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Appeals are no longer an isolated workflow. CMS-0057 will
make appeals outcomes part of your externally reported
metrics—shining a spotlight on internal decision accuracy.

Prior Authorization Process Transformation
CMS-0057 is redefining how payers manage and communicate
prior authorization decisions—focusing on speed, transparency,
and specificity across every submission channel.

Public Reporting and Accountability
Health plans will now be publicly measured and compared on key
prior authorization metrics—ranging from turnaround times to
denial rates and appeals overturns.

Appeals Process Enhancement

Interoperability and Data Sharing
Plans must enable new real-time, API-driven access to prior
authorization data—for providers, members, and even future
health plans when members change coverage.

        Key Implementation Date: January 1, 2026
        Key Reporting Date: March 31, 2026
        Key Technology Compliance Date: January 1, 2027

 » This primer focuses on the people and process work required

—beyond API and system builds.

Part I: 4 Key 
Impact Areas 

CMS-0057-F represents a fundamental shift in how payers handle prior authorizations and
data sharing. While technical implementation is critical, the operational and business process
changes are equally important for compliance and member satisfaction. 

This primer focuses on the "people and process" side of compliance. 
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Part II: Understanding
The Impact

1. Prior Authorization Process Transformation
What’s Changing: 

Standardized Denial Reasons: No more generic "not
medically necessary" responses; the specific criteria
must be cited. 
Response Time Requirements: 7 days standard, 72
hours expedited. In essence, cutting turnaround times
in half.
Transparency Mandates: Specific, actionable
explanations required.
Multi-Channel Coverage: Requirements apply
regardless of submission method (API, portal, fax,
phone, mail). 

Business Impact: 
Requires retraining and perhaps reorganization of prior
authorization staff and medical directors. 
May initially slow decision-making as staff adapt to new
documentation requirements. 
Potential for reduced appeal requests if denial
rationales are more clearly stated. 
Improved provider relationships through transparency. 
Improved continuity of care for members.  

2. Public Reporting and Accountability
What’s Required: 

Annual public posting of prior authorization metrics on
company website. 
Data must be posted by March 31 each year (starting
2026 for 2025 data). 
Metrics include approval/denial rates, response times,
and appeals outcomes. 

Key Metrics to Report: 
Total prior authorization requests received. 
Approval and denial rates. 
Average response times for standard and expedited
requests. 
Top procedures/services requiring prior authorization.
Number of appeal requests. 
Number of denials overturned on appeal.

Business Impact: 
Public scrutiny of performance metrics. 
Competitive benchmarking opportunities. 
Potential regulatory oversight if metrics are poor.
Need for executive dashboard and reporting
capabilities. 

3. Appeal Process Enhancement  
Current State vs. Future State: 

Current: Appeals handled separately from initial
PA process. 
Future: Appeals outcomes become part of public
reporting metrics.
Focus: Track and improve overturn rates as a
quality measure. 

Business Considerations: 
Overturned denials will be publicly reported. 
High overturn rates may indicate problems with
the initial review process. 
Opportunity to use data for continuous
improvement. 

 
4. Interoperability and Data Sharing 
Business Process Changes: 

Patient Access: Members can directly access
their prior authorization data. 
Provider Access: Streamlined provider access to
authorization information. 
Payer-to-Payer: Seamless data transfer when
members change plans. 
Real-time Status: Providers can check
authorization status via API. 

Operational Impact: 
Reduced phone calls and manual inquiries. 
Need for member and provider education about
new access capabilities. 
Requires a process to support member and
provider logins and access issues. 
Potential increase in data accuracy
requirements. 
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3. Data Infrastructure Setup: 

Map current data sources for required
metrics. 
Identify gaps in data collection
capabilities. 
Establish automated reporting
dashboards. 
Create monthly executive reporting
package. 
Develop trending analysis capabilities. 
Set up alerts for performance threshold
breaches. 

Timeline: Complete system setup by
August 2025. 

4. Public Reporting Preparation: 

Designate website posting
responsibilities. 
Create template for annual metrics
publication. 
Establish legal/compliance review
process for public data. 
Develop executive communication
strategy around metrics. 
Plan for competitive benchmarking
analysis. 
Create member communication
strategy about transparency. 

Timeline: Complete preparation by
December 2025.

1. Staff Training and Workflow Redesign: 

Audit current denial letter templates and
reasons. 
Develop library of specific, standardized
denial reasons by service category. 
Train medical review staff on new
documentation requirements.
Create decision-support tools linking
denial reasons to evidence. 
Establish quality assurance process for
denial reason specificity. 
Update supervisor review protocols to
ensure compliance. 

Timeline: Start immediately, complete by
October 2025. 

A. Prior Authorization
Operations Overhaul 

Part III: Immediate 
Action Items

The following is an immediate, high-impact action checklist with items for health
plans to address CMS-0057-F compliance.

2. Response Time Management:

Analyze current turnaround times by request
type. 
Identify bottlenecks in current workflow. 
Implement case prioritization system
(standard vs. expedited). 
Create escalation procedures for requests
approaching deadlines. 
Establish daily monitoring of aging requests. 
Train staff on time-sensitive decision making. 
A review of current PA list to identify
codes/services that are rarely/never denied.
Explore opportunities for auto approvals to
decrease burden on low cost and/or high-
volume requests.

Timeline: Begin analysis now, implement 
new processes by September 2025. 

B. Metrics Collection and
Analysis System 
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5. Performance Optimization:
 
Establish baseline metrics for 2025
performance. 
Create performance improvement
targets. 
Implement monthly performance
review meetings. 
Develop provider feedback
collection system. 
Create member satisfaction surveys
for PA process. 
Establish cross-functional
improvement teams. 

Timeline: Launch program by July
2025. 

6. Appeals Process Enhancement:

Analyze current appeal overturn
patterns. 
Identify opportunities to improve
initial decision accuracy. 
Implement feedback loop from
appeals to initial review teams. 
Create appeals trend reporting. 
Establish appeals quality assurance
program. 
Train appeals staff on new reporting
requirements. 

Timeline: Complete by September
2025. 

7. Internal Stakeholder Alignment: 

Executive briefing on compliance
requirements and business impact. 
Department-by-department impact
assessment. 
Change management communication
plan. 
Staff training schedule development. 
Performance incentive alignment with
new requirements. 
Budget planning for operational
changes. 

Timeline: Complete by July 2025. 

8. External Stakeholder Preparation:
 
Provider communication about
process changes. 
Member & provider education about
new access capabilities. 
Broker/consultant briefings on
competitive implications. 
Regulatory relationship management
strategy. 
Public relations strategy for metrics
publication. 
Industry collaboration opportunities.
 
Timeline: Begin communications by
August 2025. 
 

C. Continuous 
Improvement Program 

Part III (cont.): Immediate 
Action Items 

The following is an immediate, high-impact action checklist with items for health
plans to address CMS-0057-F compliance.

D. Stakeholder Communication
and Change Management
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Part IV: Implementation 
Roadmap

01

03

02

04

This roadmap highlights the key phases needed to meet CMS-0057-F
compliance by January 1, 2026. Use it to identify where you are, align your
teams, and stay ahead of critical milestones. Early action reduces last-
minute risks and ensures a smoother, more coordinated rollout.

Foundation (Now)  

 Build and Test (July - October 2025) 

Final Preparation 
(November - December 2025) 

Go-Live (January 1, 2026) 

Complete gap analysis. 
Secure executive commitment and
resources. 
Begin staff training programs. 
Start metrics collection system
design. 

Complete all training.
Finalize public reporting templates. 
Conduct compliance audits. 
Prepare launch communications. 
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 Part V: Pillars of 
Success

Staff Engagement

Executive Commitment Cross-Functional Collaboration

Continuous Monitoring

Member/Provider Communication Quality Focus

Leadership must champion the
changes and provide necessary

resources.

Success requires coordination
across multiple departments. 

Front-line staff must understand and
embrace new processes; if possible, a
dedicated team will have a significant

impact on your agility. 

Regular performance assessment 
and adjustment. 

Transparent communication about 
changes and benefits. Update provider

and member handbooks.  

Use new requirements as an opportunity
to improve overall operations, including

policies & procedures, program
descriptions, desk level job aids, etc. 
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Monitoring and Response Plans:

 
Weekly implementation status reports. 
Monthly performance metric reviews. 
Quarterly stakeholder feedback sessions.
Continuous improvement process
adjustments. 

Part VI: Risk 
Mitigation Strategies

early .

.

.

.
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CMS-0057-F compliance requires significant operational
changes beyond technical implementation. Success depends

on early action, comprehensive training, robust data collection,
and a commitment to transparency and continuous

improvement. 

Organizations that treat this as an opportunity to enhance their
operations will gain competitive advantages in member

satisfaction and operational efficiency. 

Conclusion 

Need help turning this roadmap into reality?
 Schedule a 30-minute strategy session with Karen to assess your CMS-

0057 readiness and identify where to focus next.

This document is for informational purposes only and does not constitute legal, regulatory, or compliance advice. While
efforts have been made to ensure accuracy, ClearCore Insights makes no guarantees regarding completeness or

applicability to your specific organization.

Please consult your internal compliance, legal, or regulatory teams to interpret CMS-0057-F requirements in your
context. Use of this document does not create a consulting relationship with ClearCore Insights.



Appendix: CMS Interoperability & 
Prior Auth Map (2025–2027)

1

New mandatory turnaround times: Health plans must make prior
authorization decisions within 72 hours for expedited requests and
7 days for standard requests.
Standardized denial communications: All prior authorization
denials must include clear, consistent reasons using standardized
language across all communication channels (phone, portal, mail,
etc.).
Annual transparency reporting: Health plans must publish annual
metrics showing prior authorization performance and provide
educational resources to providers and patients by March 31, 2026.

 Faster, Transparent Prior Authorization 
(Effective January 1, 2026)

Four Required APIs for Data Exchange
(By Jan 1, 2027)

2

3
4

Technical & Security Standards 
(Effective January 1, 2027)

Related Framework: TEFCA 
(Not part of CMS-0057)

The CMS-0057-F rule and related mandates outline a multi-phase transformation in how
health plans must handle prior authorization, data sharing, and API-based
interoperability. Key highlights include:

WHAT’S
REQUIRED

Patient Access API: Expanded to include prior authorization data
with HIPAA-compliant patient access and consent controls.
Payer-to-Payer API: FHIR-based data sharing between health plans
for up to 5 years of patient history during plan transitions.
Provider Access API: Real-time sharing of patient data compliant
with USCDI standards with in-network providers for treatment
purposes.
Prior Authorization API: Electronic prior authorization submissions
integrated with provider EHR systems, including real-time status
updates and standardized denial reason delivery.
Provider Attestation & Incentives: Providers must report their API
usage or document exclusions; health plans must support system
compatibility and provider onboarding.

Industry-standard technology: APIs must be built using
FHIR R4+, HL7 Implementation Guides, and USCDI
vocabularies to ensure consistent data exchange.
Ongoing compliance validation: Continuous testing,
certification, and performance monitoring required to
maintain system integrity and regulatory compliance.

Qualified Health Information Networks (QHINs): Separate
framework creating additional requirements for nationwide
health information exchange.
Individual Access Services (IAS): Gives patients enhanced control
over their health data, including rights to request data deletion.
Broader interoperability movement: Signals the healthcare
industry's shift toward patient-centered data access and control.

Note: TEFCA requirements are separate from CMS-0057 but represent complementary
efforts to improve healthcare data interoperability and patient access.
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Ñ 1. Public Transparency Reporting (External-facing
requirement)

Health plans must publicly post annual prior authorization
performance metrics—covering 2025 data—on their public-facing
websites.

This includes:
Approval and denial rates.
Response times (standard and expedited).
Number of appeals and overturned denials.
Top procedures/services requiring prior auth.
Educational resources for members and providers.

× 2. CMS API Usage Reporting (Direct submission to CMS)

Health plans must submit usage metrics to CMS for the Patient
Access API by March 31, 2026.

This includes:
Number of unique users and repeat users accessing the API in
2025.
API activity data aligned with CMS tracking requirements.
This submission is separate from public reporting and is required
annually thereafter.

Appendix (Cont.): March 31, 2026:
Dual Reporting Requirements

Both reports are due March 31, 2026, but serve different audiences and
compliance objectives.


