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Disclaimer
Conference presentations are intended for educational purposes only
and do not replace independent professional judgment. Statements of
fact and opinions expressed are those of the participants individually
and, unless expressly stated to the contrary, are not the opinion or
position of the Workgroup for Electronic Data Interchange, its
cosponsors, or its committees. The Workgroup for Electronic Data
Interchange does not endorse or approve, and assumes no
responsibility for, the content, accuracy or completeness of the
information presented.
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2018 AMA PA Survey Overview
• 1000 practicing physician respondents
• 40% PCPs/60% specialists
• Web-based survey
• 29 questions
• Fielded in December 2018
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Care Delays Associated With PA
Question: For those patients whose treatment requires PA,
how often does this process delay access to necessary care?
100%

11%

Always
Often

80%

Sometimes

36%
60%

Rarely
Never
Don't Know

40%

44%
20%

0%

Source: 2018 AMA Prior Authorization Physician Survey
Total does not equal 100% due to rounding.
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0%
1%

7%

91% report
care delays
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Treatment Abandonment Associated With PA
Question: How often do issues related to the PA process lead to patients abandoning
their recommended course of treatment?
100%

2%

Always

21%

Often
Sometimes

80%

Rarely
Never

60%

53%

Don't know

20%

75% report that
PA can lead to
treatment
abandonment

40%

20%

1%
0%
Source: 2018 AMA Prior Authorization Physician Survey
Total does not equal 100% due to rounding.
Subtotal sums to 75% due to rounding.
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Impact of PA on Clinical Outcomes
Question: For those patients whose treatment requires PA, what is your
perception of the overall impact of this process on patient clinical outcomes?
2%

Significant or somewhat NEGATIVE impact

8%

No impact

Somewhat or significant POSITIVE impact

91%

Source: 2018 AMA Prior Authorization Physician Survey
Total does not equal 100% due to rounding.
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Serious Adverse Events Attributed to PA
Question: In your experience, has the PA process ever affected care delivery
and led to a serious adverse event (e.g., death, hospitalization,
disability/permanent bodily damage, or other life-threatening event) for a
patient in your care?

28%
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28% of physicians report that PA has
led to a serious adverse event for a
patient in their care
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Change in PA Burden Over the Last 5 Years
Question: How has the burden associated with PA changed over
the last five years in your practice?
100%
Increased significantly
Increased somewhat
80%

50%

Decreased somewhat or
significantly

60%

40%

38%
20%

2%
0%

Source: 2018 AMA Prior Authorization Physician Survey
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No change

10%

88% report PA
burdens have
increased over
the last 5 years

10

Additional PA Practice Burden Findings
• Volume
• 31 average total PAs per physician per week

• Time
• Average of 14.9 hours (approximately two business days) spent each week
by the physician/staff to complete this PA workload

• Practice resources

• 36% of physicians have staff who work exclusively on PA

Source: 2018 AMA Prior Authorization Physician Survey
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Prior Authorization and Utilization Management
Reform Principles
• Released in January 2017 by coalition of AMA and 16
other organizations
• Underlying assumption: utilization management will
continue to be used for the foreseeable future
• Sound, common-sense concepts
• 21 principles grouped in 5 broad categories:
•
•
•
•
•
www.wedi.org

Clinical validity
Continuity of care
Transparency and fairness
Timely access and administrative efficiency
Alternatives and exemptions
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Consensus Statement on Improving the Prior
Authorization Process
• Released in January 2018 by the AMA, American
Hospital Association, America’s Health Insurance
Plans, American Pharmacists Association, Blue
Cross Blue Shield Association, and Medical Group
Management Association
• Five “buckets” addressed:
•
•
•
•
•

Selective application of PA
PA program review and volume adjustment
Transparency and communication regarding PA
Continuity of patient care
Automation to improve transparency and efficiency

• GOAL: Promote safe, timely, and affordable access
to evidence-based care for patients; enhance
efficiency; and reduce administrative burdens
www.wedi.org

88% and 86%, respectively, of physicians report that the number of
PAs required for prescription medications and medical services has
increased over the last five years.

Following the
consensus
statement,
little progress is
being made:

Only 8% of physicians report contracting with health plans that offer
programs that exempt providers from PA.

69% physicians report that it is difficult to determine whether a
prescription or medical service requires PA.
85% of physicians report that PA interferes with continuity of care.
Only 21% of physicians report that their EHR system offers
electronic PA for prescription medications.

© 2018 American Medical Association. All rights reserved.
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Reality Check: Automation to Improve
Transparency and Efficiency
• Physicians report phone and fax as the most commonly used methods for completing
PAs. Moreover, only 21% of physicians report that their EHR* system offers electronic PA
for prescription medications.

Q: Please indicate how often you and/or your staff use each of the following methods to complete PAs for prescription medications/medical services.
*EHR = electronic health record; PMS = practice management system.
Source: 2018 AMA Prior Authorization Physician Survey

www.wedi.org
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AMA Grassroots Website: FixPriorAuth.org
• Physician and patient tracks
• Social media campaign drives
site traffic and conversation
• Call to action: Share your story
• Most impactful stories collected
in site gallery
• Patient and physician videos
amplify power of these stories
• Petition to Congress urges
PA reform

www.wedi.org

Story

Story

Story

Story

YOUR PRIOR
AUTHORIZATION
STORIES MATTER

Story

FixPriorAuth.org
Story

Story
Story
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Prior Authorization Hurts Patients

“I have often thought, in retrospect, after
my son passed away, if the scans had been
done on time, maybe it would have been
caught sooner. Possibly, it could have saved
his life.”
- Linda Haller, Maryland
Watch the video at FixPriorAuth.org
www.wedi.org

“About three years ago, my husband changed
jobs and insurances…I was already on medicine
and had to wait for my refill. But I couldn’t get
them without the prior authorization process…I
missed doses…I felt like everything broke down.”
- Candace Myers, Georgia

“If I had to wait until the insurance company
actually gave their approval, I may have
been in a position where any oncologist
would have said, ‘No, there’s nothing we can
do for you now.’”
- Kathryn Johanessen, Connecticut

NCPDP and ePA
John Klimek R.Ph.
Senior Vice President Standards and Industry IT
NCPDP – National Council for Prescription Drug Programs

www.wedi.org
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Electronic Prior Authorization (ePA)
Transactions within the NCPDP SCRIPT Standard
•
•
•
•

First published in July 2013
Supports prospective and retrospective models
Allows for cancel and appeal functions
Supports pharmacist-initiated requests; trading partner agreements may
determine applicability
• H.R. 6 Section 6062. (Substance Use–Disorder Prevention that Promotes Opioid Recovery and Treatment for
Patients and Communities Act)

This provision requires the Secretary of HHS to establish a standard, secure electronic prior authorization
system no later than January 1, 2021. Fax, proprietary payer portals that do not meet standards defined
by the Secretary, and electronic forms will not be treated as an electronic submission for the purpose of
electronic prior authorization.

www.wedi.org
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Specialty Drugs on the rise!
By 2020, a projected 9 out of 10 top-selling
drugs by revenue will be specialty and the
volume of specialty PA requests is rising.
40% of providers cite PA as the main pain point
when prescribing specialty drugs vs.
communication, financial assistance and time.
www.wedi.org

Information from CoverMyMeds 2019
ScoreCard
https://www.covermymeds.com/main/insigh
ts/scorecard/

www.wedi.org
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REAL-TIME BENEFIT CHECK (RTBC)

GOAL

To provide patient-specific information on benefit
coverage at the point of prescribing

N C P D P S TA N D A R D S
• Develop two standard formats and one implementation guide to be utilized
by Providers and Processors/PBMs/Adjudicators
• Request and Response Model
• The data exchange can

–
–

Establish patient eligibility, product coverage, and benefit financials for a chosen
product and pharmacy, and
Identify coverage restrictions, alternative products, and benefit alternatives when they exist

www.wedi.org
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STAKEHOLDER BENEFITS FOR RTBC
•

•
•
•

•
•

www.wedi.org

Allow the Patient and Provider to have a more
meaningful discussion about the patient’s therapy
Identify PA Medications at time of prescribing
Reduce medication abandonment
Improve medication adherence and outcomes
Expand transparency to patient’s formulary and prior
authorization requirements
Improve speed to therapy for patients

24

Goal for both ePA and RTPBC
• Decrease provider burden
• Increase patient likelihood of
getting their meds on time!

www.wedi.org
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John Klimek R.Ph.
SVP, Standards and Industry IT, NCPDP
National Council for Prescription Drug Programs
www.ncpdp.org
Email: jklimek@ncpdp.org

LinkedIn: http://www.linkedin.com/in/jklimekncpdp
Twitter: @johnklimek
Office: 480-477-1000 ext. 138
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CAQH CORE Prior Authorization Update
Rachel Goldstein, MPP
Senior Manager, CAQH CORE

CAQH CORE Mission/Vision & Industry Role
Industry-led, CAQH CORE Participants include healthcare providers, health plans, vendors, government entities, associations and standardsetting organizations. Health plans participating in CAQH CORE represent 75 percent of the insured US population.

MISSION

Drive the creation and adoption of healthcare operating rules that support
standards, accelerate interoperability and align administrative and clinical
activities among providers, payers and consumers.

VISION

An industry-wide facilitator of a trusted, simple and sustainable healthcare data
exchange that evolves and aligns with market needs.

DESIGNATION

CAQH CORE is the national operating rule author to improve the efficiency,
accuracy and effectiveness of industry-driven business transactions. The
Department of Health and Human Services (HHS) designated CAQH CORE as the
author of national operating rules for the HIPAA-covered administrative
transactions.

INDUSTRY ROLE

Develop business rules to help industry effectively and efficiently use electronic
standards while remaining technology- and standard-agnostic.

CAQH CORE
BOARD
www.wedi.org

Multi-stakeholder. Members include health plans, providers (some of which are appointed by
associations such as the AHA, AMA, MGMA), vendors, and government entities. Advisors to
the Board include SDOs (X12, HL7, NACHA, NCPDP) and WEDI.
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What are Operating Rules?
Operating Rules are the necessary business rules and guidelines for the electronic exchange of information
that are not defined by a standard or its implementation specifications as adopted.
Operating Rules

Phase I

Phase II

Phase III

Phase IV

Phase V

Phase VI

Health Claims

Transactions

Eligibility

Eligibility
Claims Status

Electronic Funds
Transfer

Referral, Certification
and Authorization

Electronic
Remittance Advice

Prior Authorization

Attachments

Enrollment
Premium Payments

Active

In Progress

CAQH CORE is also evaluating opportunities to build on existing rules to support Value-Based Payment.

Industry Use Case
Healthcare

Finance

www.wedi.org

Standard

Operating Rule

Providers and health plans must use the ASC X12 v5010
270/271 Eligibility Request and Response transaction to
exchange patient eligibility information.

When using the eligibility transaction, health plans must return patient financial
information including copay and deductible in real-time.

Financial organizations must use ASC X9 standards in all
ATM transactions with their clientele, standardizing layout,
data content and messaging.

Financial organizations must use NACHA, the Electronic Payments Association, and
the Federal Reserve operating rules for every automated clearinghouse (ACH)
Transaction which allows consumers to use any debit card in any ATM around the
world regardless of bank affiliation.
29

CAQH CORE Prior Authorization Operating Rules
CAQH CORE Vision for Prior Authorization
Introduce targeted change to propel the industry forward to a prior authorization
process optimized by automation, thereby reducing administrative burden on
providers and health plans and enhancing timely delivery of patient care.

Optimized
Entire process is at its most effective and
efficient by eliminating unnecessary human
intervention and manual steps. Optimized PA
process includes automating provider and health
plan workflows.

• The CAQH CORE Phase IV Connectivity Rule and Phase IV Infrastructure Rule Operating Rules
establish foundational requirements such as consistent connectivity methods, safe harbor,
allowable timeframes for initial response, system availability, etc. and overall consistency with
other mandated operating rules required for all HIPAA transactions.
• The CAQH CORE Phase V Operating Rules address needed data content – consistent member
identification, error codes, and attachments, (e.g., medical records, imaging, etc.) in the prior
authorization standard electronic transaction – to reduce manual follow-up by clarifying next
steps and to enable greater consistency across PA workflow.

Current Efforts
• Update the Phase IV Rule with a timeframe for final determination.
• Pilot test operating rule requirements and associated standards to assess impact of requirements
on entities’ efficiency metrics, identify new requirements and inform industry direction.

www.wedi.org

Automation Spectrum

CAQH CORE Prior Authorization Operating Rules
Partially Automated
Parts of the process are automated and do not
require human intervention; e.g. manual
submission by the provider to the health plan
via an automated tool – portal, IVR, etc.

Manual
Entirety of provider and health plan workflows,
including request and submission, is manual and
requires human intervention; e.g., telephone,
fax, e-mail, etc.
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CAQH CORE Operating Rules Address Pain Points
in the Prior Authorization Process*

* Depicts a truncated version of a common path for the PA process to follow.

These rules can be piloted to document impact and encourage widespread industry adoption. Implementing the operating rules on top of standards yields maximum
benefits to industry organizations. Pilots may also reveal additional opportunities for operating rules for national implementation.

www.wedi.org
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CAQH CORE Prior Authorization Pilot Project
Pilot Vision

Reduce administrative burden for providers and health plans by applying existing and potential new data
content and infrastructure operating rules to close automation gaps in the PA workflow (relating to
discovery of services requiring PA, exchange of PA requests and responses, information needs, etc.).

Pilot Goals
▪

Work in concert with industry standards (existing
and emerging: X12, HL7, FHIR, etc.).

▪

Rapidly apply existing and develop potential new
CAQH CORE Prior Authorization (PA) operating
rules that support greater automation of the endto-end PA workflow.

▪

www.wedi.org

Ensure that operating rules support industry
organizations in varying stages of maturity along
the standards and technology adoption curve.

▪

Identify opportunities to refine existing rules and develop
additional operating rule requirements to meet
automation needs.

▪

Measure the impact of operating rules and corresponding
standards on entities’ efficiency metrics.

▪

Recommend operating rule requirements to the Secretary
of the Department of Health and Human Services (HHS) for
national implementation, given CAQH CORE’s designation as
the author for federally mandated operating rules.
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Pilots to Measure Value of Prior Authorization
Operating Rules & Existing and Emerging Standards
Pilots apply existing and potential new Prior Authorization Operating Rule Requirements to the Components that participants choose to test.
Pilot participants select underlying standards and technologies based on capabilities and interest.
Component A: Infrastructure
Connectivity, Security, and Data Transfer
(e.g. CORE PIV Connectivity / REST Web Services / DIRECT; Acknowledgments; Response Time, etc.)

Component B: Is a PA required?
Provider Query 1: Is a PA
Required?

Provider
System*

Options for Exchange: X12 278 / X12 271 / HL7 FHIR
Plan Answer 1: Rejected (missing / inaccurate info)
Plan Answer 2: No, PA Not Required
Plan Answer 3: Yes, PA Required
Plan Answer 4 [278 / FHIR only]: Yes, Required; no Additional Information needed
Plan Answer 5 [278 / FHIR only]: Yes, Required; Additional Information needed

Component C: Is this PA authorized?
Provider Query 2: Is this PA
authorized?*
*Provider may submit Additional
Clinical Information concurrently

Payer
System

Options for Exchange: X12 278 / HL7 FHIR
Plan Answer 1: Rejected (missing / inaccurate info)
Plan Answer 6: PA Approved
Plan Answer 7: PA Denied
Plan Answer 8: PA Pended (if applicable, Additional Information needs are communicated)

* Could be an Electronic Health Record (EHR), Practice Management System (PMS), or an Institutional Clinical System.
www.wedi.org
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Thank you!
@CAQH
Website: www.CAQH.org/CORE
Email: CORE@CAQH.org

CAQH CORE Mission
Drive the creation and adoption of healthcare operating rules that support standards,
accelerate interoperability and align administrative and clinical activities among providers,
payers and consumers.
www.wedi.org
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Appendix slides for discussion
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WEDI Prior Authorization Subworkgroup –
Join the Team!
SWG calls
• SWG calls the 1st and 3rd Tuesday of every month
• Contact Samantha Holvey (sholvey@wedi.org) to receive call invitations and sign
up for SWG iMeet page
• Drafting guiding principles whitepaper to address barriers and proposed solutions
to adoption of X12 278
WEDI Prior Authorization Survey
• Tracks for providers, vendors/clearinghouses, and payers
• Response due August 6
Current SWG iMeet Discussion
• Input on use of X12 278 when multiple service lines involved on a single request –
soliciting feedback and suggested best practices
• Comments due August 2
www.wedi.org
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Forecast for Prescription Drug PA Automation
• Partly sunny with a chance of showers?
• Prescription ePA is a maturing technology, and increasingly availability
of real-time prescription benefit (RTPB) tools that flag PA
requirements will boost ePA adoption
• Yet challenges remain:
• Inconsistent availability of ePA technology in EHR/eRx systems
• Costs of ePA implementation (although most ePA solution vendors offer to
EHRs for free)
• Lack of physician awareness (AMA offers 3-part educational ePA video series)
• Full potential of automation not being leveraged (auto-extraction of data
from EHRs to populate ePA question sets)
• Proprietary tools for RTPB do not offer prescription benefit data across all
payers/patients
www.wedi.org
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Forecast for Medical Services PA Automation
• Foggy with limited visibility!
• X12 278: Can this transaction be saved, despite 12% adoption shown
in 2018 CAQH Index?
• Attachments needed to drive X12 278 adoption . . . Have you seen this rule?

www.wedi.org
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FHIR, Da Vinci, and Our Brave New World
• These emerging technologies are very promising in terms of improving the
transparency of PA requirements and automating clinical data exchange
• Challenges and considerations:
• Patient care may still be delayed by PA if manual/human review of medical
documentation is required
• How soon will this technology be available for widespread use across providers of all
shapes and sizes – not just big facilities? And what are the costs?
• What protections do we need to ensure that only the minimum necessary clinical
data are sent to payers? Will EHRs segment data to prevent exposure of sensitive
records (mental health, substance abuse treatment, etc.)?
• How can we ensure that providers and patients are aware of exactly what data are
being sent to the payer and what the data will be used for?
• Physicians and other providers should have a choice regarding automation services
that require allowing access to their EHRs and not be required to open up their entire
clinical record system to payers as part of network contracting
www.wedi.org

