance document (Attachment 1). The guide helps consumers understand health
insurance, providing key definitions, explanations of plan types, questions to ask, and tips to follow. The
motion passed unanimously.

Having no further business, the Consumer Information (B) Working Group adjourned.

SharePoint/NAIC Support Staff Hub/B CMTE/National Meetings/2025 Fall National Meeting/Final Minutes/Cons Info 8.11 evote
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2025 Summer National Meeting
Hollywood, Florida

HEALTH ACTUARIAL (B) TASK FORCE

Monday, December 8, 2025

3:30-5:00 p.m.

Meeting Summary Report

The Health Actuarial (B) Task Force met Dec. 8, 2025. During this meeting, the Task Force:

1. Adopted its Summer National Meeting minutes.

2. Adopted its Oct. 20 minutes. During this meeting, the Task Force took the following action:
A. Adopted its 2026 proposed charges.

3. Adopted the report of the Long-Term Care Actuarial (B) Working Group, which has not meet since the
Summer National Meeting.

4. Heard an update from the federal Center for Consumer Information and Insurance Oversight (CCIIO)
oninsurers increasing 2026 federal Affordable Care Act (ACA) rates to account for increased morbidity
following the expiration of enhanced Advance Premium Tax Credits (eAPTC). CCIIO also discussed its
efforts to release the 2027 Notice of Benefit and Payment Parameters (NBPP) and keep key dates
aligned as closely as possible with those in the 2026 NBPP.

5. Heard an update on Society of Actuaries (SOA) Research Institute activities

6. Heard an American Academy of Actuaries (Academy) professionalism update.

7. Heard an update from the Academy Health Practice Council.
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2025 Fall National Meeting
Hollywood, Florida

REGULATORY FRAMEWORK (B) TASK FORCE

Wednesday, December 10, 2025

12:00 - 1:00 p.m.

Meeting Summary Report

The Regulatory Framework (B) Task Force met Dec. 10, 2025. During this meeting, the Task Force:

1. Adopted its Summer National Meeting minutes.

2. Adopted its Oct. 20 and Sept. 22 minutes. During these meetings, the Task Force took the following

action:
A. Discussed the Aug. 19 comments received on the July 28 draft of the Prior Authorization White
Paper.

B. Adopted its 2026 proposed charges and the 2026 proposed charges of its working groups.
3. Adopted the Prior Authorization White Paper.

4. Adopted the report of the Employee Retirement Income Security Act (ERISA) (B) Working Group. The
ERISA Preemption Post Rutledge Drafting Group has been meeting every other week to work on a
guidance paper for state insurance regulators.

5. Adopted the report of the Mental Health Parity and Addiction Equity Act (MHPAEA) (B) Working
Group, which met Dec. 10. During this meeting, the Working Group:
A. Heard presentations from Arizona and New Mexico on their development and use of reporting
templates.
B. Adjourned into regulator-to-regulator session, pursuant to paragraph 8 (consideration of strategic
planning issues) of the NAIC Policy Statement on Open Meetings.

6. Adopted the report of the Prescription Drug Coverage (B) Working Group, which met Dec. 9. During
this meeting, the Working Group took the following action:
A. Adopted its Summer National Meeting minutes.
B. Heard a presentation from The INS Companies on prescription drug formulary development and
design, as well as specialty prescription drugs.

7. Heard a presentation from the National Committee for Quality Assurance (NCQA) on updates to its
2026 utilization management (UM) standards.

8. Received an update on the work of the ERISA (B) Working Group on its development of guidance on

pharmacy benefit manager (PBM) ERISA issues and its development of guidance on level-funded plans
and other alternative arrangements potentially impacting the small group market.
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2025 Fall National Meeting
Hollywood, Florida

SENIOR ISSUES (B) TASK FORCE
Wednesday, December 10, 2025
8:15-9:45 a.m.

Meeting Summary Report
The Senior Issues (B) Task Force met Dec. 10, 2025. During this meeting, the Task Force:
1. Adopted its Summer National Meeting minutes.

2. Adopted its Oct. 24 and Sept. 4 minutes. During these meetings, the Task Force took the following
action:

A. Adopted a letter to send to the federal Centers for Medicare & Medicaid Services (CMS) and the
Medicare Drug and Health Plan Contract Administration Group (MCAG) regarding issues states
are experiencing with withdrawals from Medicare Advantage plans, provider network changes,
the subsequent process for beneficiaries to request a return to traditional Medicare and Medicare
Supplement Insurance (Medigap) coverage, and the process granting a Special Enrollment Period
(SEP) for beneficiaries impacted.

B. Adopted its 2026 proposed charges.

3. Discussed unfair trade practices in insurance products that are marketed to Idahoans eligible for
Medicare.

4. Discussed long-term care (LTC) riders on life insurance products and variable plans.

5. Heard a presentation from the National Association of Benefits and Insurance Professionals (NABIP)
on Medicare Advantage and Medigap.

6. Heard from NAIC Consumer Representatives about issues the Task Force should consider in the
future.

7. Heard from CMS Medicare Advantage personnel about the CMS proposed 2027 Medicare Advantage
rule.
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Agenda Item #3

Receive a Status Update and Consider Adoption of the Prior Authorization (PA) White Paper
—Commissioner Grace Arnold (MN)



Adopted by the Regulatory Framework (B) Task Force, Dec. 10, 2025

Draft: 12/4/25
Prior Authorization White Paper
Contents
What is prior @UENOFIZAtIONT .....cveiiii ittt et et st et e e s eaeeaseassassansansansansenssnssnssnesnnsnnees 2
How this document can help reGULATOIS ... ..ttt ettt ettt e e e e e eeeeneens 2
The Prior QUTNOIIZAtION PrOCESS ..uivniiniieiiiitiie et ee e te ettt ettt et eenstnstnetnssnssusssssessessessessanstnstnsssssnssnesnssnnees 3
Common treatments and medical services subject to prior authorization..........ccceeeeeiiiiiiiiiiniin e, 3
Prior authorization ISSUE PEISPECTIVES ..iuiiiiiiiiiiiiiii et e et e e e et e ae e eae e eaaneaasneasnaansnenesnasnees 4
The ProVider PEISPECHIVE .......cuiiiiii ettt et et st et e eaeaseassassassansansanssnsensenssnssnnees 4
Administrative bUrden and EXPENSE ...cuuiniiii i e e ee e e e et e e et e e e s eaensasneasnanasnaanees 4
Lack of consiSteNCY and tranSPAIENCY ..cuiviniiiiie it iiee et eie e ee e ee e eae e eteeeeaenseaenseesnsasnsaesnesnsnesnees 5
Technology and communication LMiITatioNs ....iu.ie i i et caseesenseneaneanaens 5
Clinicalvariation and alignment with COVEIrage Criteria....ccciuviiuiiiiiiiiiiiiiiiie e eeeeeeeens 5
The CONSUMIET PEISPECTIVE .......cuniiiiii ittt et et et et et et e et e et et st saestnsanssnsansanasnesnesnasnneen 6
DiSTUPTIONS N CAME ceuiuiiiiii ittt et e te e e teee et ettt sensansansansanstnsanssnssnssnssessessessensensenssnsrnsennenns 6
21 (T o1 o] o W O o F- ] & TP PSPPSR PTPRPINN 6
Adverse and INEQUITADLE OUTCOMES .. iuiiuiiii ittt te e et ere et et eansan st stnsanesnssnssnssassnnsensennes 7
THE AP PEALS PrOCESS tiuuiuiiiiiiii ittt et tetuetuetueeueteetrertnsensensesstnstnssnssnssnssessessessansensensenssnssnssnssnns 7
The INSUIEI PEISPECTIVE ......ouiiiiiiiiiii ettt et et et et et et e et e et st st st st stnsanssnaeneenaenasnneen 8
ALY g AT | (- VPRSPPI PRPRPRE 8
COSt CONTAINMIENT (et et ettt et et s eaae s etaa e eeaasaanssennssenanses 9
Friction with providers and MeMDErS ... e e e e e e s e e s e ees 10
Electronic prior authOriZation (EPA) . ...ttt eesa s e sansensenssassnssassassensansanns 10
EVIAENCE DASE. .. ettt ettt et et et e e e s ea e eaaae 11
20C] (ol g g g =) = [ 0] o] (=T RPN 12
RS ] 21 (= PP PPRR 12
[€70] L lot=] (o |1 TSP PR 12
AdAreSsSSiNg CONTINUITY CONCEIMS . uuiiuiiiiiieie ettt et eteteenetnetuetuaeteensensessensesstnssnssnssnssnssessansensens 15
REAUCING FESPONSE TIMES tuuiiniiniiniiiiiiiieie ettt ettt etetteteetnetnetnetnssessessessessessensenstssssssnssnssnssessansenns 16
Updating technology and SYSTEMIS ....eniiii ittt et et et et et e e e e eaeeaeeansaneenns 18

© 2025 National Association of Insurance Commissioners 1



Ensuring qualifications of health benefit plan reVieWers ... ... oo 19

M PIOVING trANSPAIEINCY cuuivniinienienitnttetueeuetueeueeueeueeeerenrtssessessenstnssusssssessessessessessesstsssnsssssnssnssnssassanns 19

The Federal GOVEINMMENT .......iiuiiiiiiiii it ettt e et et e eba s eana s eaanseaaesens 21
Provider Trade ASSOCIATIONS......iuuiiiiiii ittt et et et et et et ean et eaaseanens 22
American Medical ASSOCIAtION (AMA) .. iu ittt re e et ee et et et st st st etnsansassassassensensansens 22
AMA PA and Utilization Management Reform PrinCiples ... ... 22
AMA MOAEL LEGISLAtION . eneeiiieiie ettt et ettt e e eaeaee st e e e e e e ennennennns 25
American Psychiatric Association Model Legislation........ccueiuiiiiiiiiiiiiiiiiiirie e e e e ee e ens 26
LegiSlative OrganiZationS. ... iu ittt et ete et e et et et et et et et eensaensaensannsennsannsennsennsenneens 27
INAUSTIY Trade ASSO CIatiONS . e ittt re et ettt e ete s st s eaasneananeansnssnsnsansnesnsnssnsneensnns 28
TAKEAWAY S e cteieiiii ittt ettt ettt et et st et e aaauaasaasaastanaantaneanetaetnetnetnetnetnetataetrtanratanennerarnns 29
Take advantage Of data CallS .. ...ttt et et e e e e e e enenneanaeans 29
Incorporating flexibility iN LeZISLation .....uuiiiir i et e e st s es e e easeasenneansannns 29
Build relationships With STate Partners ...t et s e st e eaeaeeaneaneanans 29
[aalolteTaal=T gl e= aTo] ol o] o Yot T To LT PRSP 29
Develop provider and CONSUMEr EAUCATION c...iviiiiiii it iiiriie e ettt e et et etnetneenseansassessensensensansens 30
Create Structure for ENfOrCEMEBNT . ....iinii it eeie et s e tee e een s e e e eenaes 30
APPENDIX—CHART ON STATE PA LAWS AND TYPE PRIOR AUTHORIZATION LAW ......iiiiiiiiieeiiieeeeiinieeeees 31

What is prior authorization?

Prior authorization (PA) is a mechanism used to check that a service, treatment, or medication is covered
by the health plan and is appropriate, medically necessary, safe, and cost effective. It is intended to ensure
safety (e.g., prevent negative drug interactions), reduce utilization of medically unnecessary or ineffective
treatments or services, and contain health care costs. PA is used for a broad range of services, treatments,
and medications. By formalizing in advance, in writing, the insurer’s commitment to covering a health care
service, PA can achieve a favorable balance between costs and benefits for both insurers and their
members. It can also provide needed assurance for consumers and providers prior to the provision of
services. While PA can benefit insurers, providers, and consumers, the process has been criticized for
burdening providers and delaying care for consumers.

How this document can help regulators

In recent years, state legislatures have enacted and updated PA statutes to streamline PA processes to
reduce administrative burdens, support improved patient outcomes, and promote greater transparency in
the PA process. Most proposed legislation focuses on the method by which PA must be requested (e.g., by
phone, fax, or electronic means, such as through an electronic health record (EHR) or an online portal),
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timeframes for plan responses, and “provider gold-carding,” which is a system in which providers can
bypass the PA process given their previous record of consistently providing evidence-based medical care.
This white paper is meant to be a source of information and a roadmap of legislative options related to PA.

This white paper will not elaborate on the growing use of artificial intelligence (Al) in the PA process. The
Innovation, Cybersecurity, and Technology (H) Committee (H Committee) is the more appropriate forum for
a detailed discussion of this topic. The Regulatory Framework (B) Task Force, however, would be
comfortable assisting the H Committee in any of its work to better understand the use of Al in the PA
process in any forthcoming materials.

The prior authorization process

The PA process typically involves several steps, requiring coordination among health care providers, the
patient, and the insurance company.' Those steps typically are:

e Submission: The health care provider submits a PA request to the insurer, detailing the medication,
treatment, or service recommended for the patient.

e Review: The insurer reviews the request, verifies the patient is currently covered with the insurer,
determines if PA applies to the requested medication, treatment, or service, and then evaluates it
against its clinical guidelines and policies.

e Decision: Based on its review, the insurer either approves or partially approves the coverage
request or makes an adverse determination by denying the coverage request, often providing an
explanation.

e Appeals: If the request is not approved, the patient or provider may appeal the adverse
determination through the insurer’s appeal process and provide additional information to support
the necessity of the treatment. Two levels of appeals processes are typically available—internal
and external review.

Common treatments and medical services subject to prior authorization

Services and treatments more likely subject to PA are those that are high-risk, high-cost, or subject to
clinical variation. Examples include:

e High-Cost and Specialty Drugs: Medications that are expensive or require careful monitoring,
such as biologics or oncology drugs.

e Advanced Imaging: Services such as magnetic resonance imaging (MRI), computed tomography
(CT) scans, or positron emission tomography (PET) scans.

e Surgical Procedures: Surgeries that are elective or involve the use of experimental techniques.

" https://www.health.harvard.edu/staying-healthy/prior-authorization-what-is-it-when-might-you-need-it-and-how-
do-you-get-it.
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e Durable Medical Equipment: Items like wheelchairs or hospital beds.

e Mental Health and Substance Use Disorder Services: More intensive services and some
medications for treating these conditions.

Prior authorization issue perspectives

To completely understand the PA process, one must contemplate three perspectives: the provider, the
consumer, and the insurer. The three perspectives presented in this section reflect the information the Task
Force heard in presentations, documents, and surveys as it was drafting this white paper. The Task Force’s
intent in including these perspectives is to capture the conversations state regulators may be called upon
to engage in as they work to reform the PA process.

The provider perspective

Administrative burden and expense

Prior authorization seemingly imposes substantial administrative burdens, costs, and inefficiencies on
providers. According to a recent American Medical Association (AMA) online survey of one thousand
(1,000) physicians 2, physicians or their staff spend 13 hours per week requesting PAs. Health care
providers must employ and maintain knowledgeable staff who can help monitor the PA process. According
to the same AMA survey?, 40% of participating physicians have staff who work exclusively on PAs.
Providers’ EHRs do not always integrate with insurer systems, requiring provider staff to manually enter
data into these systems or use antiquated technology, such as fax machines, and phones to transmit
sensitive information. Furthermore, incorrect or missing patient demographic and insurance information
can delay PA or result in unexplained denials.

In some cases, health insurers require PA to be completed at defined intervals during a course of
treatment. This may take the form of step therapy, which is the process by which an insurer requires the use
of a particular treatment first, and only upon failure will a preferred or prescribed treatment be approved, or
requirements for regular authorizations to monitor treatment progress and efficacy. Navigating these PA
requirements during ongoing treatment of a patient burdens a provider with additional administrative tasks.

Some pharmacists have expressed concern over the added burden and processing time that can result
when the PA determination is not completed by the prescriber or their staff before the prescription order is
transmitted to the pharmacy (prospective) but is instead completed after it has been received at the
pharmacy from the provider, submitted to the carrier for coverage and then returned to the provider for the
authorization process to be completed (retrospective). The acceleration in the availability and use of
electronic PA systems by prescribers could result in more prospective and fewer retrospective prior
authorization determinations.

Additionally, treating physicians sometimes encounter health plan reviewers who have no experience
treating the patient’s condition, who are not in the same specialty, or who are not physicians at all. This

2 https://www.ama-assn.org/system/files/prior-authorization-survey.pdf Id.
1d.
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results in significant and unnecessary time spent attempting to justify a course of treatment to an
inexperienced health plan representative and the potential for an inappropriate denial due to reviewer’s
lack of experience.

Lack of consistency and transparency

Definitions of medical necessity for a particular service differ among insurers, and some insurers define
medical necessity without providing the clinical criteria necessary for a provider to determine if the health
care service being requested meets the medical necessity threshold. Providers may need to work more
closely with insurers to determine what will be approved for each patient’s plan and potentially researching
alternative treatments that may not be as effective as the provider’s preferred treatment. Furthermore,
requiring a provider to navigate differences in medical necessity criteria during an ongoing course of
treatment highlights the disruption that can be caused due to PA processes.

Some providers report that denial letters do not always include detailed clinical reasoning or guidance on
how to successfully submit an appeal. This can create confusion for providers who are trying to understand
the rationale behind the determination and decide on next steps. Some health care providers completely
avoid the PA process by not accepting insurance.

Technology and communication limitations

Health care providers sometimes find the technologies (including software, web portals, fax machines,
and phone) used to facilitate the PA process between the insurer and the provider are cumbersome and
costly to implement.

Moreover, some providers report significant delays or denials resulting from an insurer not updating its
utilization management processes or communicating changes to processes or codes. Though some
insurer portals make it easy to look up required PA information by simply inputting a procedure’s current
procedural terminology code, other insurers use manual processes that create inefficiencies when a
provider is required to contact them. Many provider organizations, particularly smaller or independent
practices, face challenges in adopting or maintaining EHR systems that are fully interoperable with insurer
platforms. As a result, even where modern digital PA tools are available, provider staff may still need to
manually enter information, make phone calls, or document communications via fax to complete the PA
process.

Health care providers report that when they are required to contact a health benefit plan by phone, staff
experience long hold times and need to create documentation of their communications by phone or fax in
case such information is later needed to prove contact was made.

Clinical variation and alignment with coverage criteria

In addition to determining whether a requested service is recommended according to research-based
evidence, insurers also consider whether the service is the most cost-effective way to treat a patient.
Clinical standards used by providers focus on delivering efficient and effective care depending on a
patient’s particular needs but may not always align with plan coverages or account for cost considerations.
As a result, there may be times that a provider’s preferred treatment differs from what is initially approved
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for coverage. Rather than treating a patient with what the health care provider considers to be the most
appropriate treatment using their knowledge of clinical standards of care, a health care provider that
receives an adverse determination for a PA request must choose whether to appeal and possibly further
delay treatment or prescribe a different therapy that is covered by the patient’s insurer.

The consumer perspective

While PA processes are well-meaning for the health care system and are intended to help control costs and
avoid unnecessary utilization of health care services, the consumer experience can be affected by
inefficiency, care disruption, and adverse outcomes.

Disruptions in care

According to a KFF survey, approximately six in 10 insured adults are not able to use their insurance without
experiencing a problem.* Of those insured adults that report having an issue with using their insurance,
16% reported experiencing problems specifically with PA processes.® Additionally, a KFF analysis of CMS’
2023 Transparency in Coverage data demonstrated that lack of prior authorization or appropriate referral
accounted for 9% — more than six million - of in-network claim denials. Separately, a self-reporting
physician survey conducted by the AMA in 2024, found that 93% of participating physicians reported that
PA leads to patients experiencing delays in care that they would not have otherwise experienced.®
Moreover, 82% of the physicians in the same survey reported that PA processes can lead patients to
abandon treatment.’

Beyond driving individuals away from engaging with their providers, PA processes may also discourage
individuals from seeking long-term treatment that may require multiple interactions with PA processes with
different health care providers, different health insurers, or both. When health insurers require PA to be
completed at defined intervals during ongoing treatment, patients can experience undue stress and
disruptions to their treatment and recovery.

Effect on Costs

Studies have shown that commercial premiums could significantly increase if PA were to be eliminated.®
However, PA processes may lead to delays or disruptions in care, which can lead patients to seek more
expensive forms of care or forego treatment. Both options may lead to increased overall costs. For
example, rather than scheduled treatment, there may be an increase in emergency room visits and
otherwise preventable healthcare utilization.

4 https://www.kff.org/affordable-care-act/issue-brief/consumer-problems-with-prior-authorization-evidence-from-
kff-survey/

51d.

8 https://www.ama-assn.org/system/files/prior-authorization-survey.pdf.

71d.

8 For example: https://edge.sitecorecloud.io/millimaninc5660-milliman6442-prod27d5-
0001/media/Milliman/PDFs/2023-Articles/8-18-23_BCBSA-Prior-Authorization-Impact.pdf.
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For those consumers who do seek care in an emergency room setting, they will incur significant out-of-
pocket costs that may otherwise be avoided by seeking care in non-emergency room settings.® For
example, one study found that an insured spends $646 out-of-pocket on average for an emergency room
visit.'°

Adverse and inequitable outcomes

Within the overall insured population, certain groups of people experience a disproportionate share of PA
problems. For example, 31% of adults who use more health care services (defined as having more than 10
doctor visits a year) experience difficulties navigating PA processes." About a quarter (26%) of individuals
with mental health conditions who sought treatment or a prescription experienced problems or delays as a
result of their difficulties navigating PA processes.'? Seeking medical care can be stressful, complicated,
and expensive, and adding the burden of PA processes can be harmful. Among individuals who reported
problems with PA processes, they were twice as likely (than individuals who did not report experiencing
issues with PA processes) to report that their health declined as a result (26% v. 11%, respectively).’

The appeals process

It is important to note that most PA requests are approved. Additionally, AHIP’s survey of their members
reported similar numbers in the commercial market with approval rates for prescription medications at
90% and medical services at 97%."

Despite the large percentage of coverage authorizations, many requests are still denied. In the event of a
PA denial, there are mechanisms to appeal. The appeal process allows for the exchange of additional
clinical information and further evaluation of the appropriateness of the requested treatment. These
processes are often complicated, burdensome, difficult to access, and may discourage consumers who
receive a denial from appealing.

The following statistics are not specific to coverage denials related to prior authorization, but they illustrate
the relatively low number of appeals in relation to denied claims. In Pennsylvania, for example, of the
2,135,041 claims denied by qualified health plans (QHPs) in the state’s individual health insurance market,
just 3,156 internal appeals were filed. Of those internal appeals, nearly half (48%) were overturned in favor
of providing coverage for the requested service.' The pattern is repeated at the national level. QHPs
offering individual health insurance coverage through the Federally Facilitated Exchange (FFE) in 2022
denied 69,315,868 claims. While the total number of denied claims does not account for claims that were,
for example, ultimately paid before an appeal was filed, the numbers still demonstrate that a very small

% https://www.healthsystemtracker.org/brief/emergency-department-visits-exceed-affordability-thresholds-for-many-
consumers-with-private-insurance/#Total%20and%200ut-Of-
Pocket%20Costs%20for%20Emergency%20Department%20Visits,%202019

01d.

" https://www.kff.org/affordable-care-act/issue-brief/consumer-problems-with-prior-authorization-evidence-from-
kff-survey/

21d.

8d.

14 https://ahiporg-production.s3.amazonaws.com/documents/AHIP-Commercial-PA-survey-infographic_6.27.25.pdf
15 https://www.pa.gov/content/dam/copapwp-pagov/en/insurance/documents/posted-filings-reports-orders/posted-
reports/aca-plan-transparency-reports/transparency-coverage-report-aca-health-plans-2024.pdf
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https://www.pa.gov/content/dam/copapwp-pagov/en/insurance/documents/posted-filings-reports-orders/posted-reports/aca-plan-transparency-reports/transparency-coverage-report-aca-health-plans-2024.pdf
https://www.pa.gov/content/dam/copapwp-pagov/en/insurance/documents/posted-filings-reports-orders/posted-reports/aca-plan-transparency-reports/transparency-coverage-report-aca-health-plans-2024.pdf

percentage of denials are appealed, and 42% of the appeals filed were overturned.’® Increased
transparency and streamlined functionality of the appeals process will help ensure fair and comprehensive
claim adjudication.

The insurer perspective

From the insurer perspective, the primary goals of PA include:

e Directing patients toward medically necessary and appropriate treatments for patients to improve
the quality of care;

e Preventing excessive, unnecessary, harmful or fraudulent health care utilization; and

e Containing costs and ensuring health care dollars are used effectively.

Patient Safety

Prior authorization can support patient safety by helping ensure that care decisions are based on clinical
evidence and tailored to individual needs. PA can prevent harmful activity by providers in some instances,
such as providing inappropriate cancer treatments to patients who may not even suffer from cancer."”
Other examples cited may include overuse of opioids, antipsychotic medications in children, and high-risk
medications for elderly patients.

PA can also help ensure patients receive a safe and appropriate level of care. For example, performing
unnecessary imaging tests can have negative impacts, including false positives,'® exposure to unnecessary
radiation, and higher out-of-pocket costs. "

Additionally, PA can help ensure that patients get care that is aligned with the latest evidence. For example,
one study suggests that nearly 4 in 10 patients do not receive care that meets the latest medical evidence,
which can negatively impact outcomes and may endanger patient safety.?

It is difficult to determine how frequently these forms of consumer harm are prevented by PA, but there is
no reason to doubt that such harms are a legitimate concern.

% 1d.

7 Examples: https://www.propublica.org/article/anthony-olson-thomas-weiner-montana-st-peters-hospital-
leukemia; https://www.thelundreport.org/content/tenth-lawsuit-claims-oregon-labs-testing-caused-women-harm-
unneeded-chemotherapy

8 Ganguli I, Simpkin AL, Lupo C, etal. Cascades of care after incidental findings in a US national survey of
physicians. JAMA Netw Open. 2019;2(10):e1913325. doi:10.1001/jamanetworkopen.2019.13325

9 Rosenkrantz AB, Sadigh G, Carlos RC, Silva E 3rd, Duszak R Jr. Out-of-Pocket Costs for Advanced Imaging Across the
US Private Insurance Marketplace. J Am Coll Radiol. 2018 Apr;15(4):607-614.e1. doi: 10.1016/j.jacr.2017.12.010. Epub
2018 Feb 22. PMID: 29477290.

20 Duyff, J., Cullen, L., Hanrahan, K. et al. Determinants of an evidence-based practice environment: an interpretive
description. Implement Sci Commun 1, 85 (2020).
https://implementationsciencecomms.biomedcentral.com/articles/10.1186/s43058-020-00070-0
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Cost containment

One purpose of PAis to prevent the use of low-value health care services, generating savings for insurers,
plan sponsors and members without compromising quality of care.?’ While the research on the value
proposition of health care services may be clear in some cases, it may be evolving or disputed in others,
especially for newer modes of treatment that may lack a large evidence base. This can lead to disputes,
appeals and complaints to regulators.

On behalf of the Blue Cross Blue Shield Association (BCBSA), the actuarial firm Milliman conducted an
analysis of claims data to determine the impact to commercial premiums nationally if prior authorization
was eliminated across all medical and pharmacy services.?? The study determined that eliminating PA for
all services would result in a premium increase of almost $30 PMPM; even eliminating PA for a narrow
scope of services would lead to a premium increase of over $20 PMPM. Across the entire commercial
market, Milliman calculates that premium increases could total between $43B and $63B annually. Milliman
also notes cost-sharing would increase with the elimination of PA.

The same Milliman study found that PA encourages performance improvement, because providersin a
program know they are being evaluated against evidence-based clinical criteria. In an independent study,
Milliman estimated that eliminating this effect by restricting the use of PA may result in premium increases
of 5.6% - 16.7% for plans in Massachusetts.?

Suggestive evidence of the cost containment impact of PA is also available through a variety of public
sector programs.

When South Carolina’s Medicaid program eliminated PA for rehabilitative behavioral health services in
2014, costs for those services reportedly jumped from $300,000 to $2 million per week, leading to a $54
million budget shortfall and an eventual reinstatement of PA requirements.?* Similarly, researchers have
found that in Medicare Part D, PA restrictions reduced spending on drugs by $96 per beneficiary-year (3.6%
of drug spending), while only generating about $10 in paperwork costs.?

The Centers for Medicare & Medicaid Services (CMS) recently announced an Innovation Center model, the
Wasteful and Inappropriate Service Reduction (WISeR) Model, for patients and providers in Original
Medicare.? The model will test technology-enabled PA and pre-payment review to expedite and improve
the review process for a pre-selected set of services that are vulnerable to fraud, waste and abuse. CMS

21 One often-cited source is the Low-Value Care Task Force at VBID Health: https://vbidhealth.com/low-value-care-
task-force/

22 “potential Impacts on Commercial Costs and Premiums Related to the Elimination of Prior Authorization
Requirements,” March 30, 2023. Available at https://edge.sitecorecloud.io/millimaninc5660-milliman6442-prod27d5-
0001/media/Milliman/PDFs/2023-Articles/8-18-23_BCBSA-Prior-Authorization-Impact.pdf

2 “potential impacts on costs and premiums related to the elimination of prior authorization requirements in
Massachusetts,” October 10, 2023. Available at https://www.milliman.com/en/insight/potential-impacts-costs-
premiums-elimination-prior-authorization-massachusetts

2 https://kffhealthnews.org/news/article/prior-authorization-insurer-denials-patients-run-out-of-options/

2 7arek C. Brot-Goldberg, Samantha Burn, Timothy Layton & Boris Vabson, “Rationing Medicine Through Bureaucracy:
Authorization Restrictions in Medicare,” January 2023. Available at https://www.nber.org/papers/w30878

28 https://www.cms.gov/priorities/innovation/innovation-models/wiser
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describes the goals as helping patients avoid unnecessary or inappropriate care, lowering costs and easing
administrative burden on providers.

The potential cost containment benefits of PA may be particularly important for health insurers in the
context of the Affordable Care Act’s (ACA) insurance reforms. Core ACA provisions such as guaranteed
issue, community rating and prohibitions on pre-existing condition exclusions provide important consumer
protections but also leave insurers on the hook for higher health care costs. In this context, PA represents
one of the few tools remaining for insurers to contain costs, which in turn can help keep premiums and out-
of-pocket costs in check.

For context, however, it is important to note that an industry survey reported that insurers across all lines of
business do not base their PA programs on cost alone?’.

Friction with providers and members

For insurers, the benefits of PA must be weighed against the administrative costs and burdens of
administering a PA program and the friction and conflict that can arise with health care providers and
members. This friction results from issues including administrative burden on providers and members,
potential reductions in provider time available for patient care, provider resentment at being second-
guessed, patient frustration with delays, and poorer quality outcomes due to delayed or abandoned care.
These frictions are explored in detail in other sections of the white paper, but it is important to note that
they may generate costs and burdens for insurers as well as other PA stakeholders.

Electronic prior authorization (ePA)

Health insurers have been broadly supportive of moving away from manual and “paper” processes for PA
and toward more uniform electronic submission standards. For example, insurers supported federal
adoption of the CMS Interoperability and PA final rule in 2024, which is discussed in more detail in the
Federal Government section.?® This rule was followed by a complementary health information technology
certification rule published on Aug. 4, 2025. Insurer advocates have typically recommended that state
activity in this area should focus on aligning state requirements for insurers with these federal rules, and
that states should consider proactively implementing requirements for health care providers to use
electronic processes.? An initiative by insurers covering more than 50 million Americans found that
implementing ePA led to faster time to patient care, faster times to decisions, and improved information for
providers.® Despite this, an AHIP survey of member plans reports that manually submitted PA requests still
account for nearly half of all PA requests.*

In June 2025, nearly 60 national and regional health plans, representing 257 million lives, announced a
series of new voluntary commitments aimed at simplifying and improving the PA process.* Through these
commitments, participating health plans support increasing the use of ePA through the development of

27 https://ahiporg-production.s3.amazonaws.com/documents/AHIP-Commercial-PA-survey-infographic_6.27.25.pdf
28 https://www.ahip.org/news/press-releases/ahip-statement-on-the-cms-interoperability-and-prior-authorization-
final-rule

2 https://www.ahip.org/resources/impact-of-federal-prior-authorization-requirements-on-states

30 https://www.ahip.org/resources/impact-of-federal-prior-authorization-requirements-on-states

31 https://ahiporg-production.s3.amazonaws.com/documents/AHIP-Commercial-PA-survey-infographic_6.27.25.pdf
32 https://www.bcbs.com/news-and-insights/article/right-care-right-place-right-time
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standardized data and submission requirements that will support faster turn-around times. Participating
health plans committed that as of Jan. 1, 2027, 80% of medical ePA approvals with complete information
will be processed in near real-time.

Many health plans are already moving towards a one-system solution across all product lines both public
and private because it is expected to be easier to update their systems simultaneously and use for all
product lines instead of managing multiple integrations and processes.

Several states are moving forward with implementation of a unified approach across both public and
private commercial health insurance markets by extending the federal electronic PA requirements and
standards for medical items and services to the private commercial market. Examples include Virginia,
Alaska®, California, Tennessee, Utah, and Washington®-.

Given the immense use of resources consumed by the PA process, some entrepreneurs have created
businesses that exist solely to facilitate PA electronic communication between health care providers and
health benefit plans.

Selective use, gold carding, and other streamlining initiatives

Health plans have implemented a number of modifications to streamline the PA process and reduce the
burden of PA for certain subsets of providers and patients. Gold carding is one such initiative that involves a
process by which a high performing health care provider may qualify for an exemption from an insurer’s PA
requirements.*® Other approaches to streamlining the PA process include removing some services and
drugs from PA requirements, reducing or waiving PA for patients undergoing active treatment, and reducing
or waiving PA requirements for providers in value-based contracts.*

Some health insurers have opposed statutory or regulatory mandates in this area, preferring to be
permitted the flexibility to explore a range of options to strike a favorable balance between administrative
simplification, patient protection and cost containment.

Evidence base

One of the key purposes of PA is to ensure that covered services are evidence-based and effective. In light
of concerns from some physicians, advocates and policymakers about the evidence base used in PA,* it is
important to clarify the current practices and requirements in this area.

Health plans collect and assess medical evidence for the specific populations they serve. PA programs are
typically based on guidelines from medical societies like the American College of Cardiology and the

33 Alaska Statute 21.07.150 Prior authorization programming interface.

34 https://app.leg.wa.gov/rcw/default.aspx?cite=48.43.830.

3 See e.g., https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/arc-public/prior-
authorization-consensus-statement.pdf

%6 https://ahiporg-production.s3.amazonaws.com/documents/AHIP-Commercial-PA-survey-infographic_6.27.25.pdf
%7 For example, Congress has considered legislation that would push Medicare Advantage issuers to consult with
health care providers on evidence-based best practices for prior authorization:
https://delbene.house.gov/news/documentsingle.aspx?Document|D=3221
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American College of Radiology, as well as scientific evidence from recently published, peer-reviewed
medical literature. Practicing community physicians and subject matter experts at leading academic
institutions may also contribute to the development of clinical guidelines.

Health plans subject to accreditation typically undergo rigorous reviews of insurers’ clinical guidelines. In
addition, guidelines must also meet state and federal laws and Center for Medicare & Medicaid Services
(CMS) requirements where applicable. Many state laws require guidelines to be evidence-based and
updated annually. In addition, PA denials are typically subject to appeal and external review requirements
that provide the opportunity for an independent check on practices not aligned with clinical evidence.

Itis also important to note that questions about the value proposition of particular health care services
may not be entirely resolvable by clinical evidence. For example, there may be cases where two therapies
offer comparable clinical outcomes but differ significantly in cost or other factors relevant to patient
experience, such as comfort, convenience or aesthetic considerations.®

Accreditation Standards for PA

The majority of states utilize accreditation entities such as the National Committee on Quality Assurance
(NCQA) or URAC to ascertain that insurers are meeting a state’s regulatory requirements. These
accreditation bodies review an insurer’s utilization management program, including prior authorization
requirements. Accreditation standards typically address areas such as the clinical criteria used for
decisions, regular review and availability of the criteria, practitioner involvement, qualifications of health
professionals making PA decisions, and timeframes for decisions, among other areas. Accreditation
standards are updated regularly. For example, many of these standards are in the process of being updated
to align with the new federal requirements mentioned in this white paper.

Reform examples

States

Gold carding

There are several ways state laws have sought to reduce the level of PA, including limitations or exemptions
for PA for certain services and gold carding.

“Gold carding” describes a process by which a health care provider may qualify for an exemption from
some or all a health insurer’s PA requirements. A provider who has qualified for a gold card for a particular
health care service will not be required to obtain PA before performing that service. Once implemented,
these programs are intended to simplify health care for consumers, providers, and insurers.

Under state-mandated gold carding programs, a health insurer is required to evaluate a health care
provider’s history of requesting PA for a particular health care service to determine whether the provider
qualifies for an exemption from PA for that particular service. The insurer examines plan data to determine

38 Potential examples could include proton beam therapy for cancer treatment or autologous breast reconstruction
following mastectomy.
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the number of times the provider’s request for a particular service was approved. If the percentage of
approved requests meets the threshold rate mandated by the state, the insurer will be required to issue the
provider a gold card exemption for that service. State-level gold carding laws are relatively new, and their
long-term impacts remain uncertain. While these laws are intended to reduce administrative burden by
exempting providers from certain PA requirements, research has shown that they may also increase service
utilization and place upward pressure on health care costs.*® In some cases, the thresholds for exemption
are set low, which can pose risks to patient safety. Additionally, some laws limit an insurer’s ability to
review or revoke a provider’s gold card status except on an infrequent basis, such as once every 12 months.
This restricted oversight can delay timely intervention when concerns arise. At the same time, some
insurers have begun developing their own gold carding initiatives, which may allow for more flexibility,
service-specific targeting, and closer monitoring.

A gold card is insurer-specific such that a health care provider may meet the standard for obtaining a gold
card from some insurers but not others, except in instances where a state has mandated broad-based
gold-carding requirements. Even if a provider has been granted a gold card for a particular service, if an
insurer determines that a service provided by the provider holding a gold card exemption for that service
was not medically necessary or otherwise fails to meet plan eligibility standards, the insurer may still
decline to cover the service.

Arkansas

Arkansas includes PA for prescription drugs its gold card program requirement. Insurers in Arkansas
examine a health care provider’s history of all PAs requested for all health care services, which Arkansas
defines to include prescription drugs.*’ A health care provider’s gold card exemption privilege extends to
any health care service for which they received approval of the PA request at least 90% of the time within a
six-month evaluation period.*' An insurer may rescind a health care provider’s exemption if the provider
performs five or fewer of the health care service for which they obtained an exemption.*

Arkansas has also established a process that allows an insurer to continue requiring PA for a particular
drug if the insurer obtains approval from the state’s boards of pharmacy and medicine to continue requiring
PA.*When an insurer receives approval to continue requiring PA for a particular drug, the approval is good
for two years, and the insurer may continue requiring PAs for that drug from all health care providers,
regardless of any gold card exemption privilege a health care provider would have otherwise had.

Texas

In 2022, Texas enacted House Bill 3459, known as the Texas Gold Act**. This Act was amended in 2025 with
the passage of House Bill 3812.%* House Bill 3812: 1) extended the length of gold cards from six months to
one year; 2) included claims from products not regulated by the Texas Department of Insurance (TDI) in
gold card evaluations; and 3) placed restrictions on administrative licenses only for the physician in charge

3 https://legislature.vermont.gov/assets/Legislative-Reports/Blue-Cross-VT-Provider-Passport-Program-Report-01-
15-2023.pdf.

40 Ark. Code Ann. § 23-99-1103(10)(A).

41 Ark. Code Ann. § 23-99-1120(a).

42 Ark. Code Ann. § 23-99-1122(a)(3).

43 Ark. Code Ann. § 23-99-1128(b).

4 https://legiscan.com/TX/text/HB3459/2021.

45 Texas House Bill 3812 https://legiscan.com/TX/text/HB3812/id/3247239
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of all utilization management for a health plan and physicians making recissions. The law became effective
on Sept. 1, 2025.

Under these laws, physicians and providers can be exempted from PA requirements for certain health care
services if they maintain an approval rate of at least 90% over a recent one-year period - for those services.
When evaluating a physician or provider for this exemption, an insurer must consider all PA requests
submitted by that physician or provider across all health insurance policies and health benefit plans issued
by the insurer, not just those that allow for gold carding.

Itis important to note that these laws do not apply to patients insured by Medicaid or Children’s Health
Insurance Program (CHIP). The TDI oversees the implementation of this law.

A provider or physician in Texas qualifies for an exemption once they have: 1) submitted five or more eligible
PA requests for the particular health care service in the most recent evaluation period; and 2) at least 90%
of the eligible PA requests for a particular service were approved. “¢

The physician or provider is not required to request an exemption. It is the responsibility of the insurer to
notify physicians and providers that they have been granted or denied a PA exemption for those health care
services for which the minimum threshold has been satisfied.

Under the law, the notice granting exemptions must contain a plain language explanation of the effect of
the PA exemption and any claim coding guidance to properly document the exemption. Exemptions must
remain in place for at least 12 months before being rescinded.

West Virginia

An updated West Virginia statute lowered the requirements to qualify for a gold card program®’. This allows
a health care provider to earn exemption from PA requirements based on the provider’s track record of
previous PA approvals and the frequency with which the provider performs the procedure. If a health care
provider has performed an average of 30 procedures per year and has received a 90% final prior approval
rating in a six-month period, the health insurer may not require a PA for at least the next six-month period,
or longer if the insurer allows. The state legislature clarified in 2025 that prescription drugs and related
authorizations are exempted from the gold card program.

Wyoming

The Wyoming legislature passed legislation regarding provider exemptions from PA requirements (gold
carding).”® The law will go into effect January 2026. The legislation establishes guidelines for a provider to
be exempted from completing PAs for health care services that have been authorized 90% of the time in the
preceding 12 months. The provider must have submitted no fewer than five PAs for the procedure during
that time. The insurer can review the exemption every twelve months, but they may establish a longer
exemption period. In addition, an exemption cannot be revoked before twelve months have passed.

46 Texas Administrative Code https://texas-sos.appianportalsgov.com/rules-and-
meetings?$locale=en_US&interface=VIEW_TAC_SUMMARY&recordld=209986 and Texas Insurance Code Title 14, Ch.
4201 https://statutes.capitol.texas.gov/Docs/IN/htm/IN.4201.htm#4201.653

47 https://www.wvinsurance.gov/Portals/0/pdf/pol_leg/rules/ins/IB%2021-08%20Electronic%20PA%20(1).pdf.

48 \Wyo. Stat. Ann. § 26-55-112
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Providers are not required to apply for an exemption. The insurer or contacted utilization review entity shall
provide a health care provider with: 1) a statement that notifies the health care provider that the provider
qualifies for the exemption; 2) a list of services for which the exemption applies; and 3) a statement of the
12-month duration. A health care provider may appeal a health insurer’s or contract utilization review
entity’s decision to deny an exemption.

Addressing continuity concerns

District of Columbia

The District of Columbia“® requires a PA to be valid for at least one year or for the course of the treatment,
including any dosage changes.*®

Illinois

Ilinois also requires health insurers to honor an approved PA for the first 90 days of a health insurance
consumer’s coverage under a new health insurance policy. Illinois also prohibits concurrent review and
post-service utilization review for certain services for which PA has been prohibited, which is important to
ensure PA is not shifted to another manner of utilization management or cost-shifting to patients.®

New Hampshire

Starting Jan. 1, 2025, under New Hampshire’s PA law, an approved PA cannot be revoked, limited,
conditioned, or restricted for 60 business days.*

New Mexico

In New Mexico, health insurers are prohibited from rescinding or modifying prior authorizations for mental
health or substance use disorder services once care has been rendered in good faith based on a medical
necessity determination, except in cases of fraud or violations of the provider’s contract. NMSA 1978,
Section 59A-22B-6. Insurers also may not require prior authorization or referrals for urgent behavioral
health services, including acute care, acute episodes of chronic conditions, or initial in-network treatment.
NMSA 1978, 59A-22B-7(A). For ongoing or additional services, prior authorization decisions must be made
in consultation with the patient’s provider. NMSA 1978, 59A-22B-7(B).

Additionally, New Mexico law prohibits prior authorization and step therapy requirements for FDA-approved
medications prescribed to treat autoimmune disorders, cancer, substance use disorders, or rare diseases,
provided a medical necessity determination is made by a healthcare professionalin the same or similar
specialty. NMSA 1978, Section 59A-22B-8(A). A “rare disease or condition” is defined as one affecting
fewer than 200,000 individuals in the United States. NMSA 1978, Section 59A-22B-2(Q).

4 https://code.dccouncil.gov/us/dc/council/laws/25-100.

%0 https://www.ama-assn.org/practice-management/prior-authorization/fixing-prior-auth-we-must-ensure-continuity-
care#:~:text=Georgia%2C%20Kentucky%2C%20Louisiana%2C%20Michigan,hemophilia%200r%20Von%20Willebra
nd%20disease.

51 https://www.ilga.gov/documents/legislation/103/HB/10300HB5395enr.htm

52 RSA 420-J:6.
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Oklahoma

House Bill 3190°% specifies that PAs are valid for at least 45 days, or for six months in the case of chronic
conditions, creating a more predictable and less disruptive process for patients. A health plan cannot
revoke, limit, condition, or restrict PA if care is provided within 45 business days from when the health care
provider received the PA, unless the enrollee was no longer eligible for care on that day.

Tennessee

Tennessee passed a law®* that took effect in 2025 that requires health insurers to honor an approved PA for
the first 90 days of a health insurance consumer’s coverage under a new health insurance policy.

Texas

In Texas, a health insurer is not permitted to require more than one annual PA for a prescription drug for
certain conditions.

Wyoming

The Wyoming Insurance Code, titled Ensuring Transparency in PA Act was passed in 2024%° and addresses
continuity of care and step therapy. If an individual changes health care coverage and has an approved PA
with their prior insurer, and the health care service is a covered benefit under the new plan, the new insurer
must honor the PA for at least 90 days.

In addition, insurers cannot require a consumer to repeat a step therapy protocol if that enrollee, while
under their current or previous health benefit plan, used the prescription drug required by the step therapy
protocol, or another prescription drug in the same pharmacologic class.

Reducing response times

Michigan

Michigan’s PA law®® requires a review period of 72 hours for urgent PA requests, or within 72 hours of
receiving additional information, if necessary. For non-urgent requests, insurers must act within 7 calendar
days of submission or within 7 calendar days of receiving additional information. If an insurer fails to act
within these timeframes, the prior authorization is automatically granted. Approved prior authorizations are
valid for a minimum of 60 days or for the clinically appropriate duration, whichever is longer.

New Hampshire

Beginning Jan. 1, 2025, New Hampshire’s PA law requires all PA requests to be processed within 7 calendar
days if submitted electronically and 14 calendar days if submitted non-electronically. Urgent requests
must be processed within 72 hours. If the health insurer does not notify the covered person and their
provider within these time limits, the PA request will be considered approved.®’

53 Oklahoma HB 3190 https://www.oklegislature.gov/Billlnfo.aspx?Bill=hb%203190&Session=2400.
54 https://legiscan.com/TN/text/HB0885/2023.

5% Wyo. Stat. Ann. 88 26-55-101 through -113

%6 Michigan PA 60 of 2022 (MCL 500.2212¢)

57 NH RSA 420-J:6.
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Oklahoma

House Bill 3190°%, which took effect on Jan. 1, 2025, requires utilization review entities to respond more
promptly to PA requests. After a utilization review entity has obtained all necessary information to make a
decision, the entity must respond within 72 hours for urgent requests and within seven days for non-urgent
requests.

Texas

According to TDI, commercial insurers have two business days to approve a PA request after receiving all
necessary information. Life-threatening conditions require a response within one hour and concurrent care
within 24 hours.

Washington

Washington has implemented shorter turnaround times for PA approvals®, ranging from one to five
calendar days, aiming for timely patient access to care. The required turnaround times differ depending on
how the request is submitted to the carrier (non-electronic versus electronic) and whether the request is
urgent. For ePA requests, carriers must make a decision and notify the provider and facility of the decision
within three calendar days for a standard request and within one calendar day for an urgent request.
Turnaround times are a little longer for non-electronic requests - within five calendar days for a standard
request and two calendar days for an urgent request.

West Virginia

West Virginia statute allows for a bundled request per episode of care®. An episode of care is defined as a
medical condition or specific illness. For non-Llife threatening or routine medical conditions, the health
insurer must respond within five business days from the date the PA was received. For life threatening or
non-routine medical conditions, the insurer must respond within two business days. Incomplete PAs must
be corrected within two business days by the provider from the date of receipt of the insurer. The health
care provider shall provide the requested information within three business days from the date of the
returned request, and the health insurer shall render a determination within two business days after the
receipt of the requested information.

Wyoming

Wyoming’s Ensuring Transparency in PA Act relied heavily on the American Medical Association (AMA)
model legislation and established response times for PA requests.®' PA response times for non-emergent
responses are to be within five calendar days of obtaining all necessary information to complete the review.
Urgent authorizations must be completed within 72 hours of obtaining all necessary information. Health
insurers and contracted utilization review entities shall not require PA for medications used for opioid use
disorder. In addition, a health insurer or contracted utilization review entity shall not require PA for
rehabilitative or habilitative services including, but not limited to, physical therapy service or occupations
therapy services for the first 12 visits for each new episode of care.

%8 Oklahoma HB 3190 https://www.oklegislature.gov/Billinfo.aspx?Bill=hb%203190&Session=2400

% Washington RCW 48.43.830 https://app.leg.wa.gov/rcw/default.aspx?cite=48.43.830

80 https://www.wvinsurance.gov/Portals/0/pdf/pol_leg/rules/ins/IB%2021-08%20Electronic%20PA%20(1).pdf
81 Wyo. Stat. Ann. 88 26-55-101 through -113
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Updating technology and systems

New Hampshire

Starting Jan. 1, 2025, New Hampshire’s PA laws incentivize electronic submissions by applying shorter
processing timeframes for requests submitted electronically. Additionally, it permits providers to initiate
peer-to-peer review before a determination is made.®?

Texas

In 2014, Texas mandated standardized PA request forms for health care services and prescription drug
benefits.®® The regulation, which took effect on Sept. 1, 2015, established an advisory committee tasked
with updating the forms every two years. Its primary goal was to streamline the PA process, making it more
efficient and transparent for both providers and patients. The forms must be provided in both paper and
electronic formats and made accessible on health plan websites. Medicaid and CHIP are required to
accept these forms.

Washington

Washington state's PA legislation differs from other states by prioritizing the use of EHR and interoperable
systems, requiring automatic decisioning of some requests, and setting faster turnaround times for PA
approvals. It also requires insurers to include PA data in their annual report to the Office of the Insurance
Commissioner (OIC).

With the passage of Engrossed Second Substitute House Bill (ESSHB)1357% in 2023, each carrier is
required to build and maintain a PA application programming interface (API) that automates the process for
in-network providers to determine whether a PA is required for health care services, identify PA information
and documentation requirements, and facilitate the exchange of PA requests and determinations from its
EHR or practice management system by January 1, 2025. Carriers would also be required to automate the
process to determine whether a PA is required for durable medical equipment or a health care service,
streamlining the process. The API requirements were modified by Substitute House Bill (SHB) 1706%° in
2025 to align the APl requirements codified in Washington’s RCW with the guidance and timelines in the
CMS Interoperability and PA Final Rule®®.

West Virginia
During the 2024 Legislative Session, West Virginia updated its PA laws®’ to require a health insurer to
submit requests with any related communication via an electronic portal.

62 RSA 420-J:6.

53 see 28 Tex. Admin. Code § 19.1810

84 Washington ESSHB 1357 https://lawfilesext.leg.wa.gov/biennium/2023-24/Pdf/Bills/Session%20Laws/House/1357-
S2.SL.pdf?cite=2023%20c%20382%20s%201

8 Washington SHB 1706 https://lawfilesext.leg.wa.gov/biennium/2025-26/Pdf/Bills/Session%20Laws/House/1706-
S.SL.pdf

66 CMS Interoperability and Prior Authorization Final Rule (CMS-0057-F) https://www.cms.gov/priorities/burden-
reduction/overview/interoperability/policies-and-regulations/cms-interoperability-and-prior-authorization-final-rule-
cms-0057-f/cms-interoperability-and-prior-authorization-final-rule-cms-0057-f

57 W. Va. Code Ann. §33-15-4s et.seq.
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Ensuring qualifications of health benefit plan reviewers

Oklahoma

Oklahoma’s House Bill 3190°% requires all adverse determinations and appeal decisions to be made by a
physician or licensed mental health professional to ensure that qualified professionals are involved in
medical decisions. For adverse determinations, the physician or licensed mental health professional must:

e Possess a current and valid unrestricted license in the United States;

e Have the appropriate training, knowledge, or expertise to apply relevant clinical guidelines to the
requested health care service; and

o Make the determination under the clinical direction of a licensed physician who serves as a medical
director for the utilization review entity.

For appeals, the requirements are more stringent. The physician or licensed mental health professional
must share the same or a similar specialty as the health care professional who typically manages the
medical condition in question. This means they should either maintain board certification in the same
specialty or have training and experience relevant to treating the condition and any related complications.
All appeal decisions must consider all known clinical aspects of the health care service under review,
including any pertinent medical records provided by the enrollee's health care provider.

Texas

Texas’ regulations require PA determinations to be made by an individual licensed to practice medicine in
Texas who has the same or similar specialty as that physician. The physician or provider has the right to a
review regarding a PA exemption to be conducted by an independent review organization.®®

Improving transparency

New Hampshire

Beginning March 31, 2026, New Hampshire’s PA law requires health insurers to report PA as specified in 45
CFR 156.223 to the commissioner and requires the New Hampshire DOI to post insurer-specific data
online.”

Oklahoma

House Bill 31907 requires health insurers to publish their PA requirements online, ensuring they are
accessible to patients and providers. If a utilization review entity—defined as an individual or organization
that performs PA for a health benefit plan—plans to implement a new requirement or change an existing
one, they cannot do so until their website reflects the updated information.

Furthermore, utilization review entities are required to enhance communication opportunities during the
PA process. They must have staff available for phone calls regarding PA issues at least eight hours a day
during normal business hours. In addition, they must allow staff to address communications about PA

8 Oklahoma HB 3190 https://www.oklegislature.gov/Billlnfo.aspx?Bill=hb%203190&Session=2400.
8 see 28 Tex. Admin. Code §19.1732(b)

70 RSA 420-J:6.

71 Oklahoma HB 3190 https://www.oklegislature.gov/Billinfo.aspx?Bill=hb%203190&Session=2400.
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concerns after regular business hours and provide treating providers with the opportunity to discuss a PA
denial with an appropriate reviewer.

Pennsylvania

Pennsylvania passed Act 146 in 2022 to overhaul its PA rules. Specifically, under the revised rules, health
insurers now must post their medical policies and the medical services that are subject to PA on public-
facing websites. Additionally, health care providers and health insurers now must use electronic portals to
streamline document and information exchange.

Texas

If a PA exemption is denied, the insurer is required to provide a notice to the provider describing why the
exemption was denied, directions on how to appeal the denial and information on how to file a complaint
with TDI.”?

Virginia

Virginia requires each health insurer to make available by posting on its website no later than March 31 of
each year the PA data for health care services for the previous calendar year for all metrics required for
compliance with federal law and CMS regulations.”® These specifically include those promulgated under 42
C.F.R. 88422.122(c), 438.210(f), 440.230(e)(3), and 457.732(c).” It also requires carriers to make available

through one central location on the carrier's publicly accessible website or other electronic application,
the list of services and codes for which prior authorization is required.””®

Washington

Starting Oct. 1, 2020, and annually thereafter, carriers in Washington must include in their annual report to
the OIC aggregated and deidentified data related to their PA practices and experience for the prior plan
year.”® For each category (inpatient medical or surgical, outpatient medical or surgical, mental health and
substance use disorder, durable medical equipment, diabetes, and prescription), insurers must list the ten
codes with the:

e Highest total number of PA requests during the previous plan year, including the total number of PA
requests for each code and the percentage of approved requests for each code;

e Highest percentage of approved PA requests during the previous plan year, including the total number
of prior requests for each code and the percentage of approved requests for each code; and

72 see 28 Tex. Admin. Code §19.1732(b)

7% Subsection F of § 38.2-3407.15:8 of the Code of Virginia.

74These include a list of all items and services that require prior authorization; the percentage of standard and
expedited prior authorization requests that were approved, aggregated for all items and services; the percentage of
standard and expedited prior authorization requests that were denied, aggregated for all items and services; the
percentage of standard prior authorization requests that were approved after appeal, aggregated for all items and
services; the percentage of prior authorization requests for which the timeframe for review was extended, and the
request was approved, aggregated for all items and services; the average and median time that elapsed between the
submission of a request and a determination by the ... plan, for standard prior authorizations, aggregated for all items
and services; the average and median time that elapsed between the submission of a request and a decision by the ...
plan for expedited prior authorizations, aggregated for all items and services.

7% Subsection C of § 38.2-3407.15:8 of the Code of Virginia.
7® Washington RCW 48.43.0161 https://app.leg.wa.gov/RCW/default.aspx?cite=48.43.0161
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e Highest percentage of PArequests that were initially denied and then subsequently approved on
appeal, including the total number of PA requests for each code and the percentage of requests that
were initially denied and then subsequently approved.

West Virginia

In West Virginia, if a PArequest is rejected by the health insurer and the health care provider asks for an
appeal by peer review, the peer review shall be with a health care provider similar in specialty, education,
and background. The time frame for a peer-to-peer appeal process shall take no longer than five days from
the date of request of the peer-to-peer consultation. The time frame regarding an appeal of the decision on
a PA shall take no longer than 10 business days from the date of the appeal submission.

Wyoming

Wyoming’s Ensuring Transparency in PA Act establishes guidelines for review of adverse determinations.”’
Individuals qualified to make adverse determinations need sufficient knowledge in the applicable practice
area or specialty, knowledge of coverage criteria, have an unrestricted license to practice within the scope
of their profession recognized in the United States or District of Columbia, and knowledge of the person’s
medical history and diagnosis. The health insurer or contracted utilization review entity shall provide the
opportunity for the provider to discuss the medical necessity of the service. An attempt to schedule the
discussion should take place within five days of the provider’s request.

Finally, under the Act, the insurer or contracted utilization review entity shall make any PA requirements
and restrictions easily accessible to enrollees, health providers, and the public on their website. If a
provider requests the PA requirements or restrictions from an insurer, the insurer must provide the list to
the requesting party within 24 hours. ”® Furthermore, any changes to the requirements must be posted 60
days in advance of the change’s enactment.” These deadlines relate to the disclosure and review of PA
requirements, not a specific patient PA request.

The Federal Government

In addition to state legislative action, the CMS issued the CMS Interoperability and PA Final Rule® in 2024
to set uniform national PA standards for the federal health coverage programs under its jurisdiction, as well
as for QHPs offering ACA compliant coverage through FFEs. The rule created uniform timeframes for PA
decisions, data exchange requirements, transparency requirements, and other digitization efforts.

Specifically, the rule sets federal standards for PA response timeframes, generally requiring impacted
payers to send a PA decision within 72 hours for expedited or urgent requests and 7 calendar days for
standard or non-urgent requests. The rule also requires impacted payers to specify a reason when they
deny a PA request, regardless of the method used to send the PA request. The reason for denial must be of
sufficient detail to enable the provider to know what action to take as follow-up —that is, whether to appeal,
submit additional documentation, or identify alternative treatment options.

77 \Wyo. Stat. Ann. § 26-55-101 through -106

78 Wyo. Stat. Ann. § 26-55-103

7 Wyo. Stat. Ann. § 26-55-103

80 https://www.federalregister.gov/documents/2024/02/08/2024-00895/medicare-and-medicaid-programs-patient-
protection-and-affordable-care-act-advancing-interoperability
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The federal rule includes an extensive list of PA-related information that impacted payers must publicly
report, including: 1) a list of all items and services that require PA; 2) the percentage of standard PA
requests approved, aggregated for all items and services; 3) the percentage of standard PA requests
denied, aggregated for all items and services; 4) the percentage of standard PA requests approved after
appeal, aggregated for all items and services; 5) the percentage of PA requests for which the timeframe for
review was extended and the request was approved, aggregated for all items and services; 6) the
percentage of expedited PA requests approved, aggregated for all items and services; 7) the percentage of
expedited PA requests denied, aggregated for all items and services; 8) the average and median timeframe
between submission of a standard PA request and a decision, aggregated for all items and services; and 9)
the average and median timeframe between submission of an expedited PA request and a decision,
aggregated for all items and services.

In addition to these requirements, the rule requires impacted payers to build ePA systems to communicate
PA information and to efficiently and transparently process PA requests. Under the rule, these new ePA
systems will enable:

e Electronic access to information for patients on PA requests and decisions;

o Electronic access to information for providers on when PA is required and what information is required
to accompany a PA request;

e Electronic exchange of PA requests and decisions between providers and payers; and

e Electronic exchange of PA information across payers.

Although this rule does not reach health insurers operating in states with State-Based Exchanges (SBEs),
having federal standards may help encourage national uniformity as states continue to grapple with the
issue. Additionally, as discussed in the Industry Trade Associations section, an industry PA initiative
includes a voluntary commitment across more than 45 plans to support the new technical standards for
ePA beyond the federal programs impacted by the rule to all lines of business.

The CMS Interoperability and PA Final Rule does not apply to prescription drugs. The rule explicitly excludes
drugs from its requirements for PA, including the new API standards and process changes, because the
CMS determined that the standards and timeframes for drugs differ significantly from those for medical
items and services. While the rule excludes drugs, the CMS has noted comments regarding this exclusion
and has indicated that specific rulemaking for drug PA may be forthcoming.

Provider Trade Associations

American Medical Association (AMA)

AMA PA and Utilization Management Reform Principles

To address its concerns with utilization management programs, such as PA, in 2014, the AMA published its
Prior Authorization and Utilization Management Reform Principles.® This proposal received endorsement

81 Prior Authorization and Utilization Management Reform Principles https://www.ama-
assn.org/system/files/principles-with-signatory-page-for-slsc.pdf
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from over 100 medical and physician associations. The goal was to ensure that patients have timely access

to necessary treatments while also reducing administrative costs for the healthcare system.

The AMA strongly urged health plans, benefit managers, and any other party conducting utilization

management, to apply the 21 principles outlined in its proposal. The principles included the following:

Any utilization management program applied to a service, device or drug should be based on accurate
and up-to-date clinical criteria and never cost alone. The referenced clinical information should be
readily available to the prescribing/ordering provider and the public.

Utilization review entities should offer an appeals system for their utilization management programs
that allows a prescribing/ordering provider direct access, such as a toll-free number, to a provider of the
same training and specialty/subspecialty for discussion of medical necessity issues.

A drug or medical service that is removed from a plan’s formulary or is subject to new coverage
restrictions after the beneficiary enrollment period has ended should be covered without restrictions
for the duration of the benefit year.

A PA approval should be valid for the duration of the prescribed/ordered course of treatment.
Utilization review entitles should publicly disclose, in a searchable electronic format, patient-specific
utilization management requirements, including PA, step therapy, and formulary restrictions with
patient cost-sharing information, applied to individual drugs and medical services. Such information
should be accurate and current and include an effective date in order to be relied upon by providers
and patients, including prospective patients engaged in the enrollment process. Additionally, utilization
review entities should clearly communicate to prescribing/ordering providers what supporting
documentation is needed to complete every PA and step therapy override request.

Utilization review entities should provide, and vendors should display, accurate, patient-specific, and
up-to-date formularies that include prior authorization and step therapy requirements in electronic
health record (EHR) systems for purposes that include e-prescribing.

Eligibility and all other medical policy coverage determinations should be performed as part of the PA
process. Patients and physicians should be able to rely on an authorization as a commitment to
coverage and payment of the corresponding claim.

If a utilization review entity requires PA for non-urgent care, the entity should make a determination and
notify the provider within 48 hours of obtaining all necessary information. For urgent care, the
determination should be made within 24 hours of obtaining all necessary information.

PA should never be required for emergency care.

Health plans should offer providers/practices at least one physician-driven, clinically based alternative
to prior authorization, such as but not limited to “gold-card” or “preferred provider” programs or
attestation of use of appropriate use criteria, clinical decision support systems or clinical pathways.

Consensus Statement on Improving the PA Process

In 2018, the AMA collaborated with healthcare providers - including physicians, pharmacists, various

medical groups, and hospitals - as well as health benefit plans to identify ways to enhance the PA process.

The goals of this collaboration were to ensure safe, timely, and affordable access to evidence-based care
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for patients, improve efficiency, and reduce administrative burdens. Together, they published the
"Consensus Statement on Improving the Prior Authorization Process." &

In the statement, five areas were identified that could improve PA programs:

e Selective Application of PA. Differentiate the application of PA based on provider performance
regarding quality measures, adherence to evidence-based medicine, or other contractual
agreements. This approach can help target PA requirements where they are most needed and
reduce the administrative burden on healthcare providers. Criteria for selective application may
include ordering or prescribing patterns that align with evidence-based guidelines and historically
high approval rates for PA.

e PA Program Review and Volume Adjustment. Regularly reviewing the list of medical services and
prescription drugs subject to PA can help identify therapies that no longer require it due to low
variability in utilization or low denial rates. This review can also uncover services, especially new
and emerging therapies, where PA may be necessary due to insufficient evidence regarding their
effectiveness or safety concerns.

e Transparency and Communication Regarding PA. Effective two-way communication channels
between health plans, healthcare providers, and patients are essential for timely resolution of PA
requests. This can help minimize delays in care and clearly convey PA requirements, criteria,
rationale, and any program changes.

e Continuity of Patient Care. Maintaining continuity of care is crucial for patients undergoing active
treatment, especially when there are changes in formulary or treatment coverage and/or when
switching health benefit plans. Access to prescription medications for patients on established
chronic therapies can also be impacted by PA requirements. Although many standards are in place
regarding timeliness, continuity of care, and appeals—enforced by state and federal laws as well as
private accreditation standards—additional efforts should be made to reduce the burdens and
disruptions in patient care associated with PA.

e Automation to Improve Transparency and Efficiency. Moving towards industry-wide adoption of
ePA transactions based on established national standards can streamline and enhance the
process for all stakeholders. Additionally, providing electronic access to PA requirements and
formulary information directly within EHRs and pharmacy systems can improve efficiency, reduce
time to treatment, and potentially decrease the number of PA requests, as healthcare providers will
have the necessary coverage information when making treatment decisions. The adoption of
technology by all involved stakeholders, including healthcare providers, health benefit plans, and
their partners or vendors, is essential for achieving widespread utilization of standardized ePA
processes.

82 https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/arc-public/prior-authorization-
consensus-statement.pdf
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AMA Model Legislation

The AMA has released model legislation multiple times, with the most recent publication in 2025. The goal
of the model legislation® is to enhance transparency and minimize interruptions to patient care. The
following states have adopted language directly from the model legislation: Delaware, Georgia, Illinois,
Mississippi, New Jersey, Oklahoma, and Wyoming.

The model legislation recommends the following measures:
e Establishing quick response times: 24 hours for urgent care and 48 hours for non-urgent care.

e Requiring that adverse determinations be made solely by a physician who is licensed in the state
and is in the same specialty that typically manages the patient’s condition and with experience
treating the patient’s condition.

e Prohibiting retroactive denials for care that has been preauthorized.

e Requiring that authorizations remain valid for at least one year, irrespective of dose changes, and
for those with chronic conditions, they should be valid for the duration of treatment.

e Requiring the public release of insurers’ PA data by drug and service as it relates to approvals,
denials, appeals, wait times and more.

e Prohibiting PA for the provision of medications for opioid use disorder (MOUD).
e Ensuring that new plans honor a patient’s PA for at least 90 days.
e Reducing the volume of PA requests through exemptions or gold-carding programs.

e |mproving transparency during adverse determinations and denials by requiring the utilization
review entity to provide the enrollee and requesting health care provider with specific details about
the determination and the enrollee’s right to appeal.

The model legislation also defines several terms including clinical criteria, medically necessary health care
services, PA, urgent health care service, and utilization review entity.

A utilization review entity is any individual or entity that performs PA on behalf of certain other entities,
including but not limited to, insurers that write health insurance policies, a preferred provider organization
(PPO), or health maintenance organization (HMO), or an employer with employees who are covered under a
health benefit plan or health insurance policy. Under the model legislation, a utilization review entity is
required to make PA requirements and restrictions readily accessible on its website in detailed but easily
understandable language. This should also include written clinical criteria.

Utilization review entities are also required to submit an annual report to the state’s Department of
Insurance (DOI) that contains specific information about PA requests from the previous calendar year. The
DOl is required to submit a report to the legislature that includes a summary of the reports provided by the

8 American Medical Association’s Ensuring Transparency in Prior Authorization Act:
https://fixpriorauth.org/sites/default/files/2025-
04/Health%20Plans%2C%20Ensuring%20Transparency%20in%20Prior%20Auth%20Act%202025.pdf
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utilization review entities and recommendations for the removal of PA requirements on services that are
regularly approved (80% of the time) for PA.

The model legislation defines medically necessary health services as those that a prudent physician would
provide to diagnose or treat an illness, are clinically appropriate, in accordance with generally accepted
standards of medical practice, and not primarily for economic benefit. If a utilization review entity is
questioning whether a health care service is medically necessary, it must notify the enrollee’s physician.
Before issuing an adverse determination, the enrollee’s physician must be given the opportunity to discuss
the medical necessity of the service with the physician determining authorization of the service under
review.

Furthermore, a utilization review entity issuing an adverse determination must explain its reasoning using
its own PA requirements as a basis, provide the clinical criteria used, inform the enrollee of their right to
appeal and the process to file an appeal, and provide all information necessary to support a successful
appeal. A notification of an adverse determination and a denial of an appeal must include the National
Provider Identifier (NPI) of the physician who reviewed the PA request and is responsible for the
determination, as well as the physician's credentials, board certifications, and specialty areas, expertise,
and training.

When issuing a denial of an appeal, the utilization review entity must provide the enrollee and requesting
health care provider with the reasons for denying the appeal, the clinical criteria used in determining the
denial of the appeal, the process for challenging the determination, and all information necessary to
support a successful second level appeal (when the next level is not an external review process).

The model legislation also outlines a gold-card system. A utilization review entity may not require a health
care provider to complete a PA for a health care service if in the most recent 12-month period, the
utilization review entity has approved or would have approved not less than 80% of the PA requests
submitted by the health care provider for that service, including any approval granted after an appeal.

Finally, the model legislation establishes PA exemptions for emergency services and medications for opioid
use disorder (MOUD) and outlines electronic standards for PA. By a given date, an insurer must accept and
respond to PA requests under the pharmacy benefit through a secure electronic transmission using the
NCPDP SCRIPT Standard ePA transactions. Any technology not directly integrated with a physician’s
EHR/electronic prescribing system must not be considered secure electronic transmission.

American Psychiatric Association Model Legislation

In 2022, the American Psychiatric Association (APA) developed model legislation® aimed at reforming the
PA process to reduce unnecessary administrative burdens and improve patient access to care. This
legislation focuses on streamlining the authorization process, increasing transparency, and ensuring timely
decision-making.

The proposal identifies specific scenarios that would be exempt from PA, including:

84 APA Prior Authorization Model Legislation
https://votervoice.s3.amazonaws.com/groups/americanpsych/attachments/SAC/2022%20APA%20Prior%20Authoriz
ation%20Reform%20Model%20Legislation.pdf
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1) Generic prescription drugs that are not classified as controlled substances under 21 CFR 1308.11
through 21 CFR 1308.15 or under any state criminal law.

2) Any prescription drug, whether generic or brand-name, that is not classified as a controlled
substance in federal or state law, after the insured or enrollee has been prescribed the drug without
interruption for six months.

3) Any prescription drug, whether generic or brand-name, where the insured or enrollee has already
undergone PA for the same dosage and received approval for coverage, on the grounds of
therapeutic duplication.

4) Any prescription drug, whether generic or brand-name, when the dosage has been adjusted by the
prescriber.

5) Anylong-actinginjectable prescription drug.

The model legislation also aims to eliminate unnecessary paperwork and ensure that any denial of
coverage is made by a physician with the appropriate expertise. Denials during the PA process must be
made by a physician who specializes in the same field as the prescriber or who focuses on the diagnosis
and treatment of the condition for which the drug was prescribed.

The model legislation outlines expedited internal appeal processes with quick response times for denials.
It requires decisions to be made within 48 hours for expedited appeals. If the prescriber believes that the
insured or enrollee will suffer serious harm without access to the prescribed drug, the denial becomes
eligible for an expedited internal appeal. Once the expedited appeal process is initiated, the insurance
carrier must render a decision within 48 hours and provide written notice. If a decision is not made within
this timeframe, the initial denial is automatically overturned, and the insured or enrollee receives
immediate coverage approval for the prescription drug.

Additionally, the model legislation proposes eliminating PA requirements through the implementation of
gold-carding programs. Under these programs, a physician or provider would not need PA for a specific
health benefit if, during the most recent six-month evaluation period, the carrier approved or would have
approved at least 90% of the PA requests submitted by that physician or provider for that health benefit.
Physicians or providers will be reevaluated every six months to determine their eligibility for this exemption.

Legislative Organizations
National Council of Insurance Legislators (NCOIL)
Prior Authorization Reform Model Act

In March 2025, the National Council of Insurance Legislators (NCOIL) introduced a draft of the Prior
Authorization Reform Model Act.®® The primary purpose of the model act is to protect the patient-provider
relationship from unreasonable third-party interference and to ensure that PA programs do not impede the
independent medical judgment of physicians and other healthcare providers. The model act aims to

8 https://ncoil.org/wp-content/uploads/2025/03/NCOIL-Prior-Auth-Reform-Model-Draft-3-26-25.pdf
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improve timely access to care and increase transparency by establishing new requirements for health

insurance companies. NCOIL adopted the model act on Nov. 15, 2025.8¢

Key provisions of the model act include:

Transparency and accessibility: Insurers are required to publicly disclose which services
necessitate prior authorization and to provide a transparent approval and denial process. They
must also post statistics regarding PA approvals and denials on their websites in an easily
accessible format.

Evidence-based criteria: The clinical criteria used for PA decisions must be evidence-based, align
with nationally accepted standards, and be made available online.

Physician review: Denials must be reviewed by a physician, and appeals must also be examined by
a physician or their representative.

Continuity of care: Insurers must honor PAs from a previous insurer for a specified period (e.g., 90
days) during a patient's transition between health benefit plans.

Prohibition of retroactive denials: Health plans are prohibited from retroactively denying claims
for care that was preauthorized.

Time limits: The model act establishes specific time limits for review processes.

Chronic conditions: PAs for chronic or long-term conditions must remain valid for 12 months or
the duration of the treatment, whichever is shorter.

Reporting: Insurers must report PA data annually to the relevant state insurance department.

The model act applies to all health insurance insurers, plans, private review agents, and utilization review
plans, with exceptions for self-insured health benefit plans under the federal Employee Retirement Income
Security Act (ERISA) of 1974 and healthcare provided under the Workers’ Compensation Act.

Industry Trade Associations

In June 2025, AHIP and the BCBSA announced a voluntary initiative by health insurers to simplify PA, with a
focus on “connecting patients more quickly to the care they need while minimizing administrative burdens

on providers.”® The initiative applies to insurance markets including commercial coverage, Medicare
Advantage, and Medicaid managed care. The participating member health plans voluntarily commit to:

Standardize electronic PA by Jan. 1, 2027. Participating health plans will work toward
implementing common, transparent submissions for ePA.

Reduce the scope of medical claims subject to prior authorization, with demonstrated
reductions by Jan. 1, 2026. Individual plans will commit to specific reductions to medical PA as
appropriate for their particular market.

Ensuring continuity of care when patients change plans, beginning Jan. 1, 2026. When a patient
changes insurance companies during a course of treatment, the new plan will honor existing PAs
for benefit-equivalent in-network services as part of a 90-day transition period.

8 https://ncoil.org/wp-content/uploads/2025/11/NCOIL-Prior-Auth-Model-November-2025.pdf
87 https://www.ahip.org/news/press-releases/health-plans-take-action-to-simplify-prior-authorization
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¢ Enhance communication and transparency on determinations, operational for fully insured and
commercial coverage by Jan. 1, 2026, with a focus on supporting regulatory changes for expansion
to additional coverage types.

e Expand real-time responses. In 2027, at least 80% of approvals of electronically submitted
complete medical PA requests will be answered in real-time and health insurers will support
federally required technical standards for ePA requirements beyond federal programs across all
insurance markets.

o Ensure medical review of denied requests based on medical necessary/clinical factors, a
standard that is already in place

These commitments build upon ongoing health plan efforts to make PA a more seamless and transparent
process and reflect insurers’ goal to ensure patients receive the most effective care, at a more affordable
cost.

Takeaways

State regulators should work within the broader NAIC to develop PA standards or best practices. In
addition, the following best practices should be helpful to states considering PA reforms.

Take advantage of data calls

Make use of targeted data calls while in the legislative process to understand the state-specific market
conditions. This data will prove invaluable to mold future legislation that will benefit the entire healthcare
ecosphere.

Incorporating flexibility in legislation

Any new processes in legislation, while well-intentioned, may cause unintended consequences to
consumers. insurers, and providers. New processes, such as ePA, can cause unneeded delays if systems
crash unless there are alternate methods permitted.

Build relationships with state partners

In all conversations with providers, regulators, insurers, and consumer organizations, stay patient focused.
The ultimate goal is to get patients the necessary care they need in the shortest amount of time.

Implementation processes

As with any health care legislation, prior authorization changes to law can require significant effort to
implement. Itis important for state agencies to understand their roles with any changes, and to have
mechanisms in law or processes in place to communicate how actions or decisions by one agency may
impact the work of other agencies. In addition, many of the changes to facilitate faster processing time
require IT updates at both the insurer and provider levels, taking both time and a financial commitment to
achieve.
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Develop provider and consumer education

States may pursue public awareness campaigns so that health insurance consumers and their physicians
become familiar with PA processes and the attendant appeal rights. States may also highlight rules
currently in effect designed to significantly increase transparency of health insurer processes. Bringing
more focus to the health insurance consumer experience with PA will greatly benefit those depending on
the coverage they purchased to help navigate and address complex health concerns.

Create structure for enforcement

New PA requirements can have complicated enforcement mechanisms, and some may require additional
staff expertise or investment in training. The Regulatory Framework (B) Task Force will evaluate the need for
an ad hoc or other group to support regulators newly embarking on PA enforcement.
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APPENDIX—CHART ON STATE PA LAWS AND TYPE PRIOR
AUTHORIZATION LAW

Observations of State Insurance Laws Regarding Prior Authorization

49 states have some form of PA law as well as the District of Columbia and Puerto Rico.

22 states and Puerto Rico have gold carding laws with some being enacted as early as 1998 with most
having adopted gold carding laws between 2018 and 2024. There has been an increase in state
adoptions in the last two years.

Some states have PA statutes limited to emergency procedures, while others touch on most or all
medical procedures that require prior authorization.

Common Provisions in Prior Authorization Laws

Response Times: Most jurisdictions have provisions relating to response times. Generally, these require
aresponse in 24-72 hours for urgent requests and 5-7 business days for non-urgent requests. A few
jurisdictions allow for automatic approval if no response is received within the required timeframe.

Retrospective Denials: Half of the jurisdictions have provisions relating to retrospective denials. Most
commonly these are prohibitions against pre-approved/authorized services except in cases of fraud,
misrepresentation, ineligibility, or coverage lapses.

Clinical Criteria and Medical Necessity: Just over half of jurisdictions have provisions related to clinical
criteria and medical necessity. Common provisions include requirements for evidence-based and/or
peer-reviewed standards and transparency requirements (clinical criteria available publicly or upon
request) with a few requiring annual review/update of clinical criteria to include new or updated
practice and guidelines.

Qualifications of reviewer: 33 of 56 jurisdictions have requirements related to the qualifications of the
reviewer. Most of these require adverse determinations to be made by a licensed physician or
healthcare professional and some specify licensure in that state or a same or similar specialty as the
treating provider. Other common requirements include board-certification and conflict-of-interest
protections.

Gold carding: 23 jurisdictions have provisions relating to gold carding. Trends in gold carding provisions
include PA exemptions for providers with a greater than 90% approval rate and exemptions for certain
procedures or services. Gold carding eligibility is typically granted for a specific time period and subject
to renewal.

Peer-to-peer/appeal process: 26 jurisdictions have provisions for peer-to-peer appeal processes. Most
commonly these provisions require that providers have the opportunity to engage in a discussion with a
clinician of the same or similar specialty as the requesting provider before a denial is considered final.
Many also require expedited appeals for urgent conditions, external reviews from independent review
organizations, or appeal reviewers to be different from the original reviewer.
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State Citation (s) Response Times Retrospective Denials Clinical Criteria & Medical Necessity Qualifications of Reviewer Gold Carding Peer-to-Peer/Appeal Process

(a)(4)(c)(6) Response in 2 working (a)(4)(a) by physician in same or similar

AL |27-3A-5 days and no later than 30 days o (a)(4)(c) 48 hours expedited appeal.
spe A
from appeal. pecialty
Alaska Statute .
PA for a covered medical
21.07.250(14); ) .
21.07.020: procedure on the basis of medical
o necessity may not be retroactively [(21.07.020) for materially incomplete or (b)(1)(300gg-19a)For
AK |300gg-19a; 3 AAC . . . X R K
denied unless PA is based on inaccurate info on behalf of provider. emergency services.
28.908 -3 AAC o
materially incomplete or
28.914, 3 AAC . teinf i
28.989. inaccurate information.
None for initial med. Screening, .
) (E)Access to a physician when necessary for
AZ |ARS 20-2803 otherwise 24 hours by phone or .
determinations.
fax.
a)Two days for nonurgent; 23-99-1111)(c)(3)(A) The requestin
(a) . y & . R . N (23-99-1111)(c)(1) An adverse determination ( R NABE)A) . q &
expedited one day; (e)(1) (23-99-1109)(b)(1) cannot rescind PA (23-99-1103)(B) "Medical necessity" includes . . L (23-99-1120)(a)(2) Ifa provider may contact reviewing
. L . N X . I regarding a request for prior authorization shall L o o .
Emergency service requiring post |based on med. Necessity at least three the terms "medical appropriateness”, "primary . provider's PA requests are | physician within one business day of
AR |23-99-1105 . o o . K be made by a physician who possesses a current . o
evaluation or stabilization shall days before scheduled admission or coverage criteria", and any other terminology . . ) approved 90% or moreina |adverse determination for an urgent
L . ] o . . and unrestricted Arkansas license to practice . .
make an auth within sixty minutes | service. used by a utilization review entity dici six month period. svc or two days for a nonurgent
of receiving request. medicine.. service.
Plan must cover 1 therapeutically
HSCs 1367.01to X . X
5 business Days, urgent 72 hrs. 24 X X . . . equivalent drug, device or product for
CA |016 T.28s . Requires reasonably necessary info. Licensed physician or health care professional . .
hrs exigent. prevention of AIDS/HIV w/o PA or step
1300.67.2.41
therapy.
Carrier shall give the medical facility
or health care professional an
opportunity to request, orally or in
writing, a peer-to-peer conversation
about an adverse determination by the
reviewer. The conversation shall occur
PA process should consider national standards | Licensed physician familiar with Colorado within 5 calendar days of receipt of
. . for electronic PA, whether to require carriers |[standards of care. First-level appeals should the request and shall be between the
Electronic: 2 business days . . . . . . . . .
co C.R.S.10-16-124.5 N t facsimil i3 and PBM firms to use clinical criteria based on |include consultation of appropriate clinical entity rendering the health care
onurgent facsimile or email:
C.R.S.10-16-113 busi & g medical necessity, and ensure that carriers and | peer(s) and should not involve any physicians or service and the reviewer who made
usiness days
v PBM firms use evidence-based guidelines in peers involved in the initial adverse the determination or a clinical peer
determinations. determination. designated by said reviewer if they are

not available within those 5 days. If
the P2P conversation does not resolve
the matter, the determination may be
appealed by the covered person. A
P2P conversation is not a prerequisite
to request a review.
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CT Gen Stat § 38a-
472g

No retrospective denial if insurer failed to
notify the insured's provider at least 3
business days before the date of the
procedure whose PA was revoked.

DE

HB 381 (2016)
18 Del.C.8§§ 3373
and 72

Pharmaceuticals: 2 business days
Other health care services: 5
business days

Criteria shall be described in language easily
understandable by a health care provider in the
same clinical area.

DC

L25-0100

DC Code §§31-
3875.03; 31-
3875.02;
31-3875.06

Urgent: 24 hours

Long-term services: 30 days

All others: 3 business days for
electronic portal requests and 5
business days for requests
submitted via a different medium.

For emergency health care services: only
if the utilization review entity shows clear
and convincing evidence that the service
was not medically necessary.

PA may only be required for a covered service
based on determination of medical necessity
for different care or that the care is
experimental or investigational.

Adverse determination: Current and non-
restricted license to practice in D.C., Maryland,
or Virginia, and same or similar specialty as a
physician who typically manages the relevant
service or condition.

Reviewing physician: Under direction of one if
the entity's directors responsible for providing
services to D.C. enrollees and has no financial
incentive.

Utilization entity appeals: Current and non-
restricted license to practice in D.C., Maryland,
or Virginia; same or similar specialty as a
physician who typically manages the relevant
service or condition, knowledgeable in and
experienced with the service. Shall not receive
any financial incentive and shall not have been
involved in making the adverse determination or
subordinate of the physician who was.

Enrollee has 15 calendar days to
appeal an adverse determination. The
utilization review entity shall notify the
enrollee's provider before issuing the
determination that the medical
necessity of the health care service is
under question and request additional
information on the necessity of the
service.

FL

F.S.A. §627.42392
Ch. 2016- 224
(627.4239 2) and Ch.
16-222

Health plans shall provide
treatment authorization 24/7 and
establish written procedures for
requesting and granting
authorizations. Medicaid requires
expedited PA requests to be
processed within 3 business days
and standard requests to be
processed within 14 days with an
average turnaround time within 7
days.
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Criteria are based on sound clinical evidence
and are evaluated periodically to ensure
efficacy.
\ .y . Healthcare provider with a current and valid
Medically necessary" means healthcare X X . .
. . nonrestricted license or other appropriate For unanticipated emergency
services that a healthcare provider would L . . L. .
. . . authorization, is currently in active practice in  [and urgent services, covered
GA Code Ann. §§33- provide to a patient for the purpose of treating . . R . L
Non-urgent: 7 calendar days . . i X . |the same or similar specialty, is knowledgeable [servicesthatareincidental to
GA |46-1to 16; §§ 33-46- anillness, injury, or disease or its symptomsin | X . . K .
Urgent: 72 hours - . in and experienced with the service under the primary covered service
20to 32 a manner that is in accordance with generally . . i . X i
X . appeal, is not directly involved in making the and medically necessary, and
accepted medical standards, clinically L . . .
. . . X adverse determination, and considers all clinical |ambulance transportation.
appropriate, not primarily for the economic . K
. X X aspects of the service under review.
benefit of the insurer or convenience of the
patient or provider, and not primarily custodial
care.
No retrospective denial if care is provided
Non-urgent: 5 calendar days within 45 business days from the date the
before provision of the service. provider received the PA. A utilization
Request is deemed approved after | review entity shall pay a provider the Any utilization review entity
48 hours if the utilization review |contracted rate for a PA unless: the Any current PA requirements shall be readily | Physician who has a current and valid non- questioning a health care service's
entity fails to make a decision, provider intentionally misrepresented the [available in detailed and easily understandable |restricted license, is and has been in active medical necessity shall notify the
request more information, or notify[ health care service with intent to deceive |language on the utilization review entity's practice for at least 5 consecutive years in the |For prehospital enrollee's physician of said
HI HB 954 the provider that PA is being and obtain an unlawful payment; the website. New PA requirements or amendments [same or similar specialty, has knowledge of and |transportation or the questioning. The physician shall have
questioned for medical necessity. |provider failed to meet timely filing must not be implemented until the website is |experience with the services under appeal, has |provision of emergency the opportunity to discuss the medical
24 more hours are given after requirements; the review entity is not updated to reflect it and until providers have |no financial interest in the appeal's outcome, health care services. necessity with the physician
additional information is given. liable for the claim; or on the day the been given written notice within 60 days before |and was not directly involved in making the responsible for determining
Provider who fails to submit service was provided, the service was no |the requirement's implementation. determination. authorization of said service via
requested information within 24 longer a covered benefit, the provider was telephone.
hours shall submit a new PA no longer contracted with the patient's
request. insurance plan, or the patient was no
longer eligible for coverage.
In cases of fraud, misrepresentation,
B Title 41, Ch. 39 (41- |Nonemergency: 2 business days [nonpayment of premium, exhaustion of
3930) No PA for emergencies benefits, or if covered person is not
enrolled at the time of service.
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Criteria must be based on national standards
except where State law provides its own, be
developed in accordance with current national
medical accreditation standards, ensure . .
. X A health insurance issuer
quality of care and access to services, be e R
’ ) - - ) . ) shall periodically review and
evidence-based, flexible to allow deviations, |Physician with a current and valid nonrestricted .
o X . . R consider removal of PA
Urgent care: Within 48 hours of and be evaluated and updated at least license to practice medicine in the U.S., in the .
. S . . ) ) o ) . requirements where a
receiving all required information [No retrospective denial for routine annually. same or similar specialty as a physician who dicati p X
medication or procedure is
IL Public Act 102-0409 [Non-urgent PA:5 calendar days of |services when an associated health care |"Medically necessary" means that a service manages the condition, have knowledge of and X dP |
customary and proper
215 ILCS 134/10 receiving info service has received PA or when PAis not |addresses the needs of a patient for screening, |experience providing the health care services indicat dy ith prop t\:‘
indicated with support from
Appeal: 15 business days of required for said service. preventing, diagnosing, or treating a condition |under appeal, not directly involved in the R d pg. |
eer-reviewed medica
receiving info or its symptoms and comorbidities, in a way adverse determination, and that considers all P L .
L . . . publications, or for patients
that is: in accordance with generally accepted [known clinical aspects of the service. . .
. i currently with an established
standards of care; clinically appropriate; and .
. ) . treatment regimen.
not primarily for the economic benefit of the
health care plan, purchaser, or utilization
review org., or for the convenience of the
patient or provider.
Health plan shall not deny a claim based .
. The health plan's clinical peer and the
solely on lack of PA for the unanticipated , . .
SB 400 (2023) X X covered person's provider or designee
health care service. It shall not deny No PA on list of CPT codes for . .
HR 1143 (2018) SB  [Urgent: 48 hours . . shall provide a peer-to-peer review
IN . payment for a service rendered in state employees through o ) .
73(2017) Nonurgent: 5 business days ) , within 7 business days, given that all
accordance with a PA and all terms and June '26 X .
27-1-37.5-1to 17 . L needed information has been
conditions of the provider's agreement .
. received.
with the health plan.
If fraud, waste, or abuse occurred, or if
inaccurate information was provided;
If, on the date that the health care service
was provided, the service was no longer a PA shall be valid for the
Urgent: 72 hours . . .
covered benefit under the covered specific health care service
Nonurgent: 5 calendar days , .
. person's health plan, or the provider was for not less than 90 days from
When additional needed . . X
1911AC79 1A X o R no longer contracted with the carrier the date of PA receipt,
1A information is submitted, the o K
HF2399 (2022) . . . providing the health plan, or the covered provided that the covered
applicable time period for a . .
. X person was no longer a participantin the person has the same health
decision starts again. ) )
health benefit plan; benefit plan for those 90
QHP drugs: 24 hours . . o
If the provider failed to meet the carrier's days.
requirements for timely filing of claims; or
If the carrier does not have liability for the
service due to coordination of benefits.
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For emergency services if
24/7 access to a representative for symptoms presented show
services provided immediately that an emergency medical
KS |40-4603 - .
after treatment of an emergency condition exists, or for
health condition. emergency examination and
stabilizing services.
"Medically necessary health care services"
means health care services that a provider
. If the approval was based on fraudulent, |would render to a patient to prevent, diagnose, | . . L
KY Rev Stat § Urgent review: 24 hours . . . i . . i Licensed physician of the same or similar
KY . materially inaccurate, or misrepresented |or treat an illness, injury, disease, or its . . K
217.211SB 54 2019 |Nonurgent review: 5 days . X . . . specialty as the ordering provider
information. symptoms in a way that is in accordance with
generally accepted medical standards and is
clinically appropriate.
X Denied if: benefit limitations are reached,
Urgent: 2 business days X . i
. X documentation fails to support the claim,
Non-expedited: 5 business days L X
HB 468 (2023) SB . the service is no longer medically . . X X
Concurrent: 24 hours of obtaining . . . . o For invasive procedures for [The health insurance issuer shall
188 (2023) LSA-RS . i necessary, the service would require Licensed healthcare practitioner similar in . i X .
needed information i X X K . which PA was received from |appoint a physician to conduct a peer
22:1006.1 LSA-RS K X . disapproval in accordance with the . X education and background as the requesting K X . . i
Retrospective review: 30 business \ X Criteria are evidence-based and updated and i . o the insurance issuer before |review and shall notify the requesting
LA 46:460.33 ASB 348 . . enrollee's plan, another payor is . . . provider, or a same or similar specialist who . L L .
days of obtaining needed info. K . reviewed by an insurance issuer. . L the procedure was finished or | physician of the determination within
(2022) LSA-R.S. . responsible for the payment, the provider treats the condition and any complications i i .
Insurance issuer has 1 calendar X . ) ) PA was not required by the |2 business days of the peer review
22:1139SB 112 i . was already paid for the services, the resulting from the health care service. .
day to inform the provider what L . issuer. date.
(2022) » . . . claim is fraudulent, and/or the recipient of
additional info. is needed. Provider . o . X
. L the service was not eligible to receive said
has 2 business days to provide it. k
service.
Nonemergency: 72 hours or 2
business days, whichever is
v o . . Clinical peer who may not have been involved in | No PA for first 12 visits of a
shorter . . . Criteria are based on published sound clinical . L i
Chapter 273 PLS.P. i . X If fraudulent or incorrect information was . o making the initial adverse health care treatment |new episode of care,
ME With outside consultation: 72 . evidence and are evaluated periodically to . . . L . . N
218-L.D. 7052019 . provided. . decision unless additional information is including for rehabilitative or
hours or 2 business days after ensure efficacy. . o .
. . R provided on appeal. habilitative services.
initial response, whichever is
shorter.
Real time approval for requests
that need no additional
MD Code Ann. 19- information and meet the payor's
MD [108.2 MD Ins Code § |criteria for approval. Otherwise:
15-851(2019) Nonurgent pharmaceuticals: 1
business day
Nonurgent other: 2 business days
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Guidelines should be developed with input
from practicing physicians and participating
providers in the carrier's service area,
L developed in accordance with national
If a payer does not respond within o
. . accreditation standards, updated at least
MA |MGLC. 1760, 25 2 business days, the request is . . .
biennially, evidence based, considerate of
deemed to have been granted. o .
individual health care needs of the insured,
assessed by the carrier to show compliance
with state and federal parity requirements, and
compliant with state and federal law.
Criteria must be developed by either an entity An insurer shall adopt a
that works directly with clinicians and does not program that promotes the
receive direct payments based on the outcome |Licensed physician who is board certified or modification of PA
Non-urgent: Granted if not of the clinical care decision, or a professional |eligible in the same specialty as a provider who |requirements based on: The
S BT T decided upon or replied to within 7 medical specialty society. typically manages the condition or service under | performance of health care
ection L c
Mi sB 247 (2022) calendar days of the request. The criteria must take into account the needs of | review. If no such physician can be identified providers, involvement of
Urgent: Granted if not decided atypical patient populations, ensure quality of |within the applicable time limits, the insurer may | contracted providers to
upon or replied to within 72 hours. care and access to needed services, be use a licensed physician in a similar and participate in a financial risk-
evidence-based, be flexible to allow deviations, | appropriate specialty. sharing payment plan, and
and be evaluated and updated at least health provider specialty,
annually. experience, or other factors.
If no independently developed evidence-based
. standards exist for a particular procedure, an
Standard: 5 business days . e . -
. X X insurer or utilization review organization shall L L .
Expedited: 48 hours, including at Physician in the same or a similar specialty as
. . not deny coverage solely based on the ground . .
least one business day after the [Ifthereis evidence that the PA was based N typically manages the condition or treatment
. . . . that the procedure does not meet an evidence- . . . .
MN M.S.A.§62M.01to |initial request on fraud or misinformation, or if a based standard under discussion who is reasonably available to
ased standard.
19 Appeal: 15 days + 4 additional previously approved PA conflicts with . . . . review the case. Reviewer may not receive any
i Clinical criteria must be established with . o .
days if needed due to state or federal law. o . financial incentive based on the number of
R . appropriate involvement from actively o
circumstances outside the control o . adverse determinations they make.
X o practicing physicians and must be evaluated
of the review organization. .
and updated annually based on sound clinical
principles.
MS Code 201583-9-| .
MSs 63 Within 2 business days
The grievance decision is finalized,
binding, and subject to judicial review if:
review is filed within 30 days of the final Review by the grievance advisory
Mo. Rev. Stat.6§ 24 hours electronically or decision, judicial review is limited to the |Based on sound clinical evidence and Qualified health care professional licensed in panel follows the same time frames
0. Rev. Stat.
Mo |376.1350-376.1389: telephonically, plus confirmation |record before the director, the enrollee |evaluated periodically. When conducting Missouri. Compensation for those conducting as a first level review. Any grievance
SB 5;82 ’ " |within 2 work days and carrier are real parties in interest, and | utilization review, carrier shall only collect utilization reviews shall not contain incentives to decision shall include notice of the
Concurrent: 1 work day the scope of judicial review extends only |necessary information. make medically inappropriate decisions. right to file an appeal with the
to whether the action is unlawful or in director's office.
excess of the director's statutory
authority.
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MT

MT ST. §§ 33-32-101
to 419

Request for ext. review: 120 days
of receipt of adverse
determination

Preliminary review of ext. review
request: 5 business days of receipt
of request

"Medical necessity" means health care
services that a provider would provide to a
patient to prevent, diagnose, treat, cure, or
relieve a health condition, which are: in
accordance with generally accepted
standards, clinically appropriate and effective,
not primarily for the convenience of the patient
or provider, and not more costly than
alternative service(s) likely to produce
equivalent results.

Physician whose specialty focuses on the
diagnosis and treatment of the condition that the
Rx drug was prescribed to treat, provided that PA
does not require a physician's involvement on
the part of a health insurance issuer.

For any generic Rx drug that is
not a controlled substance
after a person has been
continuously prescribed said
drug at the same quantity for
6 months,

Any generic or brand name Rx
drug(s) for therapeutic
duplication if the covered
person already has PA for
therapeutic duplication for
the same dosage of the Rx
drugs,

Any Rx drug with a dosage
adjusted within FDA or
clinical standards, and

Any long-acting injectable
antipsychotic Rx drug.

A covered person may request
external review when a health
insurance issuer fails to adhere to
state law involving the resolution of
grievances. They are entitled to any
available remedies on the basis that
the issuer failed to provide a
reasonable appeals process.
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26.1-36.12 - 05. Prior
authorization - Nonurgent
circumstances. Nonurgent - 7
Days 26.1-

26.1 - 36.12 - 09. Retrospective denial.

26.1-36.12-02. Disclosure and review of prior
authorization requirements. A prior
authorization review organization shall make
any prior authorization requirements and

26.1-36.12 - 04. Personnel qualified to review
appeals. A prior authorization review
organization shall ensure all appeals are
reviewed by a physician. The reviewing
individual: a. Shall possess a valid nonrestricted
license to practice medicine. b. Must be in
active practice in the same or similar specialty
as the physician who typically manages the
medical condition or disease for at least five
consecutive years. c. Must be knowledgeable of,
and have experience providing, the health care
services under appeal. d. May not receive any
financial incentive based on the number of

26.1-36.12-03. Personnel qualified to
make adverse determinations. A
prior authorization review organization
shall ensure all adverse
determinations are made by a
licensed physician or licensed
pharmacist. The reviewing individual:

5431;LB77

Nonurgent: 3 days

efficacy.

reviewed by a nonphysician provider whose
scope of practice includes the services under
review.

2280 36.12 - 06. Prior Authorization. . restrictions readily accessible on the adverse determinations made. This subdivision 1. Must have experience treating
) R May not revoke authorization for 45 days o, . . - . . . -, .
ND |2025 Session Urgent Health Care Services. . . . organization's website to enrollees, health care | does not apply to financial incentives patients with the condition or illness
unless there is evidence the prior . . . . . L
Eff.8/1/205 Urgent - 72 hours 26.1-36.12 - e professionals, and the general public. established between health plan companies and for which the health care service is
. L. authorization was based on fraud. . i . . . .
07. Prior Authorization. Requirements include the written clinical health care providers. e. May not have been being requested; and 2. Shall make
Emergency Medical Condition. criteria and be directly involved in making the adverse the adverse determination under the
Emergency - 2 days following described in detail using plain and ordinary determination. f. Shall consider all known clinical direction of one of the prior
admission language comprehensible by a layperson clinical aspects of the health care service under authorization review organization's
review, including a review of all pertinent medical directors who is responsible
medical records provided to the prior for the health care services provided
authorization review organization by the to enrollees.
enrollee's health care provider, any relevant
records provided to the prior authorization
review organization by a health care facility, and
any medical literature provided to the prior
authorization review organization by the health
care provider.
A physician that is reasonably available to review
the case, unless the health care services were . . X
L . . . . A health carrier shall print on its
Criteria shall be based on sound clinical provided or authorized by a provider other than a X
NE ST. §§ 44-5401 to | Urgent: 12 hours X L . . membership cards a toll-free
NE evidence and evaluated periodically to ensure |physician. In this case, the appeal may be

telephone number to call for
utilization review decisions.
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NV

NV ST.§§ 687B.225;
616C.157; 683A.372

Treatment, diagnostic tests,
consultation: 5 working days
The PA shall be deemed to be
given if the insurer fails to respond
on time. They may subsequently
deny authorization.

Other requests: 20 days

Procedures shall include a quality assurance
mechanism that ensures that an external
review is conducted within the specified time
frames, the selection of qualified and impartial
clinical reviewers for external reviews, suitable
matching of reviewers to specific cases, the
independent review organization employs an
adequate number of reviewers, the
confidentiality of records and review criteria,
and that a person employed by the organization
adheres to external review requirements.

Physician or other appropriate health care
provider who must: be an expert in the treatment
of the covered person's medical condition under
review; be knowledgeable about the
recommended service through recent or current
clinical experience treating similar patients with
the same or similar medical condition; hold a
nonrestricted license in the U.S. and, if a
physician, hold a current certification byt a
specialty board of the American Board of
Medical Specialties in the area(s) appropriate to
the subject of review; and have no history of
disciplinary actions or sanctions that question
the reviewer's physical, mental, or professional
competence or moral character.

NH

NHRSA §§ 420-J: 5,
420-J:6, | (c) 420-J:6,
11l 420-):6, X
420-7-b; 415-A:4-a;
415-A:4-b

Urgent care appeals: 72 hours
Confirmation of expedited
decision: 2 business days
Non-urgent: 14 calendar days
Request for more info: 7 calendar
days

Criteria shall be developed with input from
practitioners with relevant knowledge, updated
at least biennially, compliant with national
accreditation entity standards, based on
current and nationally accepted standards, and
evidence-based.

Has appropriate medical and pro. expertise and
credentials to apply clinical criteria.

Med. necessity determination is made by one of
the carrier's or UR entity's medical directors who
is responsible for reviewing health care services
provided to covered NH residents.

For interfacility transports
related to treatment of
certain mental illnesses.
For at least one medication-
based treatment option for
substance use disorders
without renewal more
frequently than every 12
months.

Urgent determinations in 72 hours,
additional information given at least
48 hours. The determination shall be
made within 48 hours after the add'l
information is received or the claimant
misses the deadline to provide it.
Peer-to-peer reviews can be
requested before PA determination or
after denial and before grievance, and
shall be available within 2 days.
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NJ

NJ Uncodified AB
1255

Urgent req: 24 hours

Non-urgent req: 72 hours

Current inpatient or emergency
care services: 24 hours

Urgent care: 72 hours

Emergency care: 150 min.;
services approved if determination
is not made within this time

Payer shall honor a PA granted by a
previous payer for at least the first 60 days
of coverage under a new health plan.
Payer shall reimburse a hospital or
provider for all medically necessary
emergency and urgent health care
services covered under the health
benefits plan.

"Medical necessity" means or describes a

health care service that a health care provider
would provide to a covered person to evaluate,
diagnose, or treat a condition or its symptoms,
that is: in accordance with generally accepted
standards, clinically appropriate, not primarily
for the convenience of the covered person or
provider, and not more costly than alternative
service(s) likely to produce equivalent results.

PA denials or limitations shall be made by a
physician who shall: make the adverse
determination under the clinical direction of a
medical director be licensed in NJ, not be paid
based on their approval or denial rate, and not
be provided preferential treatment by a payer in
requests for PA of the reviewing physician if that
physician is also a network provider for the
payer.

Adverse determinations of appeals shall be
made by a physician with the same
requirements as reviewing physicians for PA
denials, and additionally shall: be board certified
in a same or similar specialty relevant to the
condition or service under review, or has
experience with said condition within the last 5
years; not have been directly involved in initial
adverse determinations for the same claim;
consider all clinical aspects of the service under
review; and engages in telephone

communication with the treating provider when
requested.

Payer found to be in violation of those
sections shall be liable for a civil
penalty up to $10,000 per day that the
payer is in violation if reasonable
notice is given to levy the penalty. At
the discretion of the commissioner,
the payer has 30 days to remedy the
condition that caused the violation.

NM

59A-22B-5

PA is granted for determinations
not made within 7 days. When a
health care professional requests
an expedited PA and submits a
statement that delay in treatment
could cause permanent harm, an
adjudication shall be made within
24 hours or deemed granted if no
determination is made.

No retrospective denial for mental health
or substance use disorder services after
the provider renders the services, except
in cases of fraud or violation of the
provider's contract with the insurer.

"Medical necessity" means health care
services determined by a health care provider,
in consultation with the insurer, to be
necessary according to: generally accepted
principles of good medical care; practice
guidelines from the federal government or
professional associations; or applicable
clinical protocols developed by the insurer
consistent with federal, national, and
professional practice guidelines.

"Medical peer review" means review by a health
care professional from the same or similar
specialty that typically manages the condition or
procedure under review for PA.

An auto-adjudicated PA request based
on medical necessity that is pended or
denied shall be reviewed by a health
care professional who: has knowledge
of the medical condition of the
covered person for whom the auth is
requested, or consults with a
specialist who has said knowledge.
The health care professional shall
make a final determination of the
request; if denied, notice of the denial
shall be provided to the covered
person and their provider with: the
grounds for denial, a notice of the right
to appeal, and a description of how to
file an appeal.
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NY

N.Y. Ins. Law &§
4902; 4903;4904

Appeal of initial UR determination:
30days

Expedited appeals: 2 business
days

Expedited appeal for substance
abuse treatment: 24 hours

Step therapy protocol override: 72
hours

Step therapy protocol override for
urgently needed Rx drug: 24 hours
Allow at least 40 hours a week
during normal business hours to
discuss care and allow telephone
requests

Utilization review agent shall use an evidence-
based and peer reviewed review tool to
determine coverage for substance use disorder
treatment, which is designated by the office of
alcoholism and substance abuse services.
Agent shall use evidence-based and peer
reviewed criteria to determine coverage for a
mental health condition, which is approved by
the commissioner of the office of mental
health.

Both standard and expedited appeals shall only
be conducted by clinical peer reviewers other
than those who rendered the adverse
determination.

Expedited appeals: 2 business days of
receipt of necessary information,
except those for substance use
disorder treatment, which shall be
determined within 24 hours. Notice of
the appeal determination shall
include rationale for the
determination.

NC

N.C Gen. Stat.§§ 58-
50-61; 58-3-200

"Necessary information" includes
the results of any patient exam,
evaluation, or second opinion that
may be required.

Prospective and concurrent
determinations shall be
communicated to the provider
within 3 business days of obtaining
all necessary information.

If an insurer determines that items are
covered under its health benefit plan, the
insurer shall not subsequently retract its
determination after the items have been
provided or reduce payments unless the
determination was based on an
intentional misrepresentation about the
insured's health condition.

Criteria are based on sound clinical evidence
and are periodically evaluated to ensure
efficacy. Criteria for determining when a
patient needs to be placed in a substance
abuse treatment program shall either be: the
diagnostic criteria in the most recent revision of
the American Society of Addiction Medicine
Patient Placement Criteria for the Treatment of
Substance-Related Disorders, or criteria
adopted by the insurer or its URO.

Medical doctor licensed to practice in NC with
no incentives to make a particular decision.

Insurer shall clearly and
comprehensively describe its UR
procedures, and include availability of
assistance and contact information
for Health Insurance Smart NC, in the
certificate of coverage and member
handbook that it provides to covered
persons. UR procedure information
should also be included in materials
for prospective covered persons.

OH

Ohio Rev. Code §
1751.72

Urgent: 48 hours
Non-urgent: 10 calendar days
(Both for PA requests and appeals)

If the service is related to another service
that has already received PA approval and
been performed, the new service was not
known to be needed when the original
service was performed, and the need for
the new service was revealed when the
original service was performed.

Appeal shall be between the health care
practitioner requesting the service and a clinical
peer.

Committing a series of violations that
constitute a pattern shall be
considered an unfair and deceptive
practice.

If the appeal does not resolve the
disagreement, covered person or a
representative may request external
review.

If the health care practitioner submits
a claim including an unintentional
error which results in a claim that
does not match the information in the
originally submitted approved PA
request, the practitioner may

resubmit the claim upon receiving a
denial of services.
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Procedures shall ensure that health care
services provided to enrollees shall be
rendered under reasonable standards of
e Okla. Stat. Tit. 36, & quality of care consistent with prevailing
6907 professionally recognized standards of
practice, and shall include mechanisms to
assure availability, accessibility, and continuity
of care.
L § L “Managed health insurance” i .
o . Determinations related to benefit Physician licensed under ORS 677.100-677.228 . Insurer must give any provider who
Nonemergency: within 2 business o K X ! . . means any health benefit
O.R.S.§§743B.001; coverage are binding on the insurer if for all final recommendations regarding i requested treatment or payment of
days . o . . . plan that requires enrollee to . . .
743B.256; . L obtained within 60 days before date of Must be evidence-based and continuously treatments subject to UR. . services but was denied on the basis
If more information is requested, . . . . use specified network(s) of . .
OR |743B.420; . service updated based on new research, and take into |Independent review org. shall appoint Rk of being medically unnecessary or
by the later of: 2 business days L o . . L providers managed by the . .
743B.423 . Determinations related to eligibility are [account new treatment developments. reviewer(s) with at least one clinician in the . . . experimental the opportunity for a
after receipt of a response or 15 o . . . o . i . insurer to receive benefits, . i K
binding on the insurer if obtained within 5 same or similar specialty as the provider who timely appeal with a medical
days after the request . . . except for emergency . .
business days before date of service prescribed the treatment. service consultant or peer review committee.
For denied PA requests, insurer shall
make a licensed professional
. L available for a peer-to-peer review to
No denial for closely related services if li d id ith iote traini p th i ider. Th "
icensed provider with appropriate training an e requesting provider. The peer-to-
Statutes 40 Urgent: Within 72 hours if not yet | the provider notifies the insurer within 3 | Criteria must be based on national medical g FL . p. . & < . = -
L . . X ) . o knowledge of the same or similar specialty peer review procedure shall be
P.5.§§991.2154; initiated, otherwise 24 hours business days of completion and before |standards, be applicable with govt. guidelines, i . . X . i ) X
PA . L . k X i . X related to the service, OR a licensed provider in available on the insurer's public
991.2155-2156; MA or CHIP: 2 business days submitting a claim for payment, including |provide for appropriate health care service and i i K i . i )
L i . . consultation with a third-party provider with said website and portal. An MA or CHIP
991.2161 All others: 15 days all clinical information to evaluate reflect current medical and scientific evidence. . L
. . qualifications. plan shall maintain an external
medical necessity. i X
grievance process, that includes
expedited grievances, to appeal
internal grievance denials.
For emergency services when
such services are included in
PRStT. 26 § 9005
PR the health plan, and for
obstetrical and gynecological
care.
. _ A non-administrative ABD
. . The insurance commissioner . X .
Only if the initial approval was based on L . . reconsideration decision shall not be
. . X ABD determinations must be made, shall establish and assist an i \ .
Urgent: 72 hours inaccurate information or the healthcare . X . . . . X i made until the UR agent's provider has
27-18.9 et seq.; 42- . X . documented, and signed by a licensed Licensed practitioner with the same licensure advisory council K X
RI Non-urgent: 15 days (non- services provided did not follow the . . i i i X engaged in two-way, direct
14.5-3 . i o i practitioner with the same licensure statusas | status as the ordering provider. subcommittee made up of L . .
administrative) provider's care plan and/or prior approval i K X communication with the provider who
o the ordering provider. healthcare providers and Rl | . .
restrictions. i is responsible for providing the
licensed health plans.
treatment.
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SC

§§38-71-144; 44-6-
1050

Rx PA extends to all refills
allowed by the o.g.
prescription and subsequent
prescriptions for the same
drug at the same dose.

If a benefit plan that covers treatment
of stage 4 advanced, metastatic
breast cancer denies a PA request or
claim for diagnostic imaging based on
an adverse medical necessity
determination, the covered person
shall have a right to expedited external
review. A Medicaid recipient who has
been denied PA for a Rx drug is
entitled to an appeal.

SD

SDCL & 58-17H et
seq.

Determinations shall be issued in
a timely manner in compliance
with SD code. Carriers shall
ensure utilization reviewers apply
review criteria consistently.

Carrier shall make the determination
within a reasonable time period not
exceeding 30 days, but can be extended
once for up to 15.

Criteria are based on clinical evidence and are
evaluated periodically to ensure efficacy.

Reviewer must be a clinically qualified and
appropriately licensed health care professional.

™

Tenn. Code Sections
56-7-3701-22; (56-
61-102)

Urgent: 72 hours + 1 business day
if applicable
Nonurgent: 7 calendar days

Criteria must be: based on national standards
except where state law provides its own, non-
arbitrary and cited by the UR org., evidence-
based, flexible to allow deviations, and
evaluated and updated in accordance with
state law.

Licensed healthcare pro. with the same or
similar specialty as the physician requesting the
PA.

For appeals, same or similar specialty as the
physician who requested initial PA, and is also
currently licensed in the U.S. without restrictions
and is knowledgeable and experienced with the
services under appeal.

PA requirements shall be
reviewed at least annually,
during which PA for
prescriptions & medical
service checks is considered
for removal.

Non-urgent requests are approved
within 7 calendar days if the provider
is not notified that PA is being
questioned for med. necessity (except
Rx drugs).

If notice is provided, it must include a
phone # to the UR org., hours of
business operation of the physician
reviewing the PA, and a statement that
there is an opportunity to discuss the
medical necessity of the service with
the healthcare pro. who will approve
or deny the PA.

Must request PA at least 5 calendar

days before providing service for non-
urgent PAs.
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Ins. Section
843.3483;

Ins. Section
4201.151;

Ins. Section
4201.356;

Ins. Section
4201.357;

28 TAC Section
19.1730;

A health maintenance org. that
uses a PA process that violates TX
law, including failing to comply
with applicable deadlines, must
provide an expedited appeal for
any health care service affected by
the violation.

Physician licensed to practice medicine in TX
and must follow standards developed and
approved by health care providers.

At least 90% approval for a
particular service during the
most recent 6 mo. eval
period.

No more than one PA
annually for Rx drugs for
autoimmune diseases,
hemophilia, or Von
Willebrand disease.

If a provider requests within 10 days
that a specialty provider reviews the
claim, a provider with the same or
similar applicable specialty shall
complete a review within 15 days.
Appeal process must include
procedures for expedited appeals for
denials of: emergency care, continued
hospitalization, or another service
with documentation from the
requesting provider proving that the
service is needed to prevent death or
serious harm to the patient.

ut

Utah Code
Annotated

§ 31A-22- 650; §§
31A-22-613(4), 31A-
22-613.5(2)(d), 31A-
22-625(4), 31A-22-
627, 31A-22-639

No retrospective denial if the enrollee is
eligible for coverage under their insurance
policy, their circumstances related to
care haven't changed, the provider
submits an accurate claim, and no
fraudulent or incorrect information was
given by the provider.

Currently licensed as a physician and surgeon in
a U.S. state, district, or territory.

18V.S.A.§9418, 18
V.S.A.§9418b, DFR
Rule H-2009-03

Urgent: 24 hours

Nonurgent: 2 business days with
acknowledgement given within 24
hours

Only if the health plan has provided at
least 30 days' notice, including the
proposed adjustment and explanation of
the adjustment.

Must be within 12 months of payment of
the previously paid claim unless fraud
occurred, provider was already paid,
services were not provided, or the claim is
the subject of legal action.

Based on medical and scientific evidence, and
should be updated periodically.

"Medically necessary" means appropriate in
type, amount, frequency, level, setting, and
duration to the member's diagnosis or
condition. It must be informed by medical and
scientific evidence.

Physician under a medical director responsible
for treating the MCO's members except when
denial is based on eligibility for coverage.

For treatments ordered by a
primary care provider.

The grievance process must allow
members at least 180 calendar days
following receipt of an ABD
notification to request a first level
appeal and at least 90 calendar days
for a second level appeal. Members
can submit and view copies of
information related to the grievance.
Reviewers must not have any prior
involvement with the grievance and
shall include at least 1 clinical peer of
the treating provider in deciding on an
ABD that is based on a medical
judgement.

Vi

No Provision
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VA

VA Code § 38.2-
3407.15

VA Code § 38.2-
3407.15:2
14VAC5-216-40A,
CE
14VAC5-216-50

Urgent requests via telephone
within 24 hours, including
weekends.

Otherwise, within 2 business days.

In an invasive procedure, if the provider
discovers the need to perform a less or
more extensive procedure than was
authorized, which is medically necessary
and not investigative in nature, the carrier
will pay the claim.

Carrier shall designate a clinical peer reviewer
for the appeal of any adverse benefit
determination. The reviewer shall not have
been involved in any previous determination
with regard to the claim.

An appropriate person designated by the carrier.
They shall not have made any previous ABD of
the subject under appeal nor shall they defer to
any prior ABD.

No PA for at least one drug
prescribed for substance
abuse treatment.

Each covered person is entitled to a
full review of an ABD and may file an
appeal orally or in writing within 180
days.

Pre-service claims: 30 days
Post-service claims: 60 days

Urgent appeals/requests to extend: 72
hours (any needed add'l info should
be requested within 24 hr)
Notification of an urgent care ABD
shall describe the appeal process.
Carrier shall provide coverage
pending the appeal of a review
decision.

Reductions or terminations of an

approved course of treatment shall
constitute an ABD.

© 2025 National Association of Insurance Commissioners

46




WA

Wash. Rev. Code
§48.43.830; §
48.43.537; §
48.165.050

Wash. Admin. Code
§284-43-

2050

Electronic

Standard PA request: 3 calendar
days

Expedited request: 1 day
Request for more info: 1 day
Nonelectronic

Standard request: 5 days

Expedited request: 2 days
Request for more info: 5 days

Detailed, easily understandable, based on
evidence-based clinical review criteria, and
accommodating to underserved populations.
Criteria should be updated at least annually.

Licensed in Washington or a state with
comparable standards and should have
substantial, recent clinical experience with the
same or similar health conditions.

No automatic denial when it
is impossible for the provider
to obtain PA before
performing services or notify
payor within 24 hours.

Carrier or its representative must
allow specialists to request PA for
diagnostic or lab service in advance.

W. Va. Code Ann.
§33-15-4s et.seq.

Initial Review in 2 days, Additional
Information given 3 days, with a
follow up of 2 days for final
decision.

Inpatient prescriptions written at time of
discharge no PA if not over $5000 per day. After
three days a PA may be required.

If PA is rejected, the physician can then request
for an appeal by a physician with same specialty,
background, and education.

If a health care practitioner
has performed 30 procedures
in 6 mos w/90% approval
received Gold Card for 6 mos.

Appeals shall take no longer than 5
business days. Appeal on a PA shall
take no more than 10 days.

wi

Wis. Admin. Code §
632.855

For PA requests of experimental
procedures, within 5 work. days.

W.S. 1977 § 26-55-
101 et seq.

PA requirements and restrictions
must be easily accessible and in
detailed yet simple language
within 24 hours of being requested
by a provider.

Only at the end of a 12 mo. period if the
provider would not have met the 90%
authorization criteria.

After issuing an adverse determination, insurer
must determine authorization of the service
and schedule a discussion about its medical
necessity within 5 business days of the
provider's request.

Provider with knowledge in an applicable
specialty, knowledge in the coverage criteria, a
current and unrestricted license, and the
patient's med history and diagnosis.

For opioid abuse medications
or for the first 12 visits of
rehab or habilitative services
for a new condition or
treatment.

Appealing provider must have
sufficient knowledge in an applicable
specialty, knowledge in the coverage
criteria, and a current and
unrestricted license; must not have
been employed or contracted by the
insurer or otherwise have a financial
interest in the appeal's outcome;
must not have been involved in the
initial determination; and must have

considered all clinical aspects of the
service.
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Agenda Item #4

Hear a Presentation on State-Level Actions to Mitigate Projected Coverage Losses and
Premium Impacts from H.R. 1—One Big Beautiful Bill Act (OBBA) and Other Federal Changes
Impacting the Individual Market—Lucy Culp (Blood Cancer United) and Sabrina Corlette
(Center on Health Insurance Reforms [CHIR])



Recommendations for States’
Efforts to Mitigate Coverage Loss

Presentation to B Committee on Behalf of NAIC
Consumer Representatives

Sabrina Corlette, J.D.
December 11, 2025

McCourt School CENTER ON HEALTH

GEORGETOWN_ UNIVERSITY

of Public Policy INSURANCE REFORMS



A team of nationally
recognized experts

The Center on Health Insurance Reforms
operates within Georgetown University’'s McCourt
School of Public Policy. CHIR's team is composed
of leading health policy researchers with deep and
nationally recognized expertise in health
Insurance laws, regulation, policies and market

practices.

GEORGETOWN UNIVERSITY McCourt School CENTER ON HEALTH in > Center on Health Insurance Reforms

of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu




Federal Changes Will Lead to Unprecedented Coverage Loss

* Expiration of enhanced PTCs
 Termination of eligibility for lawfully present

Reduced Immigrants
Affordability * Uncapped liability at APTC reconciliation
_ _ . . 14+ million
* Higher premium contributions and OOP cost growth STEEE
* Higher deductible plans and reduced PTCs due to AV lose health
changes insurance
* End of automatic re-enrollment Average 114%
» New documentation demands for SEPs/DMls e premuim
(g (A * Termination of APTCs for failure to reconcile
Tape; Less Help  End of low-income SEP

* Shorter open enrollment windows
* Navigator cuts

GEORGETOWN UNIVERSITY McCourt School CENTER ON HEALTH in > Center on Health Insurance Reforms

of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu




State Options to Mitigate Coverage Loss

5 M A P

Plan
Marketplace Management and Consumer Documenting the
Policies and Insurance Market Oversight Communications Effect of Federal
Affordability Processes Regulation & Enforcement & Engagement Changes

GEORGETOWN UNIVERSITY McCourt School CENTER ON HEALTH in > Center on Health Insurance Reforms

of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu




State Options to Mitigate Coverage Loss: Affordability

State-funded financial help. State “subsidy wraps” can significantly improve
affordability, reduce coverage loss, improve the individual market risk pool, and support
market stability. 11 states and D.C. currently provide such funds.

Basic Health Program. A BHP can improve the affordability and comprehensiveness of
coverage for low-income people (up to 200% FPL), though the effect depends heavily on
a state’s available funding, implementation choices, and operational systems. 3 states
and D.C have a BHP.

MGCOUI‘t SChOOl CENTER ON HEALTH in > Center on Health Insurance Reforms
of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu

GEORGETOWN_ UNIVERSITY




State Options to Mitigate Coverage Loss: Marketplace Policies

and Processes

Facilitated Enrollment. Simplify the eligibility & enrollment process for consumers,
largely by leveraging state data infrastructure and improving data sharing.

Sludge Audits. Identify and remove existing barriers and friction points that hinder

consumers from obtaining an eligibility determination and enrolling in optimal
coverage.

Enrolilment Opportunities. Take advantage of available flexibility for open and special

enrollment periods, such as January SEPs for individuals who start but fail to complete
an application.

GEORGETOWA UNIVERSITY McCourt Schooi CENTER ON HEALTH in > Center on Health Insurance Reforms

of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu




State Options to Mitigate Coverage Loss: Plan
Management

Active Purchasing. Leverage regulatory authority and market position so that insurers
meet standards for affordability, benefit design, and other elements.

Standardized plans. Optimize consumer decision-making by standardizing benefit
design and/or limiting the numbers of plans offered at each metal level.

GEORGETOW UNIVERSITY McCourt Schooi CENTER ON HEALTH in > Center on Health Insurance Reforms

of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu




State Options to Mitigate Coverage Loss: Insurance
Regulation

Guaranteed Issue. Prevent insurers from denying an applicant coverage solely because
of past-due premiums.

Silver Loading. Continue to require plans to price for cost-sharing reductions via on-

Marketplace silver plans. This improves enrollees’ buying power and helps maintain
market stability.

Maximizing Actuarial Value. Require plans to meet actuarial value targets that exceed

the minimum federal standard. This can help lower deductibles and increase enrollees’
buying power.

GEORGETOWN UNIVERSITY McCourt School CENTER ON HEALTH

in > Center on Health Insurance Reforms
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State Options to Mitigate Coverage Loss: Market Oversight

For All Non-Compliant Products . - Limited Durati
P For Excepted Benefit Products For Short-term Limited Duration
and Arrangements Insurance

e Require submission of marketing * Require to be sold to accompany  Mandate stronger disclosure than
materials for review/approval major medical insurance federal rules

« Monitor marketing and broker * Require strong and clear * Prohibit sale during open
activity consumer disclosures enrollment

e Limit contract term to 3 months
* Require compliance with
consumer protections

* For SBMs, require brokers to
provide side-by-side comparisons
between Marketplace and non-
Marketplace options

For Farm Bureau, AHPs and Other Non-ACA
Arrangements

For Health Care Sharing Ministries

* Require HCSMs to report enrollment and other key data * Repeal laws exempting Farm Bureau plans or other

« Prohibit brokers from selling products or arrangements insurance-like arrangements from insurance regulation
that aren’t sold by insurers licensed under state law * Set a level playing field for MEWAs/AHPs

GEORGETOW UNIVERSITY McCourt Schooi CENTER ON HEALTH in > Center on Health Insurance Reforms

of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu




State Options to Mitigate Coverage Loss: Consumer

Communications & Engagement

Targeted Communications. Invest in data-driven, targeted strategies to identify and
reach consumers in the most need of assistance, expand language access, and engage
partners trusted in the communities they serve

Consumer Support. Identify, invest in, and train personalized consumer assistance so
consumers have help navigating changing policies and new paperwork.

Resources for the Uninsured. Provide resources and information for families who
become uninsured; help educate people about the risks of products and arrangements
that do not meet ACA standards.

GEORGETOWA UNIVERSITY McCourt Schooi CENTER ON HEALTH in > Center on Health Insurance Reforms
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Documenting the Effect of Federal Changes

 Maintain robust, regularly updated dashboards
during/after open enrollment with data on plan
selections, % of enrollees receiving PTCs/CSRs, call
center performance, etc.

* Investin longitudinal analyses that document the
effect of federal policy, e.g, changes in net
premiums, shorter OE impact on total enrollment

* Collect data, publish reports on key market trends

* Partner with research organizations to document
changes over time

 Conduct and publish results from consumer surveys

McCourt School CENTER ON HEALTH in > Center on Health Insurance Reforms

EORGETOWN UNIVERSITY :
G G N of Public Policy INSURANCE REFORMS Read more at chir.georgetown.edu




Questions?

Sabrina Corlette, J.D.

Research Professor

Sabrina.Corlette@Georgetown.edu

GEORGETOWN UNIVERSITY McCourt School CENTER ON HEALTH

of Public Policy INSURANCE REFORMS



\Website

Stay I n chir.georgetown.edu
Touch

Email

chir@georgetown.edu

McCourt School
GEORGETOWN_ UNIVERSITY of Public Polic
)/ Public Foliy LinkedIn
CENTER ON HEALTH Center on Health Insurance Reforms

INSURANCE REFORMS

u YouTube

Center on Health Insurance Reforms
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Hear a Presentation on the Emerging 2025 Individual Market Risk Pool
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Agenda

Get to Know the Wakely Team
2026 Market Framework
2025 Individual Market Morbidity

Medical Trend in the Individual Market
& Commercial Market

Key Considerations and Uncertainties Going Forward
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About Wakely Consulting Group

An HMA Company

Wakely has extensive expertise with ACA premium rate
certification in multiple states, rate review,
ACA risk adjustment, and policy analysis.

Deep 1332 Waiver Expertise

Currently, support 1332 waiver programs in
seven states. Wakely has been a part of eight
successful 1332 waiver applications, including
initial waivers, amendment waivers, and
renewal waivers.

Policy Analytics Experience

Wakely provides additional support to state
clients to help mitigate program risk when
faced with unanticipated regulatory changes or
other external factors.

Multi-disciplinary Expertise
Wakely and HMA consultants have unmatched
multi-disciplinary experience with 1332 waiver

programs. The project team includes several
consultants with direct ACA marketplace and

1332 waiver experience at CMS, state ACA policy

and marketplace operational experience, and
several actuaries specializing in state
affordability programs and 1332 waivers.
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What Is Happening in 2026 Market?

> Highest premium rate changes since 2018

> Drivers include:

>

2025 emerging experience
and sicker population

Trend patterns

Provider price increases
Inflation

Rate correction from prior years

Regulatory changes, including enhanced
premium tax credit expiration

Expensive medications such as GLP-1s

Uncertainty

Figure 1

ACA Insurers Are Raising Premiums by an Estimated 26%,
but Most Enrollees Would See Sharper Increases in What
They Pay if Enhanced Tax Credits Expire

Percent change in gross and net premium payments, 2026

100%
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Source: KFF analysis of ACA Marketplace premium data « Get the data « Download PNG KFF

Source: CCIIO Data Brief on Section 1332 Waivers l I |


https://www.cms.gov/files/document/cciio-data-brief-042024-508-final.pdf

2025 Changes in Morbidity

Wakely performed an analysis on 2025 market morbidity
changes - which supported many carrier findings

6 80/ We continued to see a dramatic increase in overall
@ O (elative risk of 6.8 percent from 2024 to 2025, with
higher increases in Federally Facilitated Marketplaces.

/\

Claimant ratios also increased for most states from
2024 to 2025, equal to 2.2 percent overall.
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2025 Changes in Morbidity

Nationally, we found the following:

> State relative risk score increases strongly correlated
with lower increases in the percentage of enrollees
with net premiums of less than $10.

> States that experienced lower rates of effectuation
from enrolled members reported during open
enrollment period (OEP) data as well as percentage of
members auto enrolled during OEP were correlated
with higher relative risk increases and vice versa.
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2025 Changes in Morbidity (Continued)

FFE Not
Expanded Expanded

Enroliment
Continues
To Increase

Year over Year Enrollment
Comparison July 2024 to July 2025

Platinum -3.9% 9.7%
Gold 1.6% 21.1%
Silver 15.3% 14.5%
Bronze 0.9% 2.4%
Total 8.3% 10.0%

-2.9%
2.5%
8.3%
5.4%
6.6%

Historically higher enrollment increase is correlated with lower morbidity.
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2025 Changes in Morbidity (Continued)

FFE FFE Not
Expanded | Expanded

Relative Risk Platinum -0.5%

Also Increased Gold 4.4%
Silver 2.7%
Year over Year
Bronze 2.9%
Comparison July 2024 to July 2025 Total 2.5%

1.3%
2.6%
8.8%
9.5%
9.2%

0.7%
11.2%
8.4%
7.5%
8.6%

Since Medicaid redetermination started, the correlation of higher

enrollment and lower morbidity has not continued.
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2025 Changes in Morbidity (Continued)

Change in

Percent Of FFE FFE Not

Enrollees with Expanded | Expanded
C I d i ms Total 1.0% 3.5% 2.4%

Comparison July 2024 to July 2025

This is a distinct change from the trend in reduction in number of people
with claims that occurred since the introduction of enhanced premium
tax credits.
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General Drivers of Trend

2024-2026

Persistent inflationary pressure on provider costs,
especially hospital labor and supplies, continues to push
unit cost trend upward across all years.

Utilization trend is elevated due to increased demand for
behavioral health, chronic disease management, and
uptake of new prescription drug categories (particularly
GLP-1 weight-loss therapies).

Pharmacy trend remains highly influenced by specialty
drugs and GLP-1 agonists, which are adding roughly 0.5-
1% to total medical trend in 2025-2026.
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Implications for 2027

Potential for pressure on premiums, due to both changes in
morbidity and unit cost

Uncertainty on base data, even before considering changes in
policy, could also put pressure on premiums

It's uncertain to what extent issuers included (or over-corrected
for) these factors

Historical data might not be a good indicator for the future

> Important to keep track of emerging 2026 data

Regulators should consider having issuers provide additional
details on these factors to gain better insight into market
dynamics and appropriateness of rate changes
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2025 Changes in Morbidity

> The analysis relied on data from the Wakely National Risk Adjustment Reporting
(WNRAR) project in 2024 and 2025, using data from January—July as comparison
points.

The WNRAR project provides Wakely with summarized data from participating
Affordable Care Act (ACA)-compliant individual market plans. Data reporting is
voluntary and, thus, exclusive of some issuers in a given state. Though the data are
not representative of the entire market, the WNRAR project collected data from
over 75 carriers in 36 states

Risk scores, normalized for particular demographic changes, were used as a proxy
for relative risk shifts by measuring the changes that occurred in 2025 relative to
those in 2024.

https://www.wakely.com/blog/update-2025-individual-market-risk-pool-
considerations/

Source: CCIIO Data Brief on Section 1332 Waivers
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Individual Market Trends: Medical v. Prescription Drug
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Agenda Item #6

Hear an Update from the Federal Center for Consumer Information and Insurance Oversight
(CCIIO) on its Recent Activities—Peter Nelson (CCIIO)



Agenda Item #7

Receive a Status Update on the Health Innovation (B) Working Group’s Work to Develop
Guidance on State Flexibility and the Affordable Care Act (ACA) Innovation Waivers
—Commissioner Marie Grant (MD)



Agenda Item #8

Discuss Any Other Matters Brought Before the Committee
—Commissioner Glen Mulready (OK)
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