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The Report includes each NQTL report that the Insurance Commissioner received pursuant to Subsection 
(b) of 38a-477ee for calendar year 2025. 
 
The data targets four (4) primary areas of disclosure: 
 

(1) Processes used to develop and select medical necessity criteria for mental health and 
substance use disorder benefits and medical and surgical benefits. 

(2) A description of all medically necessary and administrative NQTLs applied to mental health 
and substance use disorder benefits and medical and surgical benefits. 

(3) Documentation of evidentiary standards supporting each medical necessity criteria used 
within each NQTL, full disclosure of all factors used within each NQTL and the comparative 
analysis of the NQTL “as-written” and the NQTL “in-operation,” as designed and as applied 
to processes for mental health and substance use disorder, demonstrating that they are 
comparable and being no less stringently designed and applied to the similar medical and 
surgical benefits.     

(4) Health plan outcome data evaluated for comparative disparities involving NQTLs and any 
systemic managed care organization processes.  
 

This Report evaluates Benefit Limiting practices between mental health/substance use disorder benefits 
and medical/surgical benefits using three (3) parity analysis checkpoints: (1) a prospective analysis on the 
as-written benefit limiting processes; (2) a concurrent or operational analysis on the in-practice benefit 
limiting practices; and, (3) a retrospective analysis of operational outcome data for substantively disparate 
results.    
 
We hope you find this report informative.   
 
Respectfully, 
 
 
 
 
Joshua Hershman  
Insurance Commissioner 
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Introduction 

Pursuant to Connecticut General Statutes (C.G.S.) Section 38a-477ee, the Connecticut Insurance 
Department (“the Department”) submits its 2026 Annual Report to the Connecticut General 
Assembly regarding nonquantitative treatment limitations (NQTLs). This report incorporates 
carrier submissions received under Subsection (b) of Section 38a-477ee and reflects calendar year 
2025 data. 

Background 

Public Act 19-159 (“the Act”), enacted in 2019, requires each health carrier to submit an annual 
report to the Commissioner—beginning March 1, 2021—detailing the development, application, 
and comparative analysis of NQTLs applied to Mental Health and Substance Use Disorder 
(MH/SUD) benefits and Medical/Surgical (Med/Surg) benefits. These reports must include: 

1. A description of the processes that such health carrier used to develop and select criteria to 
assess the medical necessity of (A) mental health and substance use disorder benefits, and (B) 
medical and surgical benefits. 

2. A description of all nonquantitative treatment limitations that such health carrier applied to (A) 
mental health and substance use disorder benefits, and (B) medical and surgical benefits. 

3. The results of a comparative analysis concerning the processes, strategies, evidentiary 
standards and other factors that such health carrier used in developing and applying the criteria 
and each nonquantitative treatment limitation. 

In accordance with the Act, the results of such analysis shall, at a minimum: 

(A) Disclose each factor that such health carrier considered, regardless of whether such health 
carrier rejected such factor, in designing each nonquantitative treatment limitation and determining 
whether to apply such nonquantitative treatment limitation. 
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(B) Disclose any and all evidentiary standards, which standards may be qualitative or 
quantitative in nature, applied under a factor, and, if no evidentiary standard is applied under such 
a factor, a clear description of such factor. 

(C) Provide comparative analyses, including the results of such analyses, performed to 
determine that the processes and strategies used to design each nonquantitative treatment limitation, 
as written, and the processes and strategies used to apply such nonquantitative treatment limitation, 
as written, to mental health and substance use disorder benefits are comparable to, and applied no 
more stringently than, the processes and strategies used to design each nonquantitative treatment 
limitation, as written, and the processes and strategies used to apply such nonquantitative treatment 
limitation, as written, to medical and surgical benefits. 

(D) Provide comparative analyses, including the results of such analyses, performed to 
determine that the processes and strategies used to apply each nonquantitative treatment limitation, 
in operation, to mental health and substance use disorder benefits are comparable to, and applied 
no more stringently than, the processes and strategies used to apply each nonquantitative treatment 
limitation, in operation, to medical and surgical benefits. 

(E) Disclose information that, in the opinion of the Insurance Commissioner, is sufficient to 
demonstrate that such health carrier, consistent with the Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act of 2008, P.L. 110-343, as amended from time to time, and 
regulations adopted thereunder, applied each nonquantitative treatment limitation comparably, and 
not more stringently, to mental health and substance use disorder benefits, and to medical and 
surgical benefits.  Carriers are also required to demonstrate that they have complied with 38a-488c 
and 38a-514c, 38a-488a and 38a-514, 38a-510 and 38a-544, and (IV) the Paul Wellstone and Pete 
Domenici Mental Health Parity and Addiction Equity Act of 2008. 

Public Act 25-94, effective October 1, 2025, introduced several enhancements affecting this 
reporting year, including: 
 
• Expanded penalty authority 
• Requirement that insurers identities be made part of the public record 
• Annual compliance certification requirements 
• Expanded use of expert resources 

In addition to our statute, applicable federal law, through the enactment of the Consolidated 
Appropriations Act of 2021 that was enacted on December 27, 2020 (effective 2/2021), Section 
203 of Title II of Division BB of the CAA amended Mental Health Parity and Addiction Equity 
Act, (MHPAEA), by expressly requiring group health plans and health insurance issuers imposing 
NQTLs on benefits to perform, demonstrate and document a comparative analysis of the design 
and application of any limitation on a benefits scope or duration. 
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On September 9, 2024, the U.S. Departments of Health and Human Services (HHS), Labor, and 
the Treasury (collectively, the Departments) released new final rules implementing MHPAEA. The 
final rules amend certain provisions of the existing MHPAEA regulations and add new regulations 
to set forth content requirements and timeframes for responding to requests for NQTL comparative 
analyses required under MHPAEA, as amended by the Consolidated Appropriations Act, 2021 
(CAA, 2021). 

Key Federal Updates include: 

(A) Strongly emphasized comparable access to MH/SUD benefits requirement. Requires 
plans and issuers to collect and evaluate data and take reasonable action, as necessary, 
to address material differences in access to MH/SUD benefits as compared to Med/Surg 
benefits that result from application of NQTLs. 
 

(B) Further reinforcement that health plans and issuers conduct comparative analyses to 
measure the impact of NQTLs, which includes evaluating standards related to network 
composition, out-of-network reimbursement rates, medical management, and prior 
authorization NQTLs. 

 
(C) Requirements that plans and issuers must collect and evaluate data to assess the impact 

of these NQTLs on relevant outcomes measures related to the impact on these MH/SUD 
and Med/Surg benefits. Reasonable action must be taken, as necessary, to address 
material differences in access to MH/SUD benefits as compared to Med/Surg benefits 
that result from application of NQTLs, where the relevant data suggests that the NQTL 
contributes to material differences in access. A strong MHPAEA violation indicator is a 
result where the evaluated relevant data suggests that the NQTL contributes to material 
differences in access to MH/SUD benefits as compared to Med/Surg benefits. 

 
(D) Implementation of a sunset provision for self-funded non-Federal governmental plan 

elections to opt out of compliance with MHPAEA. 

 While all the updates summarized above are important additions to MHPAEA, especially 
important is the ability to now use materially different outcome data, inclusive of all the facts and 
circumstances, to strongly support a determination of a MHPAEA violation. This is a new and 
effective regulatory tool to establish MHPAEA compliance that significantly expands the role of 
outcome-based- data in establishing NQTL compliance. 

Description of Analysis 

MHPAEA defines NQTLs as most common non-numeric standards that are designed and 
operationally applied in the management and delivery of healthcare. It is understood and 
recognized that these NQTL standards ultimately result in limiting the scope of Mental 
Health/Substance Use Disorder and Medical/Surgical benefits.  The law establishes NQTLs as an 
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important tool in the management of healthcare and specifically requires that these NQTLs be 
designed and applied comparably between Mental Health/Substance Use Disorder and 
Medical/Surgical benefits. Health insurers are required to document and demonstrate their 
comparative analysis showing that NQTLs are applied comparably. The expectation is that NQTLs 
components, such as prior-authorization or concurrent care review practices, would be applied to 
Mental Health and Substance Use Disorder benefits comparably and no more stringently than they 
would be applied to Medical/Surgical benefits. The federal law recognizes that notwithstanding 
proper application, sometimes benefits can incorporate comparable in-practice limiting standards 
that produce incongruent final operational outcomes because of justifiable clinical differences or 
experiences. In such instances, however, the law requires an advanced comparative analysis 
demonstration. 

Analysis Objectives 

Health insurers are required to conduct three (3) points in-time comparative benefit limiting 
reviews whenever they differ between similar benefit classifications within mental 
health/substance use disorder benefits and medical/surgical benefits: (1) a prospective analysis on 
all as-written benefit limiting standards; (2) a concurrent or operational analysis on all in-practice 
benefit limiting processes; and (3) a retrospective analysis on the operational outcomes of the 
benefit limiting impacts whenever actual outcome results are substantially disparate or non-
comparative. 

Limitations on Analysis & Reporting Improvements 

The Insurance Department review and assessment of compliance is based on the 2025 health plan 
year and relies on information disclosed by the health carriers in their reports to the Insurance 
Department, in accordance with the Department's Bulletin MC-24B, revised August 15, 2025. 

For the 2026 reporting cycle, the Insurance Department has developed a comprehensive on-line 
survey system that targets specific questions within each NQTL. This new format standardizes 
data collection, improves comparability across carriers, and enhances the completeness and clarity 
of reported information.  

Key Findings 

The data used by the Insurance Department, limited to what was requested from and what was 
disclosed by the insurers, allows for a number of observations and leads to certain conclusions as 
identified below: 

Submissions were received from five carriers: Aetna, Anthem, ConnectiCare, UnitedHealthcare, 
and Cigna. The Insurance Department’s review and the following key observations result from last 
year’s submissions and 2024 data. 
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All carriers failed to associate, connect or link their disparate outcomes identified to any NQTL.  
In addition, no reasonable explanations were provided that indicated how these adverse impacts 
were influenced or not influenced by any NQTL or any operational practice under the managed 
care process. 

Some carriers provided NQTL comparative demonstrations that lacked a detailed and isolated 
comparative analysis of their subcomponent NQTL parts, which the Insurance Department deemed 
necessary to discern and verify comparative benefit limiting practices. Several attempts were made 
to obtain detailed comparative analysis of these sub-NQTLs without success. The subcomponents 
of the NQTLs at issue were Case Management, Clinical Auditing and Drug screening/testing. 
Repeated requests for detailed analysis that included such subcomponents were unsuccessful, 
resulting in penalties for incomplete or insufficient submissions. 

The Insurance Department followed up with three different interrogatories requesting (1) 
comprehensive outcome data; (2) follow-up information related to Provider & Facilities 
Reimbursement Rates, Network Adequacy & Access, Out-of-Network utilization rates, New 
Patient Acceptance Rates, Patient Wait-times and prior-authorization, concurrent review and 
retrospective review frequency rates; and (3)  additional more targeted questions of these items. 

All the items requested required a detailed step-by-step demonstration involving the specific 
comparative analysis of the processes related to the applicable subpart of pertinent NQTLs. Most 
carriers failed to perform an isolated comparative demonstration of the applicable subcomponent 
of NQTLs, which resulted in MHPAEA noncompliance findings by the Insurance Department. 

Additionally, the interrogatories also revealed significant operational outcome disparities requiring 
robust evidence based- explanations and analyses of root causes that carriers failed to provide or 
that were provided in an insufficient or incomplete manner. 

All five carriers demonstrated materially inadequate and disparate results, resulting in impaired 
MH/SUD network access, driven by more stringent and limiting reimbursement rate structures. 
Evidence included: 

 Lower reimbursement rates for MH/SUD providers  
 Higher out of network utilization rates 
 Lower new patient acceptance rates 
 Longer patient wait times for MH/SUD appointments 

The Insurance Department requested and received data and information regarding the carriers’ 
monitoring, recording and process standards for assessing comparable network access.   A review 
of such data and information resulted in findings of violations against four health insurers for 
incomplete, insufficient, inaccurate or not updated network access measures regarding the new 
patient acceptance rate and patient wait times.  
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Several carriers provided insufficient information to address the operational outcome disparities 
that the department had identified. All five health insurers were found to have non-comparable and 
inadequate MH/SUD networks because of more stringent and limiting reimbursement rate 
structures demonstrated through disparate reimbursement rates, disparate out of network 
utilization rates, disparate new patient acceptance rates and disparate patient wait times. 

Some carriers provided sufficiently detailed analyses of processes, strategies, evidentiary 
standards, and operational outcomes to support conclusions within their NQTL structures. 
However, in the Insurance Department’s opinion, all carriers must improve their analysis of 
disparate outcome data — specifically, their ability to link outcomes to contributing NQTL 
processes and identify necessary corrective actions. This extends to excessive OON MH/SUD 
prior-authorizations, MH/SUD OON benefits utilization, reimbursement rate disparities and 
excessive MH/SUD Rx prior-authorizations. 

The Insurance Department  levied fines against Aetna, Cigna, ConnectiCare, UnitedHealthcare and 
Anthem for the following MHPAEA violation(s):  All five domestic carriers maintained non 
comparative reimbursement rate methodologies, as evidenced by the reimbursement rate outcome 
data, that resulted in MH/SUD provider reimbursement levels that were materially lower than 
those applied to medical/surgical providers. The reimbursement practices employed directly 
produced a non-comparable MH/SUD network configuration, leading to reduced availability and 
accessibility of MH/SUD providers. Such results led to the conclusion that these insurers were 
applying a network adequacy non quantitative treatment limitation (NQTL) not in compliance with 
parity requirements, as demonstrated by the materially disparate MH/SUD network access data 
submitted. 

One carrier, ConnectiCare, recently implemented a secret shopper audit program that continuously 
contacts providers from their directories, within the time and distance standards, to collect and 
report real-time actual new patient acceptance rates and wait times. 

Overall, health carriers have continued to provide a more extensive analysis of any Mental 
Health/Substance Use Disorder (MH/SUD) and Medical/Surgical Benefits (Med/Surg) benefit 
differences, although, the department has identified that all carriers need to improve their 
comparative evaluation process on their disparate outcome data related to network access. Such 
result indicates that the affected insurers must endeavor to connect these disparate network access 
outcomes to all the contributing NQTLs and must reevaluate the processes causing these 
operational impacts. 

Detailed Findings 

This discussion corresponds to the reports and charts attached as: Health Carrier Individual 
Reports - Exhibit A Submissions.  

The reader is encouraged to review those exhibits for full details. 



Exhibit A (1) 
Annual Mental Health and Substance Use Benefits Compliance Report 

2025 Non-Quantitative Treatment Limitation & Medical Necessity Criteria Differences  

Anthem Hlth Plans Inc 

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

S1 Development, Modification or Addition of Medical 
Necessity Criteria. Medical Appropriateness and Level of Care
Treatment Practices 
S1.1 Please select and identify all your clinical basis/criteria
supporting your medical necessity determinations for Mental 
Health/Substance Use Disorder benefits and Medical/Surgical 
Benefits for all your Health Plans offered. If you use others,
please identify and describe them? 

ASAM; MCG/Milliman; CASII; American Psychiatric 
Association; American Academy of Child & Adolescent 
Psychiatry; Association of Ambulatory Behavioral Healthcare; 
Home Grown/In-House Clinical Criteria 

InterQual/McKesson; MCG/Milliman; NCCN; Medicare 
Benefit Policy Manual 

S1.2.a  Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities that are In-Network Vs.
when they are Out-Of-Network? 

No No 

S1.2.b Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities whether the clinical 
criteria is developed in-house/homegrown or outsourced/TPA? 

No No 

S1.3 Does all the clinical criteria in use support whether the
treatment satisfies the following? 
    S1.3.a Treatment is medically necessary? Yes Yes 
    S1.3.b Treatment is clinically effective? Yes Yes 
    S1.3.c Treatment is safe? Yes Yes 
    S1.3.d Treatment is appropriate? Yes Yes 
    S1.3.e Treatment medical technologies are covered? Yes Yes 
    S1.3.f Experimental treatment is covered? Yes Yes 
    S1.3.g Investigational treatment is covered? Yes Yes 
    S1.3.h Treatment is contractually covered? No No 
S1.4.a Do you perform your Own UtilizationReview? No No 
S1.4.b If not or if there are others, who? For MH/Sud UM is Delegated to Carelon BH and Carelon RX,

which are a wholly owned subsidiary of Elevance Health.
For M/S we do perform some of our own UM reviews, some
services are delegated to Carelon MBM and Carelon RX, which 
are a wholly owned subsudiary of Elevance Health.

S1.5 Do any of your Pharmaceutical Formularies or their
systemic processes within Med/Surg and MH/SUD drugs 

No No 
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Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

maintain any differences between third party administrators, 
Tiering, Networking or Pharmacy Benefit Managing? 
    S1.5.a Whenever your clinical standards are not derived from 
a globally accepted medical standard/peer reviewed medical 
literature, scientific clinical evidence, consensus physician 
society position statements/opinion papers, peer reviewed 
literature, controlled trials, or controlled studies, please describe 
how you are developing and determining these specific clinical
practices. 

Not applicable Not applicable 

    S1.5.b Regarding only these evolving clinical criteria being 
developed and used, are they approached in the same manner
for Med/Surg and MH/SUD clinical criteria and with the same
level of scientific rigor, discipline, and certainty? 

Yes Yes 

    S1.5.c Please describe these clinical criteria methods if there 
exist different approaches between the two groups 

NA NA 

S1.6 Please describe your annual review process to maintain
parity within the clinical decision-making process between the
MH/SUD and Med/Surg criteria being used and developed.

All Anthem medical policies and clinical UM guidelines are
developed and maintained using the same processes and are
based on the same criteria, regardless of classification. That
information is publicly available on our websites in the form of
Anthem medical policies ADMIN.00001 Medical Policy 
Formation, ADMIN.00004 Medical Necessity Criteria, and 
ADMIN.00005 Investigational Criteria.  
For MCG guidelines, the relevant documents that guide their
development and management procesess are likewise the same,
regardless of classification. Their processes are described in the
following documents: Summary of Guideline Development 
Policies and Procedures, Summary of Mental Health Parity
Standards: Inpatient & Surgical Care, Summary of Mental
Health Parity Standards: Behavioral Health  Care.
 
Performance Monitoring is a formalized function within 
behavioral health utilization management(BHUM). The 
monitoring activities help identify opportunities for 
improvement that can lead to delivery of higher quality services, 
and/or more efficiency of operations. Another purpose is to
monitor for standardization of core processes among all Plans/
Regions and the Prior Authorization Teams. Monitoring for
standardization helps better identify gaps in processes that
inhibit efficiency and effectiveness of the BHUM programs.
BHUM monitors process implementation; however, the goal is
to expand the performance monitoring to support BHUM
operations. The Inter-Rater Reliability (IRR) Program is 
designed to assess the consistency and adherence to Company
policy and process as related to utilization management practice 

All Anthem medical policies and clinical UM guidelines are
developed and maintained using the same processes and are
based on the same criteria, regardless of classification. That
information is publicly available on our websites in the form of
Anthem medical policies ADMIN.00001 Medical Policy 
Formation, ADMIN.00004 Medical Necessity Criteria, and 
ADMIN.00005 Investigational Criteria.  
For MCG guidelines, the relevant documents that guide their
development and management procesess are likewise the same,
regardless of classification. Their processes are described in the
following documents: Summary of Guideline Development 
Policies and Procedures, Summary of Mental Health Parity
Standards: Inpatient & Surgical Care, Summary of Mental
Health Parity Standards: Behavioral Health Care. 
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Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

within the corporation. The Company evaluates the consistency
with which healthcare professionals involved in UM apply
criteria in decision-making at least annually. Appropriate 
mechanisms, such as use of hypothetical UM test cases, or use
of a sample of UM determination files using an NCQA
approved auditing method, are utilized to evaluate the
consistency of application of criteria. Physician and 
non-physician reviewers are assessed in applying medical 
necessity criteria to ensure consistency and accuracy in the
application of the criteria. Licensed Clinical UM staff, including 
behavioral health, who apply medical necessity criteria 
participate in the inter-rater reliability process.  

    S1.6.a Does your annual Inter-Rater Reliability (IRR) 
assessment process involve a step to assess clinically consistent
decision making systemically between MH/SUD and 
Med/Surg? 

Yes Yes 

    S1.6.b Are there any differences between your IRR process 
for determining clinical consistency between MH/SUD and 
Med/Surg services? 

No No 

S1.7 Do you auto adjudicate Administrative Denials? No No 
S1.8 Please explain how all your systems, standards, protocols
and rules of processing, administering and adjudicating health
insurance plans are maintaining equitability and parity between
the similar classifications of Mental health insurance coverage
and medical/surgical health insurance coverage. 
    S1.8.a Alternative services Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.b Alternative supplies Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.c Alternative medications Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.d Alternative settings Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
S1.9.a Please provide an outline of all your specific clinical
standards and sources used to support your medical necessity
coverages for Med/Surg and MH/SUD services. Please 
summarize listing the clinical standards or basis used,
processing/systemic workflows, compliance committees  and 
how they are ensuring and testing that comparable congruency
is being maintained between the two benefit groups (Med/Surg
vs. MH/Sud). 

All Anthem medical policies and clinical UM guidelines follow
the same processes and are based on the same criteria. That
information is publicly available on our websites in the form of
Anthem medical policies ADMIN.00001 Medical Policy 
Formation, ADMIN.00004 Medical Necessity Criteria, and 
ADMIN.00005 Investigational  Criteria.
For MCG guidelines, the relevant documents that guide their
procees are their Summary of Guideline Development Policies
and Procedures, Summary of Mental Health Parity Standards:
Inpatient & Surgical Care, Summary of Mental Health Parity
Standards: Behavioral Health  Care.
 

All Anthem medical policies and clinical UM guidelines follow
the same processes and are based on the same criteria. That
information is publicly available on our websites in the form of
Anthem medical policies ADMIN.00001 Medical Policy 
Formation, ADMIN.00004 Medical Necessity Criteria, and 
ADMIN.00005 Investigational  Criteria.
For MCG guidelines, the relevant documents that guide their
procees are their Summary of Guideline Development Policies
and Procedures, Summary of Mental Health Parity Standards:
Inpatient & Surgical Care, Summary of Mental Health Parity
Standards: Behavioral Health  Care.
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https://www.anthem.com/provider/policies/clinical-guidelines/updates/?cnslocale=en_US_ct 
https://www.anthem.com/provider/policies/clinical-guidelines/up
dates/?cnslocale=en_US_ct
 
https://guidelines.carelonmedicalbenefitsmanagement.com/ 

S1.9.b Please specifically identify the clinical standards 
supporting the following 
    S1.9.b.1 Supplies Please see link to all Medical Policies and clinical criteria listed

above. 
Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.2 Pharmaceutical_Medications  
https://www.anthem.com/pharmacy-information/for-providers/cl
inical-criteria
 
 

https://www.anthem.com/pharmacy-information/for-providers/clinical-criteria

    S1.9.b.3 Procedures Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.4 Devices Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.5 Equipment Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.6 Therapies Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.7 Technology Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.8 Imaging Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.9 Diagnostic_Interventions Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

    S1.9.b.10 Lab Work Please see link to all Medical Policies and clinical criteria listed
above. 

Please see link to all Medical Policies and clinical criteria listed
above. 

S1.10 Please provide an updated listing of all your services that
you have identified as Experimental and Investigational 

Electrical Stimulation as a Treatment for Pain and Other
Conditions: Surface and Percutaneous Devices - DME.00011 -
Investigational & Not Medically  Necessary
 
Intrapulmonary Percussive Ventilation Devices - DME.00012 - 
Investigational & Not Medically  Necessary
 
Functional Electrical Stimulation (FES); Threshold Electrical 
Stimulation (TES) - DME.00022 - Investigational & Not
Medically  Necessary

 
Electrical Stimulation as a Treatment for Pain and Other
Conditions: Surface and Percutaneous Devices - DME.00011 -
Investigational & Not Medically  Necessary
 
Intrapulmonary Percussive Ventilation Devices - DME.00012 - 
Investigational & Not Medically  Necessary
 
Functional Electrical Stimulation (FES); Threshold Electrical 
Stimulation (TES) - DME.00022 - Investigational & Not
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Cooling Devices and Combined Cooling/Heating Devices - 
DME.00037 - Investigational & Not Medically  Necessary
 
Static Progressive Stretch (SPS) and Patient-Actuated Serial 
Stretch (PASS) Devices - DME.00038 - Investigational & Not
Medically  Necessary
 
Static Progressive Stretch (SPS) and Patient-Actuated Serial 
Stretch (PASS) Devices - DME.00038 - Investigational & Not
Medically  Necessary
 
Intermittent Abdominal Pressure Ventilation Devices - 
DME.00046 - Investigational & Not Medically  Necessary
 
Virtual Reality-Assisted Therapy Systems - DME.00048 - 
Investigational & Not Medically  Necessary
 
External Upper Limb Stimulation for the Treatment of Tremors
- DME.00049 - Investigational & Not Medically Necessary
 
Brain Computer Interface Rehabilitation Devices - DME.00052 
- Investigational & Not Medically  Necessary
 
Home Video-Assisted Robotic Rehabilitation Systems - 
DME.00053 - Investigational & Not Medically  Necessary
 
Gait Modulation Systems Using Rhythmic Auditory Stimulation 
- DME.00054 -Investigational & Not Medically  Necessary
 
Selected Protein Biomarker Algorithmic Assays - LAB.00011 -
Investigational & Not Medically  Necessary
 
Detection of Circulating Tumor Cells - LAB.00015 -
Investigational & Not Medically  Necessary
 
Fecal Analysis Panels in the Diagnosis of Intestinal Disorders -
LAB.00016 - Investigational & Not Medically  Necessary
 
Algorithmic Tests for Liver Fibrosis - LAB.00019 -
Investigational & Not Medically  Necessary
 
Immune Cell Function Assay - LAB.00024 - Investigational &
Not Medically  Necessary
 
Systems Pathology and Multimodal Artificial Intelligence 

Medically  Necessary
 
Cooling Devices and Combined Cooling/Heating Devices - 
DME.00037 - Investigational & Not Medically  Necessary
 
Static Progressive Stretch (SPS) and Patient-Actuated Serial 
Stretch (PASS) Devices - DME.00038 - Investigational & Not
Medically  Necessary
 
Static Progressive Stretch (SPS) and Patient-Actuated Serial 
Stretch (PASS) Devices - DME.00038 - Investigational & Not
Medically  Necessary
 
Intermittent Abdominal Pressure Ventilation Devices - 
DME.00046 - Investigational & Not Medically  Necessary
 
Virtual Reality-Assisted Therapy Systems - DME.00048 - 
Investigational & Not Medically  Necessary
 
External Upper Limb Stimulation for the Treatment of Tremors
- DME.00049 - Investigational & Not Medically Necessary
 
Brain Computer Interface Rehabilitation Devices - DME.00052 
- Investigational & Not Medically  Necessary
 
Home Video-Assisted Robotic Rehabilitation Systems - 
DME.00053 - Investigational & Not Medically  Necessary
 
Gait Modulation Systems Using Rhythmic Auditory Stimulation 
- DME.00054 -Investigational & Not Medically  Necessary
 
Selected Protein Biomarker Algorithmic Assays - LAB.00011 -
Investigational & Not Medically  Necessary
 
Detection of Circulating Tumor Cells - LAB.00015 -
Investigational & Not Medically  Necessary
 
Fecal Analysis Panels in the Diagnosis of Intestinal Disorders -
LAB.00016 - Investigational & Not Medically  Necessary
 
Algorithmic Tests for Liver Fibrosis - LAB.00019 -
Investigational & Not Medically  Necessary
 
Immune Cell Function Assay - LAB.00024 - Investigational &
Not Medically  Necessary
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Testing for Cancerous and Precancerous Conditions - 
LAB.00026 - Investigational & Not Medically  Necessary
 
Selected Blood, Serum and Cellular Allergy and Toxicity Tests - 
LAB.00027 - Investigational & Not Medically  Necessary
 
Advanced Lipoprotein Testing - LAB.00031 - Investigational &
Not Medically  Necessary
 
Protein Biomarkers for the Screening, Detection and 
Management of Prostate Cancer - LAB.00033 - Investigational
& Not Medically  Necessary
 
Serological Antibody Testing For Helicobacter Pylori - 
LAB.00034 - Investigational & Not Medically  Necessary
 
Multi-biomarker Disease Activity Blood Tests for Rheumatoid 
Arthritis - LAB.00035 - Investigational & Not Medically
Necessary
 
Multiplex Autoantigen Microarray Testing for Systemic Lupus 
Erythematosus - LAB.00036 - Investigational & Not Medically
Necessary
 
Serologic Testing for Biomarkers of Irritable Bowel Syndrome
(IBS) - LAB.00037 - Investigational & Not Medically  Necessary
 
Serum Biomarker Tests for Risk of Preeclampsia - LAB.00040 - 
Investigational & Not Medically  Necessary
 
Machine Learning Derived Probability Score for Rapid Kidney
Function Decline - LAB.00041 - Investigational & Not
Medically  Necessary
 
Selected Tests for the Evaluation and Management of Infertility
- LAB.00045 - Investigational & Not Medically Necessary
 
Testing for Biochemical Markers for Alzheimer's Disease -
LAB.00046 - Investigational & Not Medically  Necessary
 
Analysis of Urine Biomarkers for Chronic Pain Management -
LAB.00048 - Investigational & Not Medically  Necessary
 
Metagenomic Sequencing for Infectious Diseases in the 
Outpatient Setting - LAB.00050 - Investigational & Not
Medically  Necessary

Systems Pathology and Multimodal Artificial Intelligence 
Testing for Cancerous and Precancerous Conditions - 
LAB.00026 - Investigational & Not Medically  Necessary
 
Selected Blood, Serum and Cellular Allergy and Toxicity Tests - 
LAB.00027 - Investigational & Not Medically  Necessary
 
Advanced Lipoprotein Testing - LAB.00031 - Investigational &
Not Medically  Necessary
 
Protein Biomarkers for the Screening, Detection and 
Management of Prostate Cancer - LAB.00033 - Investigational
& Not Medically  Necessary
 
Serological Antibody Testing For Helicobacter Pylori - 
LAB.00034 - Investigational & Not Medically  Necessary
 
Multi-biomarker Disease Activity Blood Tests for Rheumatoid 
Arthritis - LAB.00035 - Investigational & Not Medically
Necessary
 
Multiplex Autoantigen Microarray Testing for Systemic Lupus 
Erythematosus - LAB.00036 - Investigational & Not Medically
Necessary
 
Serologic Testing for Biomarkers of Irritable Bowel Syndrome
(IBS) - LAB.00037 - Investigational & Not Medically  Necessary
 
Serum Biomarker Tests for Risk of Preeclampsia - LAB.00040 - 
Investigational & Not Medically  Necessary
 
Machine Learning Derived Probability Score for Rapid Kidney
Function Decline - LAB.00041 - Investigational & Not
Medically  Necessary
 
Selected Tests for the Evaluation and Management of Infertility
- LAB.00045 - Investigational & Not Medically Necessary
 
Testing for Biochemical Markers for Alzheimer's Disease -
LAB.00046 - Investigational & Not Medically  Necessary
 
Analysis of Urine Biomarkers for Chronic Pain Management -
LAB.00048 - Investigational & Not Medically  Necessary
 
Metagenomic Sequencing for Infectious Diseases in the 
Outpatient Setting - LAB.00050 - Investigational & Not
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Per- and Polyfluoroalkyl Substances (PFAS) Testing - 
LAB.00051 - Investigational & Not Medically  Necessary
 
Noninvasive Imaging Technologies for the Evaluation of Skin
Lesions - MED.00004 - Investigational & Not Medically
Necessary  
 
Sensory Stimulation for Brain-Injured Individuals in Coma or
Vegetative State - MED.00011 - Investigational & Not
Medically  Necessary
 
MRI Guided High Intensity Focused Ultrasound Ablation for
Non-Oncologic Indications - MED.00057 - Investigational & 
Not Medically  Necessary
 
Quantitative Sensory Testing - MED.00082 - Investigational &
Not Medically  Necessary
 
Wireless Capsule for the Evaluation of Suspected Gastric and
Intestinal Motility Disorders - MED.00090 - Investigational &
Not Medically  Necessary
 
Automated Nerve Conduction Testing - MED.00092 - 
Investigational & Not Medically  Necessary
 
Low-Frequency Ultrasound Therapy for Wound Management - 
MED.00096 - Investigational & Not Medically  Necessary
 
Hyperoxemic Reperfusion Therapy - MED.00098 - 
Investigational & Not Medically  Necessary
 
Physiologic Recording of Tremor using Accelerometer(s) and 
Gyroscope(s) - MED.00101 - Investigational & Not Medically
Necessary
 
Ultrafiltration in Decompensated Heart Failure - MED.00102 -
Investigational & Not Medically  Necessary
 
Automated Evacuation of Meibomian Gland - MED.00103 -
Investigational & Not Medically  Necessary
 
Intracardiac Ischemia Monitoring - MED.00111 - 
Investigational & Not Medically  Necessary
 
Autonomic Testing - MED.00112 - Investigational & Not

Medically  Necessary
 
Per- and Polyfluoroalkyl Substances (PFAS) Testing - 
LAB.00051 - Investigational & Not Medically  Necessary
 
Noninvasive Imaging Technologies for the Evaluation of Skin
Lesions - MED.00004 - Investigational & Not Medically
Necessary  
 
Sensory Stimulation for Brain-Injured Individuals in Coma or
Vegetative State - MED.00011 - Investigational & Not
Medically  Necessary
 
MRI Guided High Intensity Focused Ultrasound Ablation for
Non-Oncologic Indications - MED.00057 - Investigational & 
Not Medically  Necessary
 
Quantitative Sensory Testing - MED.00082 - Investigational &
Not Medically  Necessary
 
Wireless Capsule for the Evaluation of Suspected Gastric and
Intestinal Motility Disorders - MED.00090 - Investigational &
Not Medically  Necessary
 
Automated Nerve Conduction Testing - MED.00092 - 
Investigational & Not Medically  Necessary
 
Low-Frequency Ultrasound Therapy for Wound Management - 
MED.00096 - Investigational & Not Medically  Necessary
 
Hyperoxemic Reperfusion Therapy - MED.00098 - 
Investigational & Not Medically  Necessary
 
Physiologic Recording of Tremor using Accelerometer(s) and 
Gyroscope(s) - MED.00101 - Investigational & Not Medically
Necessary
 
Ultrafiltration in Decompensated Heart Failure - MED.00102 -
Investigational & Not Medically  Necessary
 
Automated Evacuation of Meibomian Gland - MED.00103 -
Investigational & Not Medically  Necessary
 
Intracardiac Ischemia Monitoring - MED.00111 - 
Investigational & Not Medically  Necessary
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Medically  Necessary
 
Outpatient Cardiac Hemodynamic Monitoring Using a Wireless 
Sensor for Heart Failure Management - MED.00115 -
Investigational & Not Medically  Necessary
 
Continuous Monitoring of Intraocular Pressure - MED.00118 -
Investigational & Not Medically  Necessary
 
Electronic Home Visual Field Monitoring - MED.00131 -
Investigational & Not Medically  Necessary
 
Autologous Adipose-derived Regenerative Cell Therapy  - 
MED.00132 - Investigational & Not Medically  Necessary
 
Non-invasive Heart Failure and Arrhythmia Management and 
Monitoring Systems - MED.00134 - Investigational & Not
Medically  Necessary
 
Eye Movement Analysis Using Non-spatial Calibration for the
Diagnosis of Concussion - MED.00137 - Investigational & Not
Medically  Necessary
 
High-volume Colonic Irrigation - MED.00141 - Investigational 
& Not Medically  Necessary
 
Ingestible Devices for the Treatment of Constipation -
MED.00143 - Investigational & Not Medically  Necessary
 
Gene Therapy for Aromatic L-Amino Acid Decarboxylase 
Deficiency - MED.00151 - Investigational & Not Medically
Necessary
 
Outpatient Intravenous Insulin Therapy - MED.00152 - 
Investigational & Not Medically  Necessary
 
Upper Extremity Myoelectric Orthoses - OR-PR.00005 - 
Investigational & Not Medically  Necessary
 
Powered Robotic Lower Body Exoskeleton Devices - 
OR-PR.00006 - Investigational & Not Medically  Necessary
 
Cervical and Thoracic Discography- RAD.00053 - 
Investigational & Not Medically  Necessary
 
Near-Infrared Coronary Imaging and Near-Infrared 

Autonomic Testing - MED.00112 - Investigational & Not
Medically  Necessary
 
Outpatient Cardiac Hemodynamic Monitoring Using a Wireless 
Sensor for Heart Failure Management - MED.00115 -
Investigational & Not Medically  Necessary
 
Continuous Monitoring of Intraocular Pressure - MED.00118 -
Investigational & Not Medically  Necessary
 
Electronic Home Visual Field Monitoring - MED.00131 -
Investigational & Not Medically  Necessary
 
Autologous Adipose-derived Regenerative Cell Therapy  - 
MED.00132 - Investigational & Not Medically  Necessary
 
Non-invasive Heart Failure and Arrhythmia Management and 
Monitoring Systems - MED.00134 - Investigational & Not
Medically  Necessary
 
Eye Movement Analysis Using Non-spatial Calibration for the
Diagnosis of Concussion - MED.00137 - Investigational & Not
Medically  Necessary
 
High-volume Colonic Irrigation - MED.00141 - Investigational 
& Not Medically  Necessary
 
Ingestible Devices for the Treatment of Constipation -
MED.00143 - Investigational & Not Medically  Necessary
 
Gene Therapy for Aromatic L-Amino Acid Decarboxylase 
Deficiency - MED.00151 - Investigational & Not Medically
Necessary
 
Outpatient Intravenous Insulin Therapy - MED.00152 - 
Investigational & Not Medically  Necessary
 
Upper Extremity Myoelectric Orthoses - OR-PR.00005 - 
Investigational & Not Medically  Necessary
 
Powered Robotic Lower Body Exoskeleton Devices - 
OR-PR.00006 - Investigational & Not Medically  Necessary
 
Cervical and Thoracic Discography- RAD.00053 - 
Investigational & Not Medically  Necessary
 



92025 Connecticut Insurance Department NQTL Report

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

Intravascular Ultrasound Coronary Imaging - RAD.00057 - 
Investigational & Not Medically  Necessary
 
Myocardial Sympathetic Innervation Imaging with or without 
Single-Photon Emission Computed Tomography (SPECT) - 
RAD.00064 - Investigational & Not Medically  Necessary
 
Quantitative Ultrasound for Tissue Characterization - 
RAD.00067 - Investigational & Not Medically  Necessary
 
Myocardial Strain Imaging - RAD.00068 - Investigational &
Not Medically  Necessary
 
Mechanized Spinal Distraction Therapy - SURG.00008 - 
Investigational & Not Medically  Necessary
 
Treatments for Urinary Incontinence - SURG.00010 - 
Investigational & Not Medically  Necessary
 
Products for Wound Healing and Soft Tissue Grafting:
Investigational - SURG.00011 - Investigational & Not 
Medically  Necessary
 
Patent Foramen Ovale and Left Atrial Appendage Closure
Devices - SURG.00032 - Investigational & Not Medically
Necessary
 
Electrothermal Shrinkage of Joint Capsules, Ligaments, and 
Tendons - SURG.00043 - Investigational & Not Medically
Necessary
 
Extracorporeal Shock Wave Therapy - SURG.00045 - 
Investigational & Not Medically  Necessary
 
Transendoscopic Therapy for Gastroesophageal Reflux Disease, 
Dysphagia or Gastroparesis - SURG.00047 - Investigational &
Not Medically  Necessary
 
Percutaneous Vertebral Disc Procedures - SURG.00052 - 
Investigational & Not Medically  Necessary
 
Percutaneous Spinal Surgery - SURG.00071 - Investigational &
Not Medically  Necessary
 
Lysis of Epidural Adhesions - SURG.00072 - Investigational &
Not Medically  Necessary

Near-Infrared Coronary Imaging and Near-Infrared 
Intravascular Ultrasound Coronary Imaging - RAD.00057 - 
Investigational & Not Medically  Necessary
 
Myocardial Sympathetic Innervation Imaging with or without 
Single-Photon Emission Computed Tomography (SPECT) - 
RAD.00064 - Investigational & Not Medically  Necessary
 
Quantitative Ultrasound for Tissue Characterization - 
RAD.00067 - Investigational & Not Medically  Necessary
 
Myocardial Strain Imaging - RAD.00068 - Investigational &
Not Medically  Necessary
 
Mechanized Spinal Distraction Therapy - SURG.00008 - 
Investigational & Not Medically  Necessary
 
Treatments for Urinary Incontinence - SURG.00010 - 
Investigational & Not Medically  Necessary
 
Products for Wound Healing and Soft Tissue Grafting:
Investigational - SURG.00011 - Investigational & Not 
Medically  Necessary
 
Patent Foramen Ovale and Left Atrial Appendage Closure
Devices - SURG.00032 - Investigational & Not Medically
Necessary
 
Electrothermal Shrinkage of Joint Capsules, Ligaments, and 
Tendons - SURG.00043 - Investigational & Not Medically
Necessary
 
Extracorporeal Shock Wave Therapy - SURG.00045 - 
Investigational & Not Medically  Necessary
 
Transendoscopic Therapy for Gastroesophageal Reflux Disease, 
Dysphagia or Gastroparesis - SURG.00047 - Investigational &
Not Medically  Necessary
 
Percutaneous Vertebral Disc Procedures - SURG.00052 - 
Investigational & Not Medically  Necessary
 
Percutaneous Spinal Surgery - SURG.00071 - Investigational &
Not Medically  Necessary
 
Lysis of Epidural Adhesions - SURG.00072 - Investigational &
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Epiduroscopy- SURG.00073 - Investigational & Not Medically  
Necessary
 
Intervertebral Stabilization Devices - SURG.00075 - 
Investigational & Not Medically  Necessary
 
Nasal Valve Repair - SURG.00079 - Investigational & Not
Medically  Necessary
 
Nasal Valve Repair - SURG.00079 - Investigational & Not
Medically  Necessary
 
Implantable Middle Ear Hearing Aids - SURG.00084 -
Investigational & Not Medically  Necessary
 
Implanted Devices for Spinal Stenosis - SURG.00092 -
Investigational & Not Medically  Necessary
 
Artificial Anal Sphincter for the Treatment of Severe Fecal
Incontinence - SURG.00102 - Investigational & Not Medically
Necessary
 
Extraosseous Subtalar Joint Implantation and Subtalar 
Arthroereisis - SURG.00104 -Investigational & Not Medically
Necessary
 
Axial Lumbar Interbody Fusion - SURG.00111 - Investigational 
& Not Medically  Necessary
 
Artificial Retinal Devices - SURG.00113 - Investigational &
Not Medically  Necessary
 
Bronchial Thermoplasty - SURG.00118 - Investigational & Not
Medically  Necessary
 
Transcatheter Heart Valve Procedures - SURG.00121 - 
Investigational & Not Medically  Necessary
 
Transcatheter Heart Valve Procedures - SURG.00121 - 
Investigational & Not Medically  Necessary
 
Carotid Sinus Baroreceptor Stimulation Devices -SURG.00124 
- Investigational & Not Medically  Necessary
 
Irreversible Electroporation - SURG.00126 - Investigational & 

Not Medically  Necessary
 
Epiduroscopy- SURG.00073 - Investigational & Not Medically  
Necessary
 
Intervertebral Stabilization Devices - SURG.00075 - 
Investigational & Not Medically  Necessary
 
Nasal Valve Repair - SURG.00079 - Investigational & Not
Medically  Necessary
 
Nasal Valve Repair - SURG.00079 - Investigational & Not
Medically  Necessary
 
Implantable Middle Ear Hearing Aids - SURG.00084 -
Investigational & Not Medically  Necessary
 
Implanted Devices for Spinal Stenosis - SURG.00092 -
Investigational & Not Medically  Necessary
 
Artificial Anal Sphincter for the Treatment of Severe Fecal
Incontinence - SURG.00102 - Investigational & Not Medically
Necessary
 
Extraosseous Subtalar Joint Implantation and Subtalar 
Arthroereisis - SURG.00104 -Investigational & Not Medically
Necessary
 
Axial Lumbar Interbody Fusion - SURG.00111 - Investigational 
& Not Medically  Necessary
 
Artificial Retinal Devices - SURG.00113 - Investigational &
Not Medically  Necessary
 
Bronchial Thermoplasty - SURG.00118 - Investigational & Not
Medically  Necessary
 
Transcatheter Heart Valve Procedures - SURG.00121 - 
Investigational & Not Medically  Necessary
 
Transcatheter Heart Valve Procedures - SURG.00121 - 
Investigational & Not Medically  Necessary
 
Carotid Sinus Baroreceptor Stimulation Devices -SURG.00124 
- Investigational & Not Medically  Necessary
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Not Medically  Necessary
 
Implantable Left Atrial Hemodynamic Monitor - SURG.00128 - 
Investigational & Not Medically  Necessary
 
Oral, Pharyngeal and Maxillofacial Surgical Treatment for 
Obstructive Sleep Apnea or Snoring - SURG.00129 -
Investigational & Not Medically  Necessary
 
Lower Esophageal Sphincter Augmentation Devices - 
SURG.00131 - Investigational & Not Medically  Necessary
 
Drug-Eluting Devices for Maintaining Sinus Ostial Patency -
SURG.00132 - Investigational & Not Medically  Necessary
 
Renal Sympathetic Nerve Ablation - SURG.00135 - 
Investigational & Not Medically  Necessary
 
Intraoperative Assessment of Surgical Margins During 
Breast-Conserving Surgery with Radiofrequency Spectroscopy 
or Optical Coherence Tomography - SURG.00139 -
Investigational & Not Medically  Necessary
 
Doppler-Guided Transanal Hemorrhoidal Dearterialization  - 
SURG.00141 - Investigational & Not Medically  Necessary
 
Extracorporeal Carbon Dioxide Removal - SURG.00146 - 
Investigational & Not Medically  Necessary
 
Spectral Analysis of Prostate Tissue by Fluorescence 
Spectroscopy - SURG.00148 - Investigational & Not Medically  
Necessary
 
Cardiac Contractility Modulation Therapy - SURG.00153- 
Investigational & Not Medically  Necessary
 
Cryosurgery of Peripheral Nerves - SURG.00155 - 
Investigational & Not Medically  Necessary
 
Implanted Artificial Iris Devices - SURG.00156 - 
Investigational & Not Medically  Necessary
 
Minimally Invasive Treatment of the Posterior Nasal Nerve to
Treat Rhinitis - SURG.00157 - Investigational & Not Medically  
Necessary
 

Irreversible Electroporation - SURG.00126 - Investigational & 
Not Medically  Necessary
 
Implantable Left Atrial Hemodynamic Monitor - SURG.00128 - 
Investigational & Not Medically  Necessary
 
Oral, Pharyngeal and Maxillofacial Surgical Treatment for 
Obstructive Sleep Apnea or Snoring - SURG.00129 -
Investigational & Not Medically  Necessary
 
Lower Esophageal Sphincter Augmentation Devices - 
SURG.00131 - Investigational & Not Medically  Necessary
 
Drug-Eluting Devices for Maintaining Sinus Ostial Patency -
SURG.00132 - Investigational & Not Medically  Necessary
 
Renal Sympathetic Nerve Ablation - SURG.00135 - 
Investigational & Not Medically  Necessary
 
Intraoperative Assessment of Surgical Margins During 
Breast-Conserving Surgery with Radiofrequency Spectroscopy 
or Optical Coherence Tomography - SURG.00139 -
Investigational & Not Medically  Necessary
 
Doppler-Guided Transanal Hemorrhoidal Dearterialization  - 
SURG.00141 - Investigational & Not Medically  Necessary
 
Extracorporeal Carbon Dioxide Removal - SURG.00146 - 
Investigational & Not Medically  Necessary
 
Spectral Analysis of Prostate Tissue by Fluorescence 
Spectroscopy - SURG.00148 - Investigational & Not Medically  
Necessary
 
Cardiac Contractility Modulation Therapy - SURG.00153- 
Investigational & Not Medically  Necessary
 
Cryosurgery of Peripheral Nerves - SURG.00155 - 
Investigational & Not Medically  Necessary
 
Implanted Artificial Iris Devices - SURG.00156 - 
Investigational & Not Medically  Necessary
 
Minimally Invasive Treatment of the Posterior Nasal Nerve to
Treat Rhinitis - SURG.00157 - Investigational & Not Medically  
Necessary
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Implantable Peripheral Nerve Stimulation Devices as a 
Treatment for Pain - SURG.00158 - Investigational & Not
Medically  Necessary
 
Focal Laser Ablation for the Treatment of Prostate Cancer -
SURG.00159 - Investigational & Not Medically  Necessary
 
Implanted Port Delivery Systems to Treat Ocular Disease -
SURG.00160 - Investigational & Not Medically  Necessary
 
Nanoparticle-Mediated Thermal Ablation - SURG.00161 - 
Investigational & Not Medically  Necessary
 
Implantable Shock Absorber for Treatment of Knee 
Osteoarthritis - SURG.00162 - Investigational & Not Medically  
Necessary
 
Histotripsy - SURG.00165 - Investigational & Not Medically
Necessary
 
Electrophysiology-Guided Noninvasive Stereotactic Cardiac 
Radioablation - THER-RAD.00012 - Investigational & Not 
Medically  Necessary
 
Cell Transplantation (Mesencephalic, Adrenal-Brain and Fetal 
Xenograft) - TRANS.00004 - Investigational & Not Medically
Necessary
 
Liver Transplantation - TRANS.00008 - Investigational & Not
Medically  Necessary
 
Autologous and Allogeneic Pancreatic Islet Cell Transplantation 
- TRANS.00010 - Investigational & Not Medically Necessary
 
Umbilical Cord Blood Progenitor Cell Collection, Storage and
Transplantation - TRANS.00016- Investigational & Not 
Medically  Necessary
 
Therapeutic use of Stem Cells, Blood and Bone Marrow
Products - TRANS.00035 - Investigational & Not Medically
Necessary
 
Uterine Transplantation - TRANS.00037 - Investigational & Not 
Medically  Necessary
 
Hand Transplantation - TRANS.00040 - Investigational & Not

 
Implantable Peripheral Nerve Stimulation Devices as a 
Treatment for Pain - SURG.00158 - Investigational & Not
Medically  Necessary
 
Focal Laser Ablation for the Treatment of Prostate Cancer -
SURG.00159 - Investigational & Not Medically  Necessary
 
Implanted Port Delivery Systems to Treat Ocular Disease -
SURG.00160 - Investigational & Not Medically  Necessary
 
Nanoparticle-Mediated Thermal Ablation - SURG.00161 - 
Investigational & Not Medically  Necessary
 
Implantable Shock Absorber for Treatment of Knee 
Osteoarthritis - SURG.00162 - Investigational & Not Medically  
Necessary
 
Histotripsy - SURG.00165 - Investigational & Not Medically
Necessary
 
Electrophysiology-Guided Noninvasive Stereotactic Cardiac 
Radioablation - THER-RAD.00012 - Investigational & Not 
Medically  Necessary
 
Cell Transplantation (Mesencephalic, Adrenal-Brain and Fetal 
Xenograft) - TRANS.00004 - Investigational & Not Medically
Necessary
 
Liver Transplantation - TRANS.00008 - Investigational & Not
Medically  Necessary
 
Autologous and Allogeneic Pancreatic Islet Cell Transplantation 
- TRANS.00010 - Investigational & Not Medically Necessary
 
Umbilical Cord Blood Progenitor Cell Collection, Storage and
Transplantation - TRANS.00016- Investigational & Not 
Medically  Necessary
 
Therapeutic use of Stem Cells, Blood and Bone Marrow
Products - TRANS.00035 - Investigational & Not Medically
Necessary
 
Uterine Transplantation - TRANS.00037 - Investigational & Not 
Medically  Necessary
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Medically  Necessary
 

Hand Transplantation - TRANS.00040 - Investigational & Not
Medically  Necessary
 

S1.11 Over the past year, when you have evaluated the
following evolving and developing items, what changes if any
have been made to your in-house or outsourced clinical
standards and/or systemic processing workflows? 

No changes have been made No changes have been made 

    S1.11.a Clinical methods No changes have been made No changes have been made 
    S1.11.b Safety data No changes have been made No changes have been made 
    S1.11.c Techniques/technologies efficacy No changes have been made No changes have been made 
    S1.11.d All other substantiating scientific research No changes have been made No changes have been made 
S1.12.a Over the past year, what were the covered services or
treatments requested that lacked the immediate credible sourced 
scientific evidence? 

NA NA 

S1.12.b What professional standard, recommendation, 
statement, or expert opinion was used to determine the best
alternative clinical practice to deliver a similar clinical
outcome?  

NA NA 

S1.13.a Do you conduct a comparative analysis of the
consistency, quality and efficacy of care delivery and treatment
practices between the MH/SUD & MH/SUD clinical portfolios? 

Yes Yes 

S1.13.b Do you evaluate and compare the outcome and results
between these two benefit groups based on these comparative
clinical impacts? 

Yes Yes 

S2 In-Patient & In-Network NQTL Practices 
S2.1 Are there any contractual differences in any similar
in-patient care delivered, between the MH/SUD & Med/Surg
Provider-Facility arrangements? 

No No 

S2.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the INN MH/SUD services and the INN Med/Surg services?

No No 

S2.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S2.3.a Medical necessity criteria No No 
    S2.3.b Prior authorizations No No 
    S2.3.c Concurrent reviews No No 
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    S2.3.d Retrospective reviews No No 
    S2.3.e Benefit exclusions to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S2.3.f Treatment Plan Requirements No No 
    S2.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    S2.3.h Physician Credentialing/Admission Standards No No 
    S2.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S3 In-Patient & Out-of-Network NQTL Practices 
s3.1 Are there any procedural differences between the treatment
of any similar in-patient care delivered between 
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 

No No 

s3.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the OON MH/SUD services and the OON Med/Surg services?

No No 

s3.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    s3.3.a Medical necessity criteria No No 
    s3.3.b Prior-authorizations No No 
    s3.3.c Concurrent reviews No No 
    s3.3.d Retrospective reviews No No 
    s3.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    s3.3.f Treatment Plan Requirements No No 
    s3.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    s3.3.h Physician Credentialing/Admission Standards No No 
    s3.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S4 Out-Patient & In-Network NQTL Practices 
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S4.1 Are there any contractual differences on any similar
out-patient care delivered, between the MH/SUD & Med/Surg
Provider-Facility arrangements? 

No No 

S4.2 Are there any fundamental differences between the
out-patient care and delivery standards between the INN
MH/SUD services and the INN Med/Surg services? 

No No 

S4.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S4.3.a Medical necessity criteria No No 
    S4.3.b Prior-authorizations No No 
    S4.3.c Concurrent reviews No No 
    S4.3.d Retrospective reviews No No 
    S4.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S4.3.f Treatment Plan Requirements No No 
    S4.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    h Physician Credentialing/Admission Standards No No 
    S4.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S5 Outpatient & OUT-OF-NETWORK 
S5.1 Are there any procedural differences between the
treatment of any similar out-patient care delivered between
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 

No No 

S5.2 Are there any fundamental differences between the
out-patient care and delivery standards between the OON
MH/SUD services and the OON Med/Surg services? 

No No 

S5.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S5.3.a Medical necessity criteria No No 
    S5.3.b Prior-authorizations No No 
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    S5.3.c Concurrent reviews No No 
    S5.3.d Retrospective reviews No No 
    S5.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S5.3.f Treatment Plan Requirements No No 
    S5.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    S5.3.h Physician Credentialing/Admission Standards No No 
    S5.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 
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S6 Emergency Care Treatment & Services (INN & OON) Elevance and Carelon do not impose any Non Quantitative Treatement Limitations on Emergency Services.  Authorization is not 
required for emergency services for either MH/SUD or M/S
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S7 Rx Formulary Design, Management and Pharmacy Services
NQTL Practices 
S7.1 Do any of your pharmaceutical segmentation practices in
your formulary networks ever use inconsistent, unmatched, or
noncomparable evaluation standards, factors, or processes 
(involving both the clinical & non-clinical decision-making) 
within their tiering, prior-authorization, quantity limiting or 
step-therapy review analysis between MH/SUD drugs & 
Med/Surg drugs? 

No No 

S7.2 Are there any meaningful clinical or administrative
differences within the development and standardization process 
of your MH/SUD Formularies and your Med/Surg Formularies? 

No No 

S7.3 Do you use any formulary design factors or development
standards beyond the scope of generally accepted clinical
standards from FDA approvals/indication’s, drug compendia’s, 
medical society guidance, clinical efficacy/Safety (side-effects, 
interactions, contraindications, dosing-dispensing standards & 
potential for abuse), potential for fraud/waste/abuse, clinical 
cost-effectiveness, and utilization management on cost for 
comparative alternatives?   

No No 

S7.4 Do you use the same approach and process for defining the 
potential Fraud, Waste and Abuse populations under the
MH/SUD Formularies as you do when developing the Med/Surg 
Formularies? 

Yes Yes 

S7.5 Are there any fundamental differences in how Pharmacy
Benefit Managers are accessed and used under your MH/SUD
Formularies and within your Med/Surg Formularies?  

No No 

S7.6 Are you subject to any MH/SUD drug to any drug testing
policy, rule, procedure or requirement? 

No No 

S8 Prior-Authorization NQTL Practices 
S8.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for prior authorization review identical
between the similarly classified MH/SUD benefits and 
Med/Surg benefits? 

Yes Yes 

S8.2 Are your Prior-Authorization decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits. 

Yes Yes 

S8.3 Are there any substantive differences between the Yes Yes 
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treatment and benefit services populations (frequency & 
volume) subject to prior authorization review and between the
MH/SUD services offered & the Med/Surg services offered?
    S8.3.a Please Explain As would be expected there is greater volume of Prior

Authorization Requests for Medical/Surgical services in general 
versus that of Mental Health/Substance Use disorder. However,
this is not an indicator of greater restrictiveness or stringency
regarding Parity between MH/SUD and M/S.  Rather, as typical, 
a greater percentage of members tend to utilize M/S benefits
compared to the percentage of members who utilize MH/SUD
benefits.
 
 

As would be expected there is greater volume of Prior
Authorization Requests for Medical/Surgical services in general 
versus that of Mental Health/Substance Use disorder. However,
this is not an indicator of greater restrictiveness or stringency
regarding Parity between MH/SUD and M/S.  Rather, as typical, 
a greater percentage of members tend to utilize M/S benefits
compared to the percentage of members who utilize MH/SUD
benefits.
 

S8.4 Are there any substantive differences between the prior
authorization rates of approvals and denials between MH/SUD
benefits provided and Med/Surg benefits provided? 

No No 

S8.5 Are the timeframes, thresholds, factors, ratios, limits and
rules subject to qualified prior-authorizations the same for
MH/SUD services as for Med/Surg services? 

Yes Yes 

    S8.5.a Please Explain The same prior authorization timeframes, clinical thresholds, 
evidentiary factors, approval criteria, limits, and decision rules
apply to both MH/SUD and Medical/Surgical services. Reviews 
are conducted under a uniform utilization management policy
using identical medical necessity standards and operational 
procedures. There are no separate ratios, stricter limits, or
additional requirements imposed on MH/SUD services. Any 
variation reflects clinical differences in the services reviewed,
not differences in the governing standards. 

The same prior authorization timeframes, clinical thresholds, 
evidentiary factors, approval criteria, limits, and decision rules
apply to both MH/SUD and Medical/Surgical services. Reviews 
are conducted under a uniform utilization management policy
using identical medical necessity standards and operational 
procedures. There are no separate ratios, stricter limits, or
additional requirements imposed on MH/SUD services. Any 
variation reflects clinical differences in the services reviewed,
not differences in the governing standards. 

S8.6 Are your automated (auto-adjudicated) claims rules for
prior authorization qualification the same for MH/SUD services
as they are for Med/Surg services? 

Yes Yes 

    S8.6.a Please Explain Automated (auto-adjudicated) prior authorization rules use the 
same system logic, clinical criteria, and qualification thresholds
for both MH/SUD and Medical/Surgical services. The 
underlying medical necessity standards and utilization 
management rules are applied uniformly across benefit types.
There are no separate or more restrictive automated rules
specific to MH/SUD services. 

Automated (auto-adjudicated) prior authorization rules use the 
same system logic, clinical criteria, and qualification thresholds
for both MH/SUD and Medical/Surgical services. The 
underlying medical necessity standards and utilization 
management rules are applied uniformly across benefit types.
There are no separate or more restrictive automated rules
specific to MH/SUD services. 

S8.7 Are there any substantial differences in the prior
authorization benefit Complaints, Appeals or Overturned on 
Appeal Rates between the subject MH/SUD services and the
subject Med/Surg services? 

Yes Yes 
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    S8.7.a Please Explain There may be differences in complaint, appeal, or overturn rates 
between MH/SUD and Medical/Surgical prior authorizations. 
However, these differences reflect service mix, utilization 
patterns, and clinical characteristics rather than different 
standards. The same appeal rights, review criteria, and medical
necessity framework apply to both categories. Any variation in
rates is attributable to case-specific factors, not to more stringent 
application for MH/SUD. The complaints and appeals process
operates comparably across both benefit types." 

There may be differences in complaint, appeal, or overturn rates 
between MH/SUD and Medical/Surgical prior authorizations. 
However, these differences reflect service mix, utilization 
patterns, and clinical characteristics rather than different 
standards. The same appeal rights, review criteria, and medical
necessity framework apply to both categories. Any variation in
rates is attributable to case-specific factors, not to more stringent 
application for MH/SUD. The complaints and appeals process
operates comparably across both benefit types. 

S8.8 Are there any differences in your RX Prior Authorization
or Step Therapy qualification requirements for MH/SUD drugs
and Med/Surg drugs? 

No No 

S8.9 Are there any substantial differences between the total Rx
populations that are subject to prior authorization or step
therapy between the MH/SUD drugs offered and the Med/Surg
drugs offered? 

Yes Yes 

    S8.9.a Please Explain There are differences in the proportion of drugs subject to prior
authorization or step therapy between MH/SUD and 
Medical/Surgical categories. However, these differences reflect 
therapeutic mix, availability of generics, and clinical risk
profiles rather than different standards. The same clinical
criteria and utilization management framework are used to
determine applicability across both categories. Any variation in
total populations subject to review is driven by drug class
characteristics, not by more restrictive policies for MH/SUD.

There are differences in the proportion of drugs subject to prior
authorization or step therapy between MH/SUD and 
Medical/Surgical categories. However, these differences reflect 
therapeutic mix, availability of generics, and clinical risk
profiles rather than different standards. The same clinical
criteria and utilization management framework are used to
determine applicability across both categories. Any variation in
total populations subject to review is driven by drug class
characteristics, not by more restrictive policies for MH/SUD.

S8.10 Are there any substantial differences in the services being
subject to prior authorization because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S8.11 Please demonstrate how you’re In-Network & 
Out-of-Network prior-authorization MH/SUD & Med/Surg 
benefits are comparable. 

Prior Authorization is based on reviewing the clinical
Information on a specific case and ensuring that the services(s)
are medically appropriate. This is done by applying Medical
Necessity Criteria and/or Medical Policy to ensure the service
requested is medically necessary and approriate and meets the
established criteria. This remains true and accurate for both
MH/SUD and M/S regardless of Network  status.
 
In-network and out-of-network prior authorization requirements 
are applied under the same utilization review policies, clinical
criteria, and medical necessity standards for both MH/SUD and
Medical/Surgical benefits. The same submission processes, 
review factors, decision timeframes, and appeal rights govern
determinations regardless of network status or benefit 
classification. There are no separate clinical thresholds or more

Prior Authorization is based on reviewing the clinical
information on a specific case and ensuring that the services(s)
are medically appropriate. This is done by applying Medical
Necessity Criteria and/or Medical Policy to ensure the service
requested is Medically necessary and approriate and meets the
established criteria. This remains true and accurate for both
MH/SUD and M/S regardless of Network  status.
 
In-network and out-of-network prior authorization requirements 
are applied under the same utilization review policies, clinical
criteria, and medical necessity standards for both MH/SUD and
Medical/Surgical benefits. The same submission processes, 
review factors, decision timeframes, and appeal rights govern
determinations regardless of network status or benefit 
classification. There are no separate clinical thresholds or more
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restrictive requirements applied to MH/SUD services in either
network setting. Accordingly, prior authorization operates 
comparably across MH/SUD and Med/Surg benefits for both
in-network and out-of-network services. 

restrictive requirements applied to MH/SUD services in either
network setting. Accordingly, prior authorization operates 
comparably across MH/SUD and Med/Surg benefits for both
in-network and out-of-network services. 

S8.12 Please describe all avenues or portals to request
prior-authorizations and benefit approvals. Please describe any 
differences and demonstrate comparability. 

The same "avenues" for providers for providers to request
Authorizaiton for Services to Elevance and Carelon are used by
MH/SUD and M/S, and they are: Web Based Portal; Phone for
Live Review; and Fax.  
 
Prior authorization and benefit approval requests may be
submitted electronically through the secure provider portal or
ePA platform, by facsimile using standardized authorization 
forms, or by telephone for urgent requests. The same
submission channels, required clinical documentation, intake 
procedures, and confirmation processes apply to both MH/SUD
and Medical/Surgical services. Urgent requests are accepted 
through expedited communication methods regardless of benefit 
type. There are no separate portals or submission pathways for
MH/SUD services, demonstrating comparable access and 
process across categories. 

The same "avenues" for providers for providers to request
Authorizaiton for Services to Elevance and Carelon are used by
MH/SUD and M/S, and they are: Web Based Portal; Phone for
Live Review; and  Fax.
 
Prior authorization and benefit approval requests may be
submitted electronically through the secure provider portal or
ePA platform, by facsimile using standardized authorization 
forms, or by telephone for urgent requests. The same
submission channels, required clinical documentation, intake 
procedures, and confirmation processes apply to both MH/SUD
and Medical/Surgical services. Urgent requests are accepted 
through expedited communication methods regardless of benefit 
type. There are no separate portals or submission pathways for
MH/SUD services, demonstrating comparable access and 
process across categories. 

S8.13 Please identify and describe any specific benefit that
follows a different prior-authorization process than the general
standards or majority guidelines. 

There are no specific benefits that follow a different prior
authorization process than the general utilization review 
standards. All benefits, including MH/SUD and 
Medical/Surgical services, are reviewed under the same medical 
necessity framework, clinical criteria development process, 
decision timelines, and appeal procedures. Any variations in
criteria reflect service-specific clinical considerations, not 
different procedural standards. The prior authorization process 
is applied uniformly across benefit types. 

There are no specific benefits that follow a different prior
authorization process than the general utilization review 
standards. All benefits, including MH/SUD and 
Medical/Surgical services, are reviewed under the same medical 
necessity framework, clinical criteria development process, 
decision timelines, and appeal procedures. Any variations in
criteria reflect service-specific clinical considerations, not 
different procedural standards. The prior authorization process 
is applied uniformly across benefit types. 

S9 Concurrent Review Benefit NQTL Practices 
S9.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for concurrent reviewed benefits,
identical between the similarly classified MH/SUD benefits and
Med/Surg benefits? 

Yes Yes 

S9.2 Are your concurrent Review decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits? 

Yes Yes 

S9.3 Are there any substantive differences between the ongoing
treatment reviews and their total benefit servicing populations
(frequency & volume) subject to concurrent review and between 

Yes Yes 
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the MH/SUD services offered & the Med/Surg services offered? 
    S9.3.a Please Explain As would be expected there is greater volume of Concurrent

Requests for Medical/Surgical services in general versus that of
Mental Health/Substance Use disorder. However, this is not an
indicator of greater restictiveness or stringency regadrding 
Parity between MH/SUD and M/S. Rather, as typical, a greater
percentage of members tend to utilize M/S benefits compared to 
the percentage of members who utilize MH/SUD benefits.

As would be expected there is greater volume of Concurrent
Requests for Medical/Surgical services in general versus that of
Mental Health/Substance Use disorder. However, this is not an
indicator of greater restictiveness or stringency regadrding 
Parity between MH/SUD and M/S. Rather, as typical, a greater
percentage of members tend to utilize M/S benefits compared to 
the percentage of members who utilize MH/SUD benefits.

S9.4 Are there any substantive differences between the
concurrent authorization rates of approvals and denials between
MH/SUD benefits provided and the Med/Surg benefits 
provided? 

Yes Yes 

    S9.4.a Please Explain The outcome UM data for CY 2025 shows that M/S has a
greater denial percentage for Concurrent Reveiw versus that of
MH/SUD.   
 
M/S=19% of concurrent review cases  denied
MH/SUD = 3.3 % of concurrent review cases denied
 
This suggests less stringency on the part of MH/SUD compared
to M/S for concurrent review.   

The outcome UM data for CY 2025 shows that M/S has a
greater denial percentage for Concurrent Reveiw versus that of
MH/SUD.   
 
M/S=19% of concurrent review cases  denied
MH/SUD = 3.3 % of concurrent review cases denied
 
This suggests less stringency on the part of MH/SUD compared
to M/S for concurrent review.   

S9.5 Are the timeframes, thresholds, factors, ratios, limits, and
rules subject to qualifying a concurrent review treatment the
same for MH/SUD services as they are for Med/Surg services?

Yes Yes 

S9.6 Are there any substantive differences within the concurrent 
review process (i.e. ongoing treatment evaluation process, 
peer-to-peer review, determining patient clinical care/needs, 
Medical necessity review, framework to review all the clinical
criteria, clinical judgement decisions &/or review for the
appropriateness in the level of care provided) between the
MH/SUD services provided and the Med/Surg services 
provided? 

No No 

S9.7 Are there any substantial differences in the concurrent
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

Yes Yes 

    S9.7.a Please Explain M/S=39% Overturn; 61% Upheld  (N=561)
MH/SUD=26% Overturn; 74% Upheld  (N=34)
 
As would be expected there is greater volume of Concurrent
Requests for Medical/Surgical services in general versus that of
Mental Health/Substance Use disorder. However, this is not an

M/S=39% Overturn; 61% Upheld  (N=561)
MH/SUD=26% Overturn; 74% Upheld  (N=34)
 
As would be expected there is greater volume of Concurrent
Requests for Medical/Surgical services in general versus that of
Mental Health/Substance Use disorder. However, this is not an
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indicator of greater restictiveness or stringency regadrding 
Parity between MH/SUD and M/S. Rather, as typical, a greater
percentage of members tend to utilize M/S benefits compared to 
the percentage of members who utilize MH/SUD benefits. Also, 
there can be higher rates of administrative denials that are
overturned in M/S than in MH/SUD. 

indicator of greater restictiveness or stringency regadrding 
Parity between MH/SUD and M/S. Rather, as typical, a greater
percentage of members tend to utilize M/S benefits compared to 
the percentage of members who utilize MH/SUD benefits. Also, 
there can be higher rates of administrative denials that are
overturned in M/S than in MH/SUD. 

S9.8 Are there any differences in your RX concurrent review or
Step Therapy qualification requirements for MH/SUD drugs and 
Med/Surg drugs? 

No No 

S9.9 Are there any substantial differences between the total Rx
populations that are subject to concurrent review or step therapy 
practices between the MH/SUD drugs offered and the Med/Surg 
drugs offered? 

No No 

S9.10 Are there any substantial differences in the treatment and
benefit services that are subject to concurrent review because of
fraud, waste & abuse between MH/SUD services and Med/Surg
services? 

No No 

S10 Retrospective Review Benefit NQTL Practices 
S10.1 Are there any substantive differences between the
treatment and services populations (frequency & volume) that
are subject to retrospective reviews within the MH/SUD
services offered & the Med/Surg services offered?

Yes Yes 

    S10.1.a Please Explain As would be expected there is greater volume of Retrospective
Requests for Medical/Surgical services in general versus that of
Mental Health/Substance Use disorder. However, this is not an
indicator of greater restictiveness or stringency regadrding 
Parity between MH/SUD and M/S. Rather, as typical, a greater
percentage of members tend to utilize M/S benefits compared to 
the percentage of members who utilize MH/SUD benefits.

As would be expected there is greater volume of Retrospective
Requests for Medical/Surgical services in general versus that of
Mental Health/Substance Use disorder. However, this is not an
indicator of greater restictiveness or stringency regadrding 
Parity between MH/SUD and M/S. Rather, as typical, a greater
percentage of members tend to utilize M/S benefits compared to 
the percentage of members who utilize MH/SUD benefits.

S10.2 Are there any substantive differences between the
retrospective review rates of approvals and denials between
MH/SUD benefits provided and Med/Surg benefits provided? 

Yes Yes 

    S10.2.a Please Explain M/S denial rate is 1.7% (D=16180;  N=268)
MH/SUD denial rate is 4.6% (D=280;  N=13)
 
While there is a highter rate of denials for retro review on the
MH/SUD side, both percentages regarding denials for MH/SUD 
and M/S are under 5%. Given the low volume of both
Numerator and Denominator of the MH/SUD versus 
medical/surgical for Retrospective review compared to the 
volume on the M/S side is within range of variation for
stringency for this metric. 

M/S denial rate is 1.7% (D=16180;  N=268)
MH/SUD denial rate is 4.6% (D=280;  N=13)
 
While there is a highter rate of denials for retro review on the
MH/SUD side, both percentages regarding denials for MH/SUD 
and M/S are under 5%. Given the low volume of both
Numerator and Denominator of the MH/SUD versus 
medical/surgical for Retrospective review compared to the 
volume on the M/S side is within range of variation for
stringency for this metric. 
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S10.3 Are the timeframes, thresholds, benchmarks, factors, 
ratios, limits, and benefit eligibility rules subject to retrospective 
review the same for MH/SUD services as for Med/Surg
services?  

Yes Yes 

    S10.3.a Please Explain N/A N/A 
S10.4 Are there any substantive differences within the
retrospective review process (i.e. prior certification 
requirements, Medical necessity review, appropriateness of care 
&/or benefit eligibility) between the MH/SUD services provided 
and the Med/Surg services provided? 

No No 

S10.5 Are your automated (auto-adjudicated) claims rules for
retrospective review qualification the same for MH/SUD 
services as they are for Med/Surg services? 

Yes Yes 

S10.6 Are there any substantial differences in the retrospective
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S10.7 Are there any differences in your RX retrospective review 
qualification requirements for MH/SUD drugs and Med/Surg 
drugs? If yes, please explain. 

No No 

S10.8 Are there any substantial differences between the total Rx 
populations that are subject to retrospective reviews between the 
MH/SUD drugs offered and the Med/Surg drugs offered?

No No 

S10.9 Are there any substantial differences in the services being
subject to retrospective review because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S11 Clinical Procedure Coding, Billing Coding and Process
NQTL Practices 
S11.1 Are there any differences in how you apply and use your
billing/clinical/medical coding resources (i.e. CPT, ICD, AMA, 
Centers for Medicare & Medicaid Services, IT Systems &
HCPCS) throughout your operations and implementation 
practices between MH/SUD services and Med/Surg Services?  * 
Please include in this comparative analysis any differences that
might exist between In-Network and Out-Of-Network 
practices/procedures and also between In-House and any 
Outsourced practices/procedures or functions. 

No No 

S11.2 Are there any processing differences within your
automated or auto-adjudicated claims handling practices 
involving your coding resources between the MH/SUD services
and Med/Surg services? 

No No 
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S11.3.a Are there any processing differences within your
administrative claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.3.b Are there any processing differences within your
clinical claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.4.a Are any of your administrative claims handling
practices involving coding resources outsourced for MH/SUD 
services or Med/Surg services? 

No No 

S11.4.b Are any of your clinical claims handling practices
involving coding resources outsourced for MH/SUD services 
and Med/Surg services? 

No No 
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S12 Case & Medical Management NQTL Practices Case Management services, offered to members of the health plan by the Health Plan's internal Case Managers, is not a Non 
Quantitative Treatment Limitation (NQTL) based on Anthem and Carelon BH processes.  Specifically, the case management services 
offered internally by the Plan do not limit the scope or duration of treatment or clinical services that are a part of the member's benefit 
package.  Case management services are voluntary support services offered to members to help in accessing resources or navigating 
the continuum of care in the community. Further, case management does not result in a clinical decision (i.e., utilization management 
denials) impacting the services available to member. Therefore, case management is not an NQTL but is a "value added" service to 
members who elect to utilize additional support from the health plan.   
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S13 Network Adequacy & Provider Reimbursement Rates 
S13.1 Are your geographic access adequacy time and distance
standards experienced in your Networks throughout Connecticut 
regions, comparable between similarly skilled & qualified 
MH/SUD providers and Med/Surg providers? 

Yes Yes 

S13.2 Are the provider to member ratios in your Networks
throughout the Connecticut geographical regions comparable 
when analyzed between the similarly skilled & qualified
MH/SUD providers & Med/Surg providers? 

Yes Yes 

    S13.2.a Please explain any differences and how they might be 
comparable? 

N/A N/A 

S13.3 Do you perform any comparative cross-validations on the
actual patient-centered network adequacy outcome rates or 
experience levels between similarly skilled & trained networks
of MH/SUD providers and Med/Surg providers (i.e. patient wait 
times and acceptance rates)? 

No No 

    S13.3.a Please explain any differences in the new patient 
acceptance rate or the patient appointment wait times between
similarly skilled/licensed providers or facilities (throughout 
Connecticut regions but within the travel time and distance
parameters)?? 

Members may see MH/SUD providers on a more regular basis,
such as daily, weekly, monthly, etc. 

Members generally only see their PCP once a year for their
annual visit, and may visit occasionally for a sick visit. The
regular visits for Med/Surg providers may be more sporadic.

S13.4 What is the mean percentage on your in-network and
out-of-network provider reimbursement rates when compared as 
a percent of the Medicare reimbursement rates? Please provide
this averaged percentage broken out by MH/SUD and
Medical/Surgical benefits and compiled using the ICD and
DSM standards and the CPT billing codes. 

INN  (In-Network)
MH/SUD LicensureBilled UnitsAllowed AmountAllowed as % 
of CT GPCI Adj CMSMedicare  Relativity
M/S  MD705,959$39,962,395114.6%114.6%
Masters  Level223,845$24,432,16875.3%100.4%
M/S  Midlevel589,898$22,186,71885.5%100.6%
 Chiro68,445$3,656,910153.2%153.2%
BH  APRN31,217$3,104,31298.0%115.3%
 PhD25,670$2,811,566102.4%102.4%
Psych  MD24,093$1,966,423111.1%111.1%
Child  Psych1,540$209,061125.7%125.7%
Grand  Total1,670,667$98,329,55495.0%
 
 
OON  (Out-of-Network)
MH/SUD LicensureBilled UnitsAllowed AmountAllowed as % 
of CT GPCI Adj CMSMedicare  Relativity
M/S  MD32,659$1,880,46485.0%85.0%
Masters  Level9,990$1,114,87088.3%117.8%
M/S  Midlevel25,515$1,051,59490.4%106.4%
 PhD3,901$541,936115.5%115.5%
Psych  MD4,820$453,795121.2%121.2%

INN  (In-Network)
MH/SUD LicensureBilled UnitsAllowed AmountAllowed as % 
of CT GPCI Adj CMSMedicare  Relativity
M/S  MD705,959$39,962,395114.6%114.6%
Masters  Level223,845$24,432,16875.3%100.4%
M/S  Midlevel589,898$22,186,71885.5%100.6%
 Chiro68,445$3,656,910153.2%153.2%
BH  APRN31,217$3,104,31298.0%115.3%
 PhD25,670$2,811,566102.4%102.4%
Psych  MD24,093$1,966,423111.1%111.1%
Child  Psych1,540$209,061125.7%125.7%
Grand  Total1,670,667$98,329,55495.0%
 
 
OON  (Out-of-Network)
MH/SUD LicensureBilled UnitsAllowed AmountAllowed as % 
of CT GPCI Adj CMSMedicare  Relativity
M/S  MD32,659$1,880,46485.0%85.0%
Masters  Level9,990$1,114,87088.3%117.8%
M/S  Midlevel25,515$1,051,59490.4%106.4%
 PhD3,901$541,936115.5%115.5%
Psych  MD4,820$453,795121.2%121.2%
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 Chiro8,518$325,107123.4%123.4%
BH  APRN2,140$120,44484.8%99.8%
Child  Psych439$56,215115.5%115.5%
Grand Total87,982$5,544,42494.2% 

 Chiro8,518$325,107123.4%123.4%
BH  APRN2,140$120,44484.8%99.8%
Child  Psych439$56,215115.5%115.5%
Grand Total87,982$5,544,42494.2% 

    S13.4.a Are your in-network and out of network provider 
reimbursement rates for similarly qualified MH/SUD & 
Med/Surg providers on similarly classified 
services/care/treatment comparable when benchmarked to the 
applicable CMS medicare reimbursement rates? 

Yes No 

    S13.4.c Please explain any material differences between them 
and how they are comparable. Please address any
non-comparable material differences in the reimbursement rates 
for Psychiatrists, Psychologists or LCSWs in the context of their 
network patient wait times and acceptance rates. 

See chart in S13.4 See chart in S13.4 

S13.5 Are your similarly classified MH/SUD Rx & Med/Surg
Rx-Pharmaceutical reimbursement rates (whether INN or OON/ 
inside or outside the formulary/ or voluntary or involuntary)
comparable when benchmarked to the CMS Medicare rates
based off the average pharmaceutical wholesale pricing index
(AWP)? 

No No 

    S13.5.a Please explain any differences and how they might be 
comparable? 

N/A N/A 

    S13.5.b If any of your pharmaceutical reimbursement rates 
are paid at a rate less than the average pharmaceutical wholesale 
pricing index benchmark rate, please provide a list of them
broken out by MH/SUD Rx and Med/Surg Rx?

N/A N/A 

S13.6 Do you maintain Telehealth Networks or Provider
Arrangements/Agreements with Providers or Facilities? 

Yes Yes 

    S13.6.a Do you perform comparative analysis between 
similarly skilled, qualified & licensed Medical/Surgical and 
Mental Health/Substance Use Providers, assuming Network 
adequacy time and distance parameters, and specific within
Telehealth, Virtualhealth or In-person care network 
Arrangements? Were there any differences, imbalances or 
disparities between their processes or workflow design 
requirements? 

No No 

S13.7 For MH/SUD providers; are you relying on
telehealth/on-line care to meet the Network Adequacy 
requirements for In-Patient care? 

No No 

S13.8 Please detail and explain the rules, procedures and
guidelines used to negotiate and establish the specific rates for

Behavioral Health non-standard rates are negotiated by 
performing a peer market analysis to determine the fair market

Broad Network  Access
Maintain a robust statewide network with sufficient provider
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providers. Please explain and identify any differences in factors, 
processes or methodology approaches between MH/SUD 
providers and Med/Surg providers and demonstrate 
comparability. 

value of the services in question. The state wide fee schedule is
also taken into consideration when establishing rates.  

capacity across specialties and  settings.
Leverage BlueCard reciprocal networks to support nationwide 
access while avoiding secondary or wrap  networks.
Monitor non-network utilization and actively recruit 
high-volume non-participating providers to strengthen access 
and reduce out-of-network  leakage.
High-Quality and High-Performance Provider  Selection
Provider selection grounded in licensure, credentialing, 
malpractice review, and adherence to state and community
practice standards (near-universal  compliance).
Promote high-performing providers through tiered and 
high-performance designations (e.g., Diamond Provider), based 
on cost, quality, and  appropriateness.
Use analytics and reporting tools to identify high-value
specialists and support improved referral patterns, especially in
value-based  arrangements.
Value-Based  Alignment
Prioritize value-based partnerships, including down-side risk 
models, supported by dedicated provider network and analytics
staff.
Use data-driven insights to align network strategy with quality
improvement, cost containment, and population health goals. 

S13.9 Please identify any differences between MH/SUD 
provider and Med/Surg provider contract term periods. Please
demonstrate comparability. 

The majority of our contract periods are evergreen unless a
termination date is agreed upon during negotiations. 

Almost all of our contract periods are evergreen unless a
termination date is agreed upon. 

S13.10 Do any of your provider contracts have automatic
adjustments (up or down) built into them?

No No 

S13.11 Please elaborate further and explain in detail all the
component parts of market dynamics, market demand and
market drivers on your final negotiated rates. Please describe
any noteworthy trends, new developments or variable shifting
that maybe impacting the assumptions in your final rate setting
model. 

1. Broad Network  Access
Maintain a robust statewide network with sufficient provider
capacity across specialties and  settings.
Leverage BlueCard reciprocal networks to support nationwide 
access while avoiding secondary or wrap  networks.
Monitor non-network utilization and actively recruit 
high-volume non-participating providers to strengthen access 
and reduce out-of-network  leakage.
  
2. Cost Efficiency Through Network  Design
Strong emphasis on site-of-service optimization, particularly 
steering lab and imaging services to lower-cost freestanding
facilities when clinically  appropriate.
Developing tiered networks and benefit differentials (e.g., $0
copay vs. coinsurance) to incent member use of preferred
providers.
Apply consistent reimbursement methodologies and negotiate 

1. Broad Network  Access
Maintain a robust statewide network with sufficient provider
capacity across specialties and  settings.
Leverage BlueCard reciprocal networks to support nationwide 
access while avoiding secondary or wrap  networks.
Monitor non-network utilization and actively recruit 
high-volume non-participating providers to strengthen access 
and reduce out-of-network  leakage.
  
2. Cost Efficiency Through Network  Design
Strong emphasis on site-of-service optimization, particularly 
steering lab and imaging services to lower-cost freestanding
facilities when clinically  appropriate.
Developing tiered networks and benefit differentials (e.g., $0
copay vs. coinsurance) to incent member use of preferred
providers.
Apply consistent reimbursement methodologies and negotiate 
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competitive provider discounts, while prioritizing long-term 
contract  stability.
  
3. High-Quality and High-Performance Provider  Selection
Provider selection grounded in licensure, credentialing, 
malpractice review, and adherence to state and community
practice standards (near-universal  compliance).
Promote high-performing providers through tiered and 
high-performance designations (e.g., Diamond Provider), based 
on cost, quality, and  appropriateness.
Use analytics and reporting tools to identify high-value
specialists and support improved referral patterns, especially in
value-based  arrangements.
  
4. Value-Based  Alignment
Prioritize value-based partnerships, including down-side risk 
models, supported by dedicated provider network and analytics
staff.
Use data-driven insights to align network strategy with quality
improvement, cost containment, and population health goals. 

competitive provider discounts, while prioritizing long-term 
contract  stability.
  
3. High-Quality and High-Performance Provider  Selection
Provider selection grounded in licensure, credentialing, 
malpractice review, and adherence to state and community
practice standards (near-universal  compliance).
Promote high-performing providers through tiered and 
high-performance designations (e.g., Diamond Provider), based 
on cost, quality, and  appropriateness.
Use analytics and reporting tools to identify high-value
specialists and support improved referral patterns, especially in
value-based  arrangements.
  
4. Value-Based  Alignment
Prioritize value-based partnerships, including down-side risk 
models, supported by dedicated provider network and analytics
staff.
Use data-driven insights to align network strategy with quality
improvement, cost containment, and population health goals. 
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CERTIFICATION FORM 

I hereby certify that _______________________________________________________________ is duly organized 
       (Name of Insurer(s) - ‘All Entities Reporting’) 

under the laws of the State of Connecticut and has completed a review of such health carrier’s administrative practices 

for compliance with the state and federal mental health and substance use disorder benefit reporting requirements 
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disorder benefit reporting requirements, including the requirements specified in the Connecticut Insurance 

Law as identified above, and the attached report includes all such supportive and conclusive findings. 

I hereby acknowledge that the insurer named above has maintained administrative practices for the 

immediately preceding calendar year that fail to comply with the state and federal mental health and 

substance use disorder benefit reporting requirements, including the requirements specified in the 
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________________________________________ 
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___Lou Gianquinto _______________________ 
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Date: 
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This page is left blank intentionally 



Exhibit A (1) 
Annual Mental Health and Substance Use Benefits Compliance Report 

2025 Non-Quantitative Treatment Limitation & Medical Necessity Criteria Differences  

Aetna Life Ins Co,Aetna Hlth Inc CT Corp 

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

S1 Development, Modification or Addition of Medical 
Necessity Criteria. Medical Appropriateness and Level of Care
Treatment Practices 
S1.1 Please select and identify all your clinical basis/criteria
supporting your medical necessity determinations for Mental 
Health/Substance Use Disorder benefits and Medical/Surgical 
Benefits for all your Health Plans offered. If you use others,
please identify and describe them? 

ASAM; ABA; MCG/Milliman; LOCUS; CASII; CALOCUS; 
American Psychiatric Association; American Academy of Child 
& Adolescent Psychiatry; American Association of Community 
Psychiatrists; Home Grown/In-House Clinical Criteria 

MCG/Milliman; NCCN; Home Grown/In-House Clinical 
Criteria 

S1.2.a  Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities that are In-Network Vs.
when they are Out-Of-Network? 

No No 

S1.2.b Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities whether the clinical 
criteria is developed in-house/homegrown or outsourced/TPA? 

No No 

S1.3 Does all the clinical criteria in use support whether the
treatment satisfies the following? 
    S1.3.a Treatment is medically necessary? Yes Yes 
    S1.3.b Treatment is clinically effective? Yes Yes 
    S1.3.c Treatment is safe? Yes Yes 
    S1.3.d Treatment is appropriate? Yes Yes 
    S1.3.e Treatment medical technologies are covered? Yes Yes 
    S1.3.f Experimental treatment is covered? Yes Yes 
    S1.3.g Investigational treatment is covered? Yes Yes 
    S1.3.h Treatment is contractually covered? No No 
S1.4.a Do you perform your Own UtilizationReview? Yes Yes 
S1.4.b If not or if there are others, who? N/A N/A 
S1.5 Do any of your Pharmaceutical Formularies or their
systemic processes within Med/Surg and MH/SUD drugs 
maintain any differences between third party administrators, 
Tiering, Networking or Pharmacy Benefit Managing? 

No No 
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    S1.5.a Whenever your clinical standards are not derived from 
a globally accepted medical standard/peer reviewed medical 
literature, scientific clinical evidence, consensus physician 
society position statements/opinion papers, peer reviewed 
literature, controlled trials, or controlled studies, please describe 
how you are developing and determining these specific clinical
practices. 

Clinical standards are derived from a globally accepted medical
standard/peer reviewed medical literature, scientific clinical 
evidence, consensus physician society position 
statements/opinion papers, peer reviewed literature, controlled 
trials, or controlled studies.  

Clinical standards are derived from a globally accepted medical
standard/peer reviewed medical literature, scientific clinical 
evidence, consensus physician society position 
statements/opinion papers, peer reviewed literature, controlled 
trials, or controlled studies.  

    S1.5.b Regarding only these evolving clinical criteria being 
developed and used, are they approached in the same manner
for Med/Surg and MH/SUD clinical criteria and with the same
level of scientific rigor, discipline, and certainty? 

Yes Yes 

    S1.5.c Please describe these clinical criteria methods if there 
exist different approaches between the two groups 

There are no differences in approaches between the two groups.  There are no differences in approaches between the two groups.

S1.6 Please describe your annual review process to maintain
parity within the clinical decision-making process between the
MH/SUD and Med/Surg criteria being used and developed.

Aetna has established two key committees: the National Quality 
Oversight Committee (NQOC) and the National Quality 
Advisory Committee (NQAC). These committees are 
responsible for reviewing and adopting medical necessity 
criteria for both MH/SUD and MED/SURG  services.
 
NQOC annually reviews and adopts Aetna’s Med/Surg and
MH/SUD medical necessity criteria, with consideration of 
recommendations from the NQAC. The NQOC is an Aetna
multidisciplinary committee composed of department personnel 
representing both Med/Surg and MH/SUD expertise across 
several functional areas. The NQOC is chaired and co-chaired
by a Medical Director and a Behavioral Health Medical
Director, respectively, and further includes representation from 
Aetna’s behavioral health business segment for all functions:
medical directors, network management, clinical health 
services, customer service, and quality management. The 
NQAC is a multidisciplinary committee, which meets quarterly,
and is comprised of external practitioners, including both
Med/Surg and MH/SUD providers who participate in Aetna’s
network, and internal members who collaborate on quality
initiatives. The purpose of the NQAC is to solicit feedback from 
Aetna’s participating providers on various topics including 
Med/Surg and MH/SUD medical necessity criteria. The NQOC
considers the NQAC feedback and recommendations in 
adopting Aetna’s Med/Surg and MH/SUD medical necessity
criteria.
 
Additionally, Aetna Policy NCS 503: Medical Review Policy
and Review Procedure defines the criteria/guidelines used in
medical reviews, and describes the procedure for application of

Aetna has established two key committees: the National Quality 
Oversight Committee (NQOC) and the National Quality 
Advisory Committee (NQAC). These committees are 
responsible for reviewing and adopting medical necessity 
criteria for both MH/SUD and MED/SURG  services.
 
NQOC annually reviews and adopts Aetna’s Med/Surg and
MH/SUD medical necessity criteria, with consideration of 
recommendations from the NQAC. The NQOC is an Aetna
multidisciplinary committee composed of department personnel 
representing both Med/Surg and MH/SUD expertise across 
several functional areas. The NQOC is chaired and co-chaired
by a Medical Director and a Behavioral Health Medical
Director, respectively, and further includes representation from 
Aetna’s behavioral health business segment for all functions:
medical directors, network management, clinical health 
services, customer service, and quality management. The 
NQAC is a multidisciplinary committee, which meets quarterly,
and is comprised of external practitioners, including both
Med/Surg and MH/SUD providers who participate in Aetna’s
network, and internal members who collaborate on quality
initiatives. The purpose of the NQAC is to solicit feedback from 
Aetna’s participating providers on various topics including 
Med/Surg and MH/SUD medical necessity criteria. The NQOC
considers the NQAC feedback and recommendations in 
adopting Aetna’s Med/Surg and MH/SUD medical necessity
criteria.
 
Additionally, Aetna Policy NCS 503: Medical Review Policy
and Review Procedure defines the criteria/guidelines used in
medical reviews, and describes the procedure for application of
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the clinical criteria in medical necessity reviews and
decision-making.
 

the clinical criteria in medical necessity reviews and
decision-making.
 

    S1.6.a Does your annual Inter-Rater Reliability (IRR) 
assessment process involve a step to assess clinically consistent
decision making systemically between MH/SUD and 
Med/Surg? 

Yes Yes 

    S1.6.b Are there any differences between your IRR process 
for determining clinical consistency between MH/SUD and 
Med/Surg services? 

No No 

S1.7 Do you auto adjudicate Administrative Denials? Yes Yes 
    S1.7.a Please select adjudication party In-house In-house 
S1.8 Please explain how all your systems, standards, protocols
and rules of processing, administering and adjudicating health
insurance plans are maintaining equitability and parity between
the similar classifications of Mental health insurance coverage
and medical/surgical health insurance coverage. 
    S1.8.a Alternative services Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.b Alternative supplies Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.c Alternative medications Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.d Alternative settings Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
S1.9.a Please provide an outline of all your specific clinical
standards and sources used to support your medical necessity
coverages for Med/Surg and MH/SUD services. Please 
summarize listing the clinical standards or basis used,
processing/systemic workflows, compliance committees  and 
how they are ensuring and testing that comparable congruency
is being maintained between the two benefit groups (Med/Surg
vs. MH/Sud). 

General Definition of Medical Necessity: Health care services
or supplies that prevent, evaluate, diagnose or treat an illness,
injury, disease or its symptoms, and that are all of the following, 
as determined by us within our  discretion:
In accordance with “generally accepted standards of medical
practice”
Clinically appropriate, in terms of type, frequency, extent, site,
place of service, duration, and considered effective for your
illness, injury or  disease
Not primarily for your convenience, the convenience of your
[physician], or other health care  [provider]
  Not more costly than an alternative service or sequence of 
services at least as likely to produce equivalent therapeutic or
diagnostic results as to the diagnosis or treatment of your
illness, injury or  disease
 
•Clinical Standards and  Guidelines
   - Aetna Clinical Policy Bulletins (CPBs): Internal policies 
guiding health care coverage  decisions.
   - MCG Health Care Guidelines: Evidence-based guidelines 

General Definition of Medical Necessity: Health care services
or supplies that prevent, evaluate, diagnose or treat an illness,
injury, disease or its symptoms, and that are all of the following, 
as determined by us within our  discretion:
In accordance with “generally accepted standards of medical
practice”
Clinically appropriate, in terms of type, frequency, extent, site,
place of service, duration, and considered effective for your
illness, injury or  disease
Not primarily for your convenience, the convenience of your
[physician], or other health care  [provider]
  Not more costly than an alternative service or sequence of 
services at least as likely to produce equivalent therapeutic or
diagnostic results as to the diagnosis or treatment of your
illness, injury or  disease
 
•Clinical Standards and  Guidelines
   - Aetna Clinical Policy Bulletins (CPBs): Internal policies 
guiding health care coverage  decisions.
   - MCG Health Care Guidelines: Evidence-based guidelines 
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for medical necessity  determinations.
   - National Comprehensive Cancer Network (NCCN) 
Guidelines: Guidelines for oncology-related medical  necessity.
   - American Society of Addiction Medicine (ASAM) Criteria: 
Treatment criteria for addictive, substance-related, and 
co-occurring  conditions.
   - Level of Care Utilization System (LOCUS): Tool for 
determining resource intensity needs for adult mental health
services.
   - Child and Adolescent Level of Care Utilization System 
(CALOCUS-CASII): Tool for determining appropriate level of 
care for children and  adolescents.
   - Aetna’s Applied Behavioral Analysis (ABA) Medical 
Necessity Guide: Guidelines for treatment decisions related to
autism spectrum  disorders.
 
•Processing/Systemic  Workflow
-NCS 503: Medical Review Policy and Procedure: Establishes
the process for medical necessity reviews and the criteria used.
 
•Compliance  Committees
-National Quality Oversight Committee (NQOC): 
Multidisciplinary committee responsible for reviewing and 
adopting medical necessity criteria for both MED/SURG and
MH/SUD  services.
-National Quality Advisory Committee (NQAC): Provides 
feedback and recommendations on medical necessity criteria, 
including external practitioners from both MED/SURG and 
MH/SUD  fields.
 
•Ensuring and Testing Comparable  Congruency
-Inter-Rater Reliability (IRR) Assessments: Audits of Medical 
Directors and Utilization Management Clinicians for accuracy 
and consistency in applying utilization management  criteria.
-Corrective Actions: Implemented if accuracy does not meet
established goals (e.g., 90%  accuracy).
-Denial Rate Monitoring: Regular monitoring of denial rates for 
MED/SURG and MH/SUD services to ensure comparability in
application.
-Data Analysis: Evaluation of denial rates shows that MH/SUD
services are denied at a lower rate than MED/SURG services,
indicating comparable application of medical necessity  criteria.
 
•Evidentiary  Standards
   - Peer-Reviewed Medical Literature: Standards based on 
credible scientific evidence published in recognized  journals.

for medical necessity  determinations.
   - National Comprehensive Cancer Network (NCCN) 
Guidelines: Guidelines for oncology-related medical  necessity.
   - American Society of Addiction Medicine (ASAM) Criteria: 
Treatment criteria for addictive, substance-related, and 
co-occurring  conditions.
   - Level of Care Utilization System (LOCUS): Tool for 
determining resource intensity needs for adult mental health
services.
   - Child and Adolescent Level of Care Utilization System 
(CALOCUS-CASII): Tool for determining appropriate level of 
care for children and  adolescents.
   - Aetna’s Applied Behavioral Analysis (ABA) Medical 
Necessity Guide: Guidelines for treatment decisions related to
autism spectrum  disorders.
 
•Processing/Systemic  Workflow
-NCS 503: Medical Review Policy and Procedure: Establishes
the process for medical necessity reviews and the criteria used.
 
•Compliance  Committees
-National Quality Oversight Committee (NQOC): 
Multidisciplinary committee responsible for reviewing and 
adopting medical necessity criteria for both MED/SURG and
MH/SUD  services.
-National Quality Advisory Committee (NQAC): Provides 
feedback and recommendations on medical necessity criteria, 
including external practitioners from both MED/SURG and 
MH/SUD  fields.
 
•Ensuring and Testing Comparable  Congruency
-Inter-Rater Reliability (IRR) Assessments: Audits of Medical 
Directors and Utilization Management Clinicians for accuracy 
and consistency in applying utilization management  criteria.
-Corrective Actions: Implemented if accuracy does not meet
established goals (e.g., 90%  accuracy).
-Denial Rate Monitoring: Regular monitoring of denial rates for 
MED/SURG and MH/SUD services to ensure comparability in
application.
-Data Analysis: Evaluation of denial rates shows that MH/SUD
services are denied at a lower rate than MED/SURG services,
indicating comparable application of medical necessity  criteria.
 
•Evidentiary  Standards
   - Peer-Reviewed Medical Literature: Standards based on 
credible scientific evidence published in recognized  journals.
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   - Clinical Practice Guidelines: Evidence-based guidelines 
from national medical organizations and government  agencies.
   - Regulatory Approvals: Final approval from the U.S. Food 
and Drug Administration (FDA) or other regulatory bodies.
 
 Conclusion
The processes, strategies, evidentiary standards and other 
factors used in applying medical necessity to MH/SUD benefits
are comparable to, and are applied no more stringently, than the
processes, strategies, evidentiary standards and other factors 
used in applying medical necessity to MED/SURG benefits
across the applicable benefit  classifications.
 

   - Clinical Practice Guidelines: Evidence-based guidelines 
from national medical organizations and government  agencies.
   - Regulatory Approvals: Final approval from the U.S. Food 
and Drug Administration (FDA) or other regulatory bodies.
 
 Conclusion
The processes, strategies, evidentiary standards and other 
factors used in applying medical necessity to MH/SUD benefits
are comparable to, and are applied no more stringently, than the
processes, strategies, evidentiary standards and other factors 
used in applying medical necessity to MED/SURG benefits
across the applicable benefit  classifications.
 

S1.9.b Please specifically identify the clinical standards 
supporting the following 
    S1.9.b.1 Supplies Aetna Clinical Policy Bulletins (CPB)

 
Aetna has extensive number of Clinical Policy Bulletins (CPB)
published that specifically identify the clinical standards 
supporting these services. For a full list please visit
https://www.aetna.com/health-care-professionals/clinical-policy-
bulletins/medical-clinical-policy-bulletins/medical-clinical-polic
y-bulletins-search-results.html?query=imaging&offset=100
 

 Aetna Clinical Policy Bulletins (CPB)    
 
Aetna has extensive number of Clinical Policy Bulletins (CPB)
published that specifically identify the clinical standards 
supporting these services. For a full list please visit
https://www.aetna.com/health-care-professionals/clinical-policy-
bulletins/medical-clinical-policy-bulletins/medical-clinical-polic
y-bulletins-search-results.html?query=imaging&offset=100
 

    S1.9.b.2 Pharmaceutical_Medications CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.3 Procedures CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.4 Devices CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.5 Equipment CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.6 Therapies CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.7 Technology CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.8 Imaging CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.9 Diagnostic_Interventions CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
    S1.9.b.10 Lab Work CPBs - Please see our response in box S1.9.b.1. CPBs - Please see our response in box S1.9.b.1.
S1.10 Please provide an updated listing of all your services that
you have identified as Experimental and Investigational 

We do not have one comprehensive list that is considered E&I.
Each service and the clinical criteria and diagnosis are carefully
considered to establish whether a service would be considered
Experimental or investigational. The criteria is linked within our 
CPBs.  

We do not have one comprehensive list that is considered E&I.
Each service and the clinical criteria and diagnosis are carefully
considered to establish whether a service would be considered
Experimental or investigational. The criteria is linked within our 
CPBs.  

S1.11 Over the past year, when you have evaluated the The following information outlines Aetna's current status and The following information outlines Aetna's current status and
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following evolving and developing items, what changes if any
have been made to your in-house or outsourced clinical
standards and/or systemic processing workflows? 

recent updates to its Clinical Policy Bulletins (CPBs),
highlighting the organization's commitment to maintaining 
rigorous clinical standards and adapting to evolving medical
practices.  
 
Aetna currently maintains 899 active and published Aetna
Clinical Policy Bulletins (CPBs). Of those, 810 CPBs apply to
only Med/Surg  services,
50 CPBs apply only to MH/SUD services, and 39 CPBs apply
to a combination of  Med/Surg
and MH/SUD services.  
Additionally, in calendar year 2025  ,
the Aetna’s Clinical Policy Council (CPC) approved changes to
368 CPBs  based
on the factors listed below. Thirty-six of those were for
MH/SUD services  and
332 of those were for Med/Surg services.
 
Aetna CPBs are documents developed by Aetna that describe
the generally accepted standards of medical practice, credible
scientific evidence, and prevailing clinical guidelines that 
support Aetna’s medical necessity decisions regarding specific 
Med/Surg and MH/SUD services. These CPBs, in conjunction
with the terms of the member’s benefit plans, are used to help
guide individualized coverage determinations under Aetna’s 
medical plans and to determine whether an intervention is
medically necessary, experimental, investigational, or unproven. 
During the CPB development process, CPC considers the
following factors for determining whether a medical technology 
is medically necessary, for Med/Surg and MH/SUD services:
 
 Factors
•The medical technology must have final approval from the
appropriate governmental regulatory  bodies
•The scientific evidence must permit conclusions concerning the 
effect of the medical technology on health outcomes
•The medical technology must improve the net health outcomes
•The medical technology must be as beneficial as any
established  alternatives
•The improvement must be attainable outside the investigational 
settings 
 
In determining whether a medical technology is medically
necessary and established, the internal Clinical Policy 
Committee will consider whether all five factors are met, based
on a comprehensive review of the evidentiary standards and

recent updates to its Clinical Policy Bulletins (CPBs),
highlighting the organization's commitment to maintaining 
rigorous clinical standards and adapting to evolving medical
practices.  
 
Aetna currently maintains 899 active and published Aetna
Clinical Policy Bulletins (CPBs). Of those, 810 CPBs apply to
only Med/Surg  services,
50 CPBs apply only to MH/SUD services, and 39 CPBs apply
to a combination of  Med/Surg
and MH/SUD services.  
Additionally, in calendar year 2025  ,
the Aetna’s Clinical Policy Council (CPC) approved changes to
368 CPBs  based
on the factors listed below. Thirty-six of those were for
MH/SUD services  and
332 of those were for Med/Surg services.
 
Aetna CPBs are documents developed by Aetna that describe
the generally accepted standards of medical practice, credible
scientific evidence, and prevailing clinical guidelines that 
support Aetna’s medical necessity decisions regarding specific 
Med/Surg and MH/SUD services. These CPBs, in conjunction
with the terms of the member’s benefit plans, are used to help
guide individualized coverage determinations under Aetna’s 
medical plans and to determine whether an intervention is
medically necessary, experimental, investigational, or unproven. 
During the CPB development process, CPC considers the
following factors for determining whether a medical technology 
is medically necessary, for Med/Surg and MH/SUD services:
 
 Factors
•The medical technology must have final approval from the
appropriate governmental regulatory  bodies
•The scientific evidence must permit conclusions concerning the 
effect of the medical technology on health outcomes
•The medical technology must improve the net health outcomes
•The medical technology must be as beneficial as any
established  alternatives
•The improvement must be attainable outside the investigational 
settings 
 
In determining whether a medical technology is medically
necessary and established, the internal Clinical Policy 
Committee will consider whether all five factors are met, based
on a comprehensive review of the evidentiary standards and
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sources described above. All five factors must be demonstrated
in order for a technology to be deemed medically necessary, this 
applies for each of the next four boxes a-d.
  
In operation, the processes and procedures for development of
CPBs are the same for both Med/Surg and MH/SUD services.
 

sources described above. All five factors must be demonstrated
in order for a technology to be deemed medically necessary, this 
applies for each of the next four boxes a-d.
  
In operation, the processes and procedures for development of
CPBs are the same for both Med/Surg and MH/SUD services.
 

    S1.11.a Clinical methods The scientific evidence must permit conclusions concerning the
effect of the medical technology on health outcomes
 
The medical technology must improve the net health outcomes
 

The scientific evidence must permit conclusions concerning the
effect of the medical technology on health outcomes
 
The medical technology must improve the net health outcomes
 

    S1.11.b Safety data The medical technology must have final approval from the
appropriate governmental regulatory  bodies
 
The improvement must be attainable outside the investigational
settings
 

The medical technology must have final approval from the
appropriate governmental regulatory  bodies
 
The improvement must be attainable outside the investigational
settings
 

    S1.11.c Techniques/technologies efficacy The medical technology must improve the net health outcomes
 
The medical technology must be as beneficial as any established 
alternatives 
 

The medical technology must improve the net health outcomes
 
The medical technology must be as beneficial as any established 
alternatives 
 

    S1.11.d All other substantiating scientific research The scientific evidence must permit conclusions concerning the
effect of the medical technology on health outcomes

The scientific evidence must permit conclusions concerning the
effect of the medical technology on health outcomes

S1.12.a Over the past year, what were the covered services or
treatments requested that lacked the immediate credible sourced 
scientific evidence? 

Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional  clarity.
 
All covered services require credible sourced scientific 
evidence. Over the past year if a service was covered it was
supported by such  evidence.
 

Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional  clarity.
 
All covered services require credible sourced scientific 
evidence. Over the past year if a service was covered it was
supported by such  evidence.
 

S1.12.b What professional standard, recommendation, 
statement, or expert opinion was used to determine the best
alternative clinical practice to deliver a similar clinical
outcome?  

N/A see response to  S.1.12.a.
 
Please note for S1.13.a. and b - In order to provide an
explanation to this question we were required to select “no.”
 
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without

N/A see response to  S.1.12.a.
 
Please note for S1.13.a. and b - In order to provide an
explanation to this question we were required to select “no.”
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity.  



82025 Connecticut Insurance Department NQTL Report

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

additional clarity.  
 
 

S1.13.a Do you conduct a comparative analysis of the
consistency, quality and efficacy of care delivery and treatment
practices between the MH/SUD & MH/SUD clinical portfolios? 

No No 

S1.13.b Do you evaluate and compare the outcome and results
between these two benefit groups based on these comparative
clinical impacts? 

No No 
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S2 In-Patient & In-Network NQTL Practices The NQTL’s that apply to this benefit classification are discussed in the appropriate sections and/or in the attached comprehensive, 
comparative analysis document. 
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Question Non-NQTL Explanation 

S3 In-Patient & Out-of-Network NQTL Practices The NQTL’s that apply to this benefit classification are discussed in the appropriate sections and/or in the attached comprehensive, 
comparative analysis document. 
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Question Non-NQTL Explanation 

S4 Out-Patient & In-Network NQTL Practices The NQTL’s that apply to this benefit classification are discussed in the appropriate sections and/or in the attached comprehensive, 
comparative analysis document. 
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Question Non-NQTL Explanation 

S5 Outpatient & OUT-OF-NETWORK The NQTL’s that apply to this benefit classification are discussed in the appropriate sections and/or in the attached comprehensive, 
comparative analysis document. 
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Question Non-NQTL Explanation 

S6 Emergency Care Treatment & Services (INN & OON) The NQTL’s that apply to this benefit classification are discussed in the appropriate sections and/or in the attached comprehensive, 
comparative analysis document. 
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S7 Rx Formulary Design, Management and Pharmacy Services
NQTL Practices 
S7.1 Do any of your pharmaceutical segmentation practices in
your formulary networks ever use inconsistent, unmatched, or
noncomparable evaluation standards, factors, or processes 
(involving both the clinical & non-clinical decision-making) 
within their tiering, prior-authorization, quantity limiting or 
step-therapy review analysis between MH/SUD drugs & 
Med/Surg drugs? 

No No 

S7.2 Are there any meaningful clinical or administrative
differences within the development and standardization process 
of your MH/SUD Formularies and your Med/Surg Formularies? 

No No 

S7.3 Do you use any formulary design factors or development
standards beyond the scope of generally accepted clinical
standards from FDA approvals/indication’s, drug compendia’s, 
medical society guidance, clinical efficacy/Safety (side-effects, 
interactions, contraindications, dosing-dispensing standards & 
potential for abuse), potential for fraud/waste/abuse, clinical 
cost-effectiveness, and utilization management on cost for 
comparative alternatives?   

No No 

S7.4 Do you use the same approach and process for defining the 
potential Fraud, Waste and Abuse populations under the
MH/SUD Formularies as you do when developing the Med/Surg 
Formularies? 

Yes Yes 

S7.5 Are there any fundamental differences in how Pharmacy
Benefit Managers are accessed and used under your MH/SUD
Formularies and within your Med/Surg Formularies?  

No No 

S7.6 Are you subject to any MH/SUD drug to any drug testing
policy, rule, procedure or requirement? 

No No 

S8 Prior-Authorization NQTL Practices 
S8.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for prior authorization review identical
between the similarly classified MH/SUD benefits and 
Med/Surg benefits? 

Yes Yes 

S8.2 Are your Prior-Authorization decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits. 

Yes Yes 

S8.3 Are there any substantive differences between the Yes Yes 
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treatment and benefit services populations (frequency & 
volume) subject to prior authorization review and between the
MH/SUD services offered & the Med/Surg services offered?
    S8.3.a Please Explain Yes, there are substantive differences between the treatment and

benefit services populations subject to prior authorization 
review for MH/SUD services compared to Med/Surg services.
While the processes for precertification are applied comparably,
the volume and frequency of services have notable differences
between the two  populations.
There are significantly fewer MH/SUD services subject to
precertification (4 categories compared to over 50 categories for 
Med/Surg services).  
 

Yes, there are substantive differences between the treatment and
benefit services populations subject to prior authorization 
review for MH/SUD services compared to Med/Surg services.
While the processes for precertification are applied comparably,
the volume and frequency of services have notable differences
between the two  populations.
There are significantly fewer MH/SUD services subject to
precertification (4 categories compared to over 50 categories for 
Med/Surg services).  
 

S8.4 Are there any substantive differences between the prior
authorization rates of approvals and denials between MH/SUD
benefits provided and Med/Surg benefits provided? 

Yes Yes 

    S8.4.a Please Explain While the processes for precertification are applied comparably,
the volume of services indicates notable differences between the 
two  populations.
 
MH/SUD had 107 approved PA request, 6 denied PA request for 
2025.  
 
Approval Rates: The precertification approval rates for 
MH/SUD services are higher when reviewing the volume of
requests / approval rate than those for Med/Surg services.
 

While the processes for precertification are applied comparably,
the volume of services indicates notable differences between the 
two  populations.
 
Med/Surg had 625 approved PA requests, 219 denied PA
requests for 2025.   
 
Approval Rates: The precertification approval rates for 
MH/SUD services are higher when reviewing the volume of
requests / approval rate than those for Med/Surg services.
 

S8.5 Are the timeframes, thresholds, factors, ratios, limits and
rules subject to qualified prior-authorizations the same for
MH/SUD services as for Med/Surg services? 

Yes Yes 

    S8.5.a Please Explain The timeframes, factors, rations, limits, and benefit eligibility
rules subject to precertification are the same for MH/SUD
services as for Med/Surg services. Aetna ensures that the
processes, strategies, evidentiary standards, and other factors 
used to design and apply precertification to MH/SUD benefits
are comparable to, and are applied no more stringently than the
processes, strategies, evidentiary standards, and other factors 
used in designing and applying precertification to Med/Surg
benefits across the applicable benefit classifications. The 
factors, evidentiary standards and sources used to determine
what services are subject to precertification, and to actually
conduct precertification, are designed and applied in a
comparable, and not more stringent manner, for MH/SUD

The timeframes, factors, rations, limits, and benefit eligibility
rules subject to precertification are the same for MH/SUD
services as for Med/Surg services. Aetna ensures that the
processes, strategies, evidentiary standards, and other factors 
used to design and apply precertification to MH/SUD benefits
are comparable to, and are applied no more stringently than the
processes, strategies, evidentiary standards, and other factors 
used in designing and applying precertification to Med/Surg
benefits across the applicable benefit classifications. The 
factors, evidentiary standards and sources used to determine
what services are subject to precertification, and to actually
conduct precertification, are designed and applied in a
comparable, and not more stringent manner, for MH/SUD
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benefits in all applicable benefit classifications both in writing
and in  operation.
Aetna monitors the denial rates and turnaround times for
Med/Surg and MH/SUD precertification requests as one 
measure that can evaluate whether precertification is applied
comparably, and not more stringently to MH/SUD services
compared to Med/Surg services. Evaluation of this data, for
Med/Surg and MH/SUD services, can provide a basis to
evaluate whether, in operation, the factors, evidentiary standards 
and sources for the precertification process are applied
comparably and no more stringently to MH/SUD benefits than
they are to Med/Surg  benefits.
 

benefits in all applicable benefit classifications both in writing
and in  operation.
Aetna monitors the denial rates and turnaround times for
Med/Surg and MH/SUD precertification requests as one 
measure that can evaluate whether precertification is applied
comparably, and not more stringently to MH/SUD services
compared to Med/Surg services. Evaluation of this data, for
Med/Surg and MH/SUD services, can provide a basis to
evaluate whether, in operation, the factors, evidentiary standards 
and sources for the precertification process are applied
comparably and no more stringently to MH/SUD benefits than
they are to Med/Surg  benefits.
 

S8.6 Are your automated (auto-adjudicated) claims rules for
prior authorization qualification the same for MH/SUD services
as they are for Med/Surg services? 

Yes Yes 

    S8.6.a Please Explain Yes, the rules are the same. Claims may auto-deny if the
member is not active on the claim date of service.

Yes, the rules are the same. Claims may auto-deny if the
member is not active on the claim date of service.

S8.7 Are there any substantial differences in the prior
authorization benefit Complaints, Appeals or Overturned on 
Appeal Rates between the subject MH/SUD services and the
subject Med/Surg services? 

Yes Yes 

    S8.7.a Please Explain  Yes   – In order to provide an explanation to this question we 
were required to select  “yes”.
 
Aetna objects to this question on the grounds that it is vague
and ambiguous and subject to more than one potential
interpretation. For this reason, we are unable to provide a
response without additional  clarity.
 
 

 Yes   – In order to provide an explanation to this question we 
were required to select  “yes”.
 
Aetna objects to this question on the grounds that it is vague
and ambiguous and subject to more than one potential
interpretation. For this reason, we are unable to provide a
response without additional  clarity.
 
 

S8.8 Are there any differences in your RX Prior Authorization
or Step Therapy qualification requirements for MH/SUD drugs
and Med/Surg drugs? 

No No 

S8.9 Are there any substantial differences between the total Rx
populations that are subject to prior authorization or step
therapy between the MH/SUD drugs offered and the Med/Surg
drugs offered? 

No No 

S8.10 Are there any substantial differences in the services being
subject to prior authorization because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S8.11 Please demonstrate how you’re In-Network & Aetna’s In Network and Out of Network precertification Aetna’s In Network and Out of Network precertification
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Out-of-Network prior-authorization MH/SUD & Med/Surg 
benefits are comparable. 

processes for MH/SUD and Med/Surg benefits are comparable
in the criteria, standards, and procedures used to determine
when services require precertification and how those requests
are  reviewed.
In Network Prior  Authorization
Precertification applies to inpatient admissions and specific 
outpatient services listed on the National Precertification List
(NPL), which combines the Aetna Participating Provider and
Behavioral Health Precertification Lists. Comparable factors 
and evidentiary standards are applied across MH/SUD and
Med/Surg when  determining:
1. Inpatient Services Requiring  Precertification
All inpatient admissions (except standard maternity/newborn 
stays and hospice) require  precertification.
Federal NMHPA requirements prohibit precertification for 
standard maternity lengths of  stay.
2. Adding Outpatient Services to the  NPL
Services may be added based  on:
Cost of treatment (Medicare rate >= $150; Aetna claims data).
High cost growth (>10% increase over two years).
Variability in cost and practice (>3 fold variation).
Forecasted ROI (expected 3:1, but not  required).
Extenuating factors (patient safety, clinical quality control, 
incorrect utilization, provider variation, industry  standards).
3. Retaining Services on the  NPL
     Annual evaluation using actual ROI (>=3:1) plus the same 
extenuating  factors.
4. Precertification Review  Process
Factors applied equally for MH/SUD and Med/Surg include:
NCQA utilization management standards and timeliness  
requirements.
Federal and state regulatory turnaround time  requirements.
Generally accepted medical standards and Aetna clinical  policies.
 
Out of Network Prior  Authorization
Precertification applies to inpatient admissions and specific 
outpatient services listed on the Member Precertification List
(MPL). Comparable criteria and standards apply across 
MH/SUD and Med/Surg  for:
1. Inpatient Services Requiring  Precertification
All inpatient admissions require precertification except standard 
maternity/newborn stays (per  NMHPA).
2. Adding Outpatient Services to the  MPL
Services may be added based  on:
Cost of treatment (Medicare rate >=  $150).
Variability in cost and practice (>3 fold variation).

processes for MH/SUD and Med/Surg benefits are comparable
in the criteria, standards, and procedures used to determine
when services require precertification and how those requests
are  reviewed.
In Network Prior  Authorization
Precertification applies to inpatient admissions and specific 
outpatient services listed on the National Precertification List
(NPL), which combines the Aetna Participating Provider and
Behavioral Health Precertification Lists. Comparable factors 
and evidentiary standards are applied across MH/SUD and
Med/Surg when  determining:
1. Inpatient Services Requiring  Precertification
All inpatient admissions (except standard maternity/newborn 
stays and hospice) require  precertification.
Federal NMHPA requirements prohibit precertification for 
standard maternity lengths of  stay.
2. Adding Outpatient Services to the  NPL
Services may be added based  on:
Cost of treatment (Medicare rate >= $150; Aetna claims data).
High cost growth (>10% increase over two years).
Variability in cost and practice (>3 fold variation).
Forecasted ROI (expected 3:1, but not  required).
Extenuating factors (patient safety, clinical quality control, 
incorrect utilization, provider variation, industry  standards).
3. Retaining Services on the  NPL
     Annual evaluation using actual ROI (>=3:1) plus the same 
extenuating  factors.
4. Precertification Review  Process
Factors applied equally for MH/SUD and Med/Surg include:
NCQA utilization management standards and timeliness  
requirements.
Federal and state regulatory turnaround time  requirements.
Generally accepted medical standards and Aetna clinical  policies.
 
Out of Network Prior  Authorization
Precertification applies to inpatient admissions and specific 
outpatient services listed on the Member Precertification List
(MPL). Comparable criteria and standards apply across 
MH/SUD and Med/Surg  for:
1. Inpatient Services Requiring  Precertification
All inpatient admissions require precertification except standard 
maternity/newborn stays (per  NMHPA).
2. Adding Outpatient Services to the  MPL
Services may be added based  on:
Cost of treatment (Medicare rate >=  $150).
Variability in cost and practice (>3 fold variation).
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Patient safety and clinical quality control (evidence based
guidelines, clinical  policies).
Marked variation in provider utilization patterns and incorrect
utilization.
Application of Clinical Policy  Bulletins.
Industry standards (competitor practices, public health  guidance).
Forecasted ROI (expected  >=3:1).
3. Removing Services from the  MPL
Removal may occur if actual ROI falls below 3:1 or if the
underlying factors (cost, safety, utilization patterns, etc.) no
longer  apply.
4. Precertification Review  Process
The same process standards apply as for in network services:
NCQA utilization management  standards.
Federal/state regulatory timeliness  requirements.
Generally accepted medical practice and Aetna clinical  policies.
 
Aetna applies the same types of factors, evidentiary standards,
clinical guidelines, and regulatory requirements to MH/SUD 
and Med/Surg services—both In Network and Out of
Network—when determining precertification requirements and 
conducting reviews. The processes are designed and 
implemented comparably and are not applied more stringently
to MH/SUD  benefits.
 

Patient safety and clinical quality control (evidence based
guidelines, clinical  policies).
Marked variation in provider utilization patterns and incorrect
utilization.
Application of Clinical Policy  Bulletins.
Industry standards (competitor practices, public health  guidance).
Forecasted ROI (expected  >=3:1).
3. Removing Services from the  MPL
Removal may occur if actual ROI falls below 3:1 or if the
underlying factors (cost, safety, utilization patterns, etc.) no
longer  apply.
4. Precertification Review  Process
The same process standards apply as for in network services:
NCQA utilization management  standards.
Federal/state regulatory timeliness  requirements.
Generally accepted medical practice and Aetna clinical  policies.
 
Aetna applies the same types of factors, evidentiary standards,
clinical guidelines, and regulatory requirements to MH/SUD 
and Med/Surg services—both In Network and Out of
Network—when determining precertification requirements and 
conducting reviews. The processes are designed and 
implemented comparably and are not applied more stringently
to MH/SUD  benefits.
 

S8.12 Please describe all avenues or portals to request
prior-authorizations and benefit approvals. Please describe any 
differences and demonstrate comparability. 

Providers can request precertification by electronic data 
interchange (EDI) , through our secure provider website.
Member and Providers can call the precertification line at
888-632-3862.  
 

Providers can request precertification by electronic data 
interchange (EDI) , through our secure provider website.
Member and Providers can call the precertification line at
888-632-3862.  
 

S8.13 Please identify and describe any specific benefit that
follows a different prior-authorization process than the general
standards or majority guidelines. 

None None 

S9 Concurrent Review Benefit NQTL Practices 
S9.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for concurrent reviewed benefits,
identical between the similarly classified MH/SUD benefits and
Med/Surg benefits? 

Yes Yes 

S9.2 Are your concurrent Review decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 

Yes Yes 
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benefits? 
S9.3 Are there any substantive differences between the ongoing
treatment reviews and their total benefit servicing populations
(frequency & volume) subject to concurrent review and between 
the MH/SUD services offered & the Med/Surg services offered? 

No No 

S9.4 Are there any substantive differences between the
concurrent authorization rates of approvals and denials between
MH/SUD benefits provided and the Med/Surg benefits 
provided? 

Yes Yes 

    S9.4.a Please Explain While the processes for concurrent authorizations are applied
comparably, the volume of services indicates notable differences 
between the two  populations.
 
MH/SUD had an approval rate of 93.01% for concurrent
authorization request, a 6.80% denial rate for 2025.
  
Approval Rates: The concurrent authorizations approval rate for 
MH/SUD services are higher when reviewing the volume of
requests / approval rate than those for Med/Surg services.
  
 

While the processes for concurrent authorizations are applied
comparably, the volume of services indicates notable differences 
between the two  populations.
  
Med/Surg had an approval rate of 79.03% for concurrent
authorizations request, a 20.60% denial rate requests for 2025.
 
Approval Rates: The concurrent authorizations approval rate for 
MH/SUD services are higher when reviewing the volume of
requests / approval rate than those for Med/Surg services.
  
 

S9.5 Are the timeframes, thresholds, factors, ratios, limits, and
rules subject to qualifying a concurrent review treatment the
same for MH/SUD services as they are for Med/Surg services?

Yes Yes 

S9.6 Are there any substantive differences within the concurrent 
review process (i.e. ongoing treatment evaluation process, 
peer-to-peer review, determining patient clinical care/needs, 
Medical necessity review, framework to review all the clinical
criteria, clinical judgement decisions &/or review for the
appropriateness in the level of care provided) between the
MH/SUD services provided and the Med/Surg services 
provided? 

No No 

S9.7 Are there any substantial differences in the concurrent
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

Yes Yes 

    S9.7.a Please Explain Yes - In order to provide an explanation to this question we
were required to select  “yes”.
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without

Yes - In order to provide an explanation to this question we
were required to select  “yes”.
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
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additional  clarity.
 

additional  clarity.
 

S9.8 Are there any differences in your RX concurrent review or
Step Therapy qualification requirements for MH/SUD drugs and 
Med/Surg drugs? 

No No 

S9.9 Are there any substantial differences between the total Rx
populations that are subject to concurrent review or step therapy 
practices between the MH/SUD drugs offered and the Med/Surg 
drugs offered? 

No No 

S9.10 Are there any substantial differences in the treatment and
benefit services that are subject to concurrent review because of
fraud, waste & abuse between MH/SUD services and Med/Surg
services? 

No No 

S10 Retrospective Review Benefit NQTL Practices 
S10.1 Are there any substantive differences between the
treatment and services populations (frequency & volume) that
are subject to retrospective reviews within the MH/SUD
services offered & the Med/Surg services offered?

Yes Yes 

    S10.1.a Please Explain There are substantive differences between the treatment and
benefit services populations subject to retrospective review for
MH/SUD services compared to Med/Surg services.
While the processes are applied comparably, the volume and
frequency of services have notable differences between the two
populations.
There are significantly fewer MH/SUD services subject to
precertification (4 categories compared to over 50 categories for 
MED/SURG  services).
 

There are substantive differences between the treatment and
benefit services populations subject to retrospective review for
MH/SUD services compared to Med/Surg services.
While the processes are applied comparably, the volume and
frequency of services have notable differences between the two
populations.
There are significantly fewer MH/SUD services subject to
precertification (4 categories compared to over 50 categories for 
MED/SURG  services).
 

S10.2 Are there any substantive differences between the
retrospective review rates of approvals and denials between
MH/SUD benefits provided and Med/Surg benefits provided? 

No No 

S10.3 Are the timeframes, thresholds, benchmarks, factors, 
ratios, limits, and benefit eligibility rules subject to retrospective 
review the same for MH/SUD services as for Med/Surg
services?  

Yes Yes 

    S10.3.a Please Explain The timeframes, thresholds, benchmarks, factors, ratios, limits, 
and benefit eligibility rules subject to retrospective review are
the same for MH/SUD services as for Med/Surg services.
Aetna ensures that the processes, strategies, evidentiary 
standards, and other factors used in the retrospective review of
both MH/SUD and Med/Surg benefits are comparable and

The timeframes, thresholds, benchmarks, factors, ratios, limits, 
and benefit eligibility rules subject to retrospective review are
the same for MH/SUD services as for Med/Surg services.
Aetna ensures that the processes, strategies, evidentiary 
standards, and other factors used in the retrospective review of
both MH/SUD and Med/Surg benefits are comparable and
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applied consistently. This includes the same factors used to
determine which services require precertification and are subject 
to retrospective review. For both MH/SUD and Med/Surg
services, retrospective review is conducted when Aetna receives
a claim for a procedure or service requiring precertification that
was not  obtained.
Aetna applies the same factors to determine which in-network
and out-of-network benefits are subject to retrospective review.
These factors include services for which precertification is
required but was not obtained, inpatient admission type, state
and federal law regarding precertification, and valid 
administrative reasons for failure to precertify. These factors are 
applied equally to both benefit types and are not applied more
stringently to MH/SUD  benefits.
Additionally, Aetna monitors denial rates for retrospective 
review requests for both service types. This monitoring serves
as a measure to evaluate whether the retrospective review
processes are applied comparably and not more stringently to
MH/SUD services compared to Med/Surg services.  
 

applied consistently. This includes the same factors used to
determine which services require precertification and are subject 
to retrospective review. For both MH/SUD and Med/Surg
services, retrospective review is conducted when Aetna receives
a claim for a procedure or service requiring precertification that
was not  obtained.
Aetna applies the same factors to determine which in-network
and out-of-network benefits are subject to retrospective review.
These factors include services for which precertification is
required but was not obtained, inpatient admission type, state
and federal law regarding precertification, and valid 
administrative reasons for failure to precertify. These factors are 
applied equally to both benefit types and are not applied more
stringently to MH/SUD  benefits.
Additionally, Aetna monitors denial rates for retrospective 
review requests for both service types. This monitoring serves
as a measure to evaluate whether the retrospective review
processes are applied comparably and not more stringently to
MH/SUD services compared to Med/Surg services.  
 

S10.4 Are there any substantive differences within the
retrospective review process (i.e. prior certification 
requirements, Medical necessity review, appropriateness of care 
&/or benefit eligibility) between the MH/SUD services provided 
and the Med/Surg services provided? 

No No 

S10.5 Are your automated (auto-adjudicated) claims rules for
retrospective review qualification the same for MH/SUD 
services as they are for Med/Surg services? 

Yes Yes 

S10.6 Are there any substantial differences in the retrospective
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S10.7 Are there any differences in your RX retrospective review 
qualification requirements for MH/SUD drugs and Med/Surg 
drugs? If yes, please explain. 

No No 

S10.8 Are there any substantial differences between the total Rx 
populations that are subject to retrospective reviews between the 
MH/SUD drugs offered and the Med/Surg drugs offered?

No No 

S10.9 Are there any substantial differences in the services being
subject to retrospective review because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S11 Clinical Procedure Coding, Billing Coding and Process
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NQTL Practices 
S11.1 Are there any differences in how you apply and use your
billing/clinical/medical coding resources (i.e. CPT, ICD, AMA, 
Centers for Medicare & Medicaid Services, IT Systems &
HCPCS) throughout your operations and implementation 
practices between MH/SUD services and Med/Surg Services?  * 
Please include in this comparative analysis any differences that
might exist between In-Network and Out-Of-Network 
practices/procedures and also between In-House and any 
Outsourced practices/procedures or functions. 

No No 

S11.2 Are there any processing differences within your
automated or auto-adjudicated claims handling practices 
involving your coding resources between the MH/SUD services
and Med/Surg services? 

No No 

S11.3.a Are there any processing differences within your
administrative claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.3.b Are there any processing differences within your
clinical claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.4.a Are any of your administrative claims handling
practices involving coding resources outsourced for MH/SUD 
services or Med/Surg services? 

No No 

S11.4.b Are any of your clinical claims handling practices
involving coding resources outsourced for MH/SUD services 
and Med/Surg services? 

No No 
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S12 Case & Medical Management NQTL Practices Aetna’s position is that case management is not an NQTL as that term is defined under MHPAEA because it does not include a trigger 
that would result in limiting the scope or duration of a member’s mental health or substance use disorder treatment. 
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S13 Network Adequacy & Provider Reimbursement Rates 
S13.1 Are your geographic access adequacy time and distance
standards experienced in your Networks throughout Connecticut 
regions, comparable between similarly skilled & qualified 
MH/SUD providers and Med/Surg providers? 

Yes Yes 

S13.2 Are the provider to member ratios in your Networks
throughout the Connecticut geographical regions comparable 
when analyzed between the similarly skilled & qualified
MH/SUD providers & Med/Surg providers? 

Yes Yes 

    S13.2.a Please explain any differences and how they might be 
comparable? 

 N/A
 
 

N/A 

S13.3 Do you perform any comparative cross-validations on the
actual patient-centered network adequacy outcome rates or 
experience levels between similarly skilled & trained networks
of MH/SUD providers and Med/Surg providers (i.e. patient wait 
times and acceptance rates)? 

No No 

    S13.3.a Please explain any differences in the new patient 
acceptance rate or the patient appointment wait times between
similarly skilled/licensed providers or facilities (throughout 
Connecticut regions but within the travel time and distance
parameters)?? 

Patient wait time is addressed by QM07 CT  Amendment_04.024.
This is a CT specific amendment to the standard QM07 policy.
The amendment specifically addresses patient wait times, noting 
that Aetna will conduct an annual provider survey for BH
providers, primary care providers, specialist and ancillary 
providers in order to measure compliance against the CT
standards.
The Tri-Agencies clarified their position in the final rule that
plans have discretion as to what data would be relevant for the
purposes of evaluating an NQTL, stating that “relevant data for
any given NQTL will depend on the facts and circumstances of
the NQTL at issue and the circumstances under which the
NQTL was designed and applied, these final rules provide some 
flexibility for plans and issuers to determine what relevant data
should be collected and evaluated, as  appropriate.”
 

Patient wait time is addressed by QM07 CT  Amendment_04.024.
This is a CT specific amendment to the standard QM07 policy.
The amendment specifically addresses patient wait times, noting 
that Aetna will conduct an annual provider survey for BH
providers, primary care providers, specialist and ancillary 
providers in order to measure compliance against the CT
standards.
The Tri-Agencies clarified their position in the final rule that
plans have discretion as to what data would be relevant for the
purposes of evaluating an NQTL, stating that “relevant data for
any given NQTL will depend on the facts and circumstances of
the NQTL at issue and the circumstances under which the
NQTL was designed and applied, these final rules provide some 
flexibility for plans and issuers to determine what relevant data
should be collected and evaluated, as  appropriate.”
 

S13.4 What is the mean percentage on your in-network and
out-of-network provider reimbursement rates when compared as 
a percent of the Medicare reimbursement rates? Please provide
this averaged percentage broken out by MH/SUD and
Medical/Surgical benefits and compiled using the ICD and
DSM standards and the CPT billing codes. 

Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. 

Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. 

    S13.4.a Are your in-network and out of network provider 
reimbursement rates for similarly qualified MH/SUD & 
Med/Surg providers on similarly classified 

Yes Yes 
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services/care/treatment comparable when benchmarked to the 
applicable CMS medicare reimbursement rates? 
    S13.4.c Please explain any material differences between them 
and how they are comparable. Please address any
non-comparable material differences in the reimbursement rates 
for Psychiatrists, Psychologists or LCSWs in the context of their 
network patient wait times and acceptance rates. 

Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. 

Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. 

S13.5 Are your similarly classified MH/SUD Rx & Med/Surg
Rx-Pharmaceutical reimbursement rates (whether INN or OON/ 
inside or outside the formulary/ or voluntary or involuntary)
comparable when benchmarked to the CMS Medicare rates
based off the average pharmaceutical wholesale pricing index
(AWP)? 

Yes Yes 

    S13.5.a Please explain any differences and how they might be 
comparable? 

In order to complete report we were required to select a
response  “yes”.
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. Specifically, Aetna would requests 
[clarification on whether this question relates to drugs
administered by medical providers and covered by the medical
plan or drugs covered under the prescription drug benefit plan
and filled at a pharmacy; and clarification as to what “similarly
classified MH/SUD Rx & Med/Surg Rx-Pharmaceutical 
reimbursement rates” means]. Once Aetna receives this clarity,
we will promptly supplement our response. 

In order to complete report we were required to select a
response  “yes”.
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. Specifically, Aetna would requests 
[clarification on whether this question relates to drugs
administered by medical providers and covered by the medical
plan or drugs covered under the prescription drug benefit plan
and filled at a pharmacy; and clarification as to what “similarly
classified MH/SUD Rx & Med/Surg Rx-Pharmaceutical 
reimbursement rates” means]. Once Aetna receives this clarity,
we will promptly supplement our response. 

    S13.5.b If any of your pharmaceutical reimbursement rates 
are paid at a rate less than the average pharmaceutical wholesale 
pricing index benchmark rate, please provide a list of them
broken out by MH/SUD Rx and Med/Surg Rx?

In order to complete report we were required to select a
response  “yes”.
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. Specifically, Aetna would requests 
[clarification on whether this question relates to drugs
administered by medical providers and covered by the medical
plan or drugs covered under the prescription drug benefit plan
and filled at a pharmacy; and clarification as to what “similarly
classified MH/SUD Rx & Med/Surg Rx-Pharmaceutical 
reimbursement rates” means]. Once Aetna receives this clarity,
we will promptly supplement our response. 

In order to complete report we were required to select a
response  “yes”.
 
Aetna objects to this question on the grounds that it is vague and 
ambiguous and subject to more than one potential interpretation. 
For this reason, we are unable to provide a response without
additional clarity. Specifically, Aetna would requests 
[clarification on whether this question relates to drugs
administered by medical providers and covered by the medical
plan or drugs covered under the prescription drug benefit plan
and filled at a pharmacy; and clarification as to what “similarly
classified MH/SUD Rx & Med/Surg Rx-Pharmaceutical 
reimbursement rates” means]. Once Aetna receives this clarity,
we will promptly supplement our response. 

S13.6 Do you maintain Telehealth Networks or Provider
Arrangements/Agreements with Providers or Facilities? 

Yes Yes 
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    S13.6.a Do you perform comparative analysis between 
similarly skilled, qualified & licensed Medical/Surgical and 
Mental Health/Substance Use Providers, assuming Network 
adequacy time and distance parameters, and specific within
Telehealth, Virtualhealth or In-person care network 
Arrangements? Were there any differences, imbalances or 
disparities between their processes or workflow design 
requirements? 

Yes, Aetna performs a Network Adequacy comparative analysis
between Medical/Surgical and Mental Health/Substance Use 
Providers.  
There are no significant differences, imbalances, or disparities
between the processes or workflow design requirements for
MH/SUD benefits and Med/Surg benefits. The design of the
(NQTL) for both MH/SUD and Med/Surg benefits is based on
two primary factors: meeting the healthcare needs of members
and the operation of the National Quality Oversight Committee,
(NQOC). These factors are applied equally to both benefit
types, ensuring that the standards and procedures for network
adequacy do not distinguish between MH/SUD and Med/Surg
benefits.
 
In the application of network adequacy, Aetna applies the same
policies and procedures to assess network availability and
accessibility for both Med/Surg and MH/SUD providers. 
Aetna's Accreditation Governance teams conduct a quantitative 
and qualitative analysis for both networks, which includes
member complaints, accessibility, availability, out-of-network 
requests, and member experience/member satisfaction survey 
data. Member surveys are used for MH/SUD and Med/Surg
(gathering the same information about member experience), the
overall process for evaluating network adequacy, identifying 
opportunities for improvement, developing improvement 
activities, and evaluating the effectiveness of those activities is
consistent across both service  types.
 
The analysis demonstrates that the processes, strategies, 
evidentiary standards, and other factors used in designing and
applying the NQTL are comparable for both MH/SUD and
Med/Surg benefits. Aetna's written policy requires the 
Accreditation Governance team and Network Management to 
utilize the results of their analyses to identify and prioritize
opportunities for improvement for both  networks.
 
Aetna's processes and workflow design requirements for 
MH/SUD and Med/Surg benefits are comparably applied, with
no identified disparities or imbalances. The consistent 
application of policies and procedures across both networks
underscores Aetna's commitment to equitable access to care for
all  members.
 

Yes, Aetna performs a Network Adequacy comparative analysis
between Medical/Surgical and Mental Health/Substance Use 
Providers.  
There are no significant differences, imbalances, or disparities
between the processes or workflow design requirements for
MH/SUD benefits and Med/Surg benefits. The design of the
(NQTL) for both MH/SUD and Med/Surg benefits is based on
two primary factors: meeting the healthcare needs of members
and the operation of the National Quality Oversight Committee,
(NQOC). These factors are applied equally to both benefit
types, ensuring that the standards and procedures for network
adequacy do not distinguish between MH/SUD and Med/Surg
benefits.
 
In the application of network adequacy, Aetna applies the same
policies and procedures to assess network availability and
accessibility for both Med/Surg and MH/SUD providers. 
Aetna's Accreditation Governance teams conduct a quantitative 
and qualitative analysis for both networks, which includes
member complaints, accessibility, availability, out-of-network 
requests, and member experience/member satisfaction survey 
data. Member surveys are used for MH/SUD and Med/Surg
(gathering the same information about member experience), the
overall process for evaluating network adequacy, identifying 
opportunities for improvement, developing improvement 
activities, and evaluating the effectiveness of those activities is
consistent across both service  types.
 
The analysis demonstrates that the processes, strategies, 
evidentiary standards, and other factors used in designing and
applying the NQTL are comparable for both MH/SUD and
Med/Surg benefits. Aetna's written policy requires the 
Accreditation Governance team and Network Management to 
utilize the results of their analyses to identify and prioritize
opportunities for improvement for both  networks.
 
Aetna's processes and workflow design requirements for 
MH/SUD and Med/Surg benefits are comparably applied, with
no identified disparities or imbalances. The consistent 
application of policies and procedures across both networks
underscores Aetna's commitment to equitable access to care for
all  members.
 

S13.7 For MH/SUD providers; are you relying on
telehealth/on-line care to meet the Network Adequacy 

No No 



272025 Connecticut Insurance Department NQTL Report

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

requirements for In-Patient care? 
S13.8 Please detail and explain the rules, procedures and
guidelines used to negotiate and establish the specific rates for
providers. Please explain and identify any differences in factors, 
processes or methodology approaches between MH/SUD 
providers and Med/Surg providers and demonstrate 
comparability. 

The Provider Reimbursement NQTL in our comparative 
analysis provides the requisite detail and explanation around the 
rules, procedures and guidelines used to negotiate and establish
the specific rates for  providers.
Participating provider reimbursement is payment to in-network 
providers for covered services provided to members. This is the
amount that a network provider has agreed to accept or that
Aetna has agreed to pay them. This NQTL is implemented by
the plan's  
definition of negotiated charge. For professional providers, the
preferred fee schedule for  
both Med/Surg and MH/SUD participating practitioners is the
Aetna Market Fee Schedule ("AMFS"). AMFS establishes rates
for service codes at the market level, based on ZIP codes,
geographic specifications, and whether the service is 
office-based or facility-  
based. Aetna's Medical Economics Unit (MEU) and Network
teams collaborate to establish rates and update them
periodically. When a professional provider is unwilling to
accept the AMFS rates, the AMFS is used as a starting point for
contract negotiations. For  
both Med/Surg and MH/SUD participating facilities, there is no
preferred fee schedule for facilities, and each fee schedule is
negotiated individually.  
For professional providers, there are two main steps for setting
network professional provider reimbursement, which are the 
same for Med/Surg and MH/SUD services: 1) developing and
refreshing the AMFS rates which are the baseline for
contracting with professional providers; and 2) negotiating 
reimbursement rates with providers. The factors, strategy, 
processes and evidentiary standards for determining 
reimbursement for MH/SUD  
professional providers are comparable to Med/Surg professional 
providers, inasmuch as the negotiated charges begin with the
AM FS rates, but are ultimately subject to individualized
negotiations between Aetna and the provider. As described in
this analysis, Aetna  
establishes a standard fee schedule, AMFS, for use in
contracting with professional providers. Review of the standard
rates for Med/Surg and MH/SUD providers for shared codes can 
provide a basis to evaluate comparability and stringency. In
operation, all shared  
codes (codes that can be billed by both Med/Surg and MH/SUD 
providers) are set at the same rate for Med/Surg and MH/SUD

The Provider Reimbursement NQTL in our comparative 
analysis provides the requisite detail and explanation around the 
rules, procedures and guidelines used to negotiate and establish
the specific rates for  providers.
Participating provider reimbursement is payment to in-network 
providers for covered services provided to members. This is the
amount that a network provider has agreed to accept or that
Aetna has agreed to pay them. This NQTL is implemented by
the plan's  
definition of negotiated charge. For professional providers, the
preferred fee schedule for  
both Med/Surg and MH/SUD participating practitioners is the
Aetna Market Fee Schedule ("AMFS"). AMFS establishes rates
for service codes at the market level, based on ZIP codes,
geographic specifications, and whether the service is 
office-based or facility-  
based. Aetna's Medical Economics Unit (MEU) and Network
teams collaborate to establish rates and update them
periodically. When a professional provider is unwilling to
accept the AMFS rates, the AMFS is used as a starting point for
contract negotiations. For  
both Med/Surg and MH/SUD participating facilities, there is no
preferred fee schedule for facilities, and each fee schedule is
negotiated individually.  
For professional providers, there are two main steps for setting
network professional provider reimbursement, which are the 
same for Med/Surg and MH/SUD services: 1) developing and
refreshing the AMFS rates which are the baseline for
contracting with professional providers; and 2) negotiating 
reimbursement rates with providers. The factors, strategy, 
processes and evidentiary standards for determining 
reimbursement for MH/SUD  
professional providers are comparable to Med/Surg professional 
providers, inasmuch as the negotiated charges begin with the
AM FS rates, but are ultimately subject to individualized
negotiations between Aetna and the provider. As described in
this analysis, Aetna  
establishes a standard fee schedule, AMFS, for use in
contracting with professional providers. Review of the standard
rates for Med/Surg and MH/SUD providers for shared codes can 
provide a basis to evaluate comparability and stringency. In
operation, all shared  
codes (codes that can be billed by both Med/Surg and MH/SUD 
providers) are set at the same rate for Med/Surg and MH/SUD
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providers.  
Non-participating provider reimbursement is payment to 
out-of-network providers for covered services provided to 
members. The reimbursement amount is defined in the
certificate of coverage for each plan. The method for
determining the reimbursement amount is always the same for
MH/SUD and Med/Surg services.  
Non-participating provider reimbursement applies to all M/S 
and MH/SUD benefits delivered out-of-network. Cost 
management is a factor generally underlying the
strategy in establishing a reimbursement amount for 
non-participating providers, which attempts to appropriately 
control costs while compensating non-participating providers 
fairly for covered services. In operation, claim payment
hierarchies for involuntary and voluntary OON claims apply
equally to Med/Surg and MH/SUD services.  
Within each step of the hierarchies, the underlying evidentiary
standards and sources for each pricing methodology apply
comparably to Med/Surg and MH/SUD claims.  
 
 

providers.  
Non-participating provider reimbursement is payment to 
out-of-network providers for covered services provided to 
members. The reimbursement amount is defined in the
certificate of coverage for each plan. The method for
determining the reimbursement amount is always the same for
MH/SUD and Med/Surg services.  
Non-participating provider reimbursement applies to all M/S 
and MH/SUD benefits delivered out-of-network. Cost 
management is a factor generally underlying the
strategy in establishing a reimbursement amount for 
non-participating providers, which attempts to appropriately 
control costs while compensating non-participating providers 
fairly for covered services. In operation, claim payment
hierarchies for involuntary and voluntary OON claims apply
equally to Med/Surg and MH/SUD services.  
Within each step of the hierarchies, the underlying evidentiary
standards and sources for each pricing methodology apply
comparably to Med/Surg and MH/SUD claims.  

S13.9 Please identify any differences between MH/SUD 
provider and Med/Surg provider contract term periods. Please
demonstrate comparability. 

There are no differences. Both Aetna's standard Med/Surg and
MH/SUD provider contracts are evergreen and renew each year.  

There are no differences. Both Aetna's standard Med/Surg and
MH/SUD provider contracts are evergreen and renew each year.  

S13.10 Do any of your provider contracts have automatic
adjustments (up or down) built into them?

Yes Yes 

    S13.10.a Please identify and demonstrate comparability. Both the Aetna Med/Surg and MH/SUD provider contracts may
generally include the Aetna Market Fee Schedule, which is
updated as described in Aetna's participating provider 
reimbursement comparative analysis. 

Both the Aetna Med/Surg and MH/SUD provider contracts may
generally include the Aetna Market Fee Schedule, which is
updated as described in Aetna's participating provider 
reimbursement comparative  analysis.
 
 

S13.11 Please elaborate further and explain in detail all the
component parts of market dynamics, market demand and
market drivers on your final negotiated rates. Please describe
any noteworthy trends, new developments or variable shifting
that maybe impacting the assumptions in your final rate setting
model. 

“Market demand” and “market drivers” are not terms Aetna
utilizes in the design or application of this NQTL. Therefore,
Aetna cannot provide further elaboration or explanation on their 
component parts. Importantly, Since it is unknown how those
terms would be defined by the State, Aetna cannot determine
what, if any, impact there may be on final negotiated rates, or
whether there are any noteworthy trends, developments, or
variables that could impact the rate setting model. Market
dynamics is a factor for establishing and refreshing the preferred 
professional provider fee schedule, and refers to the unique
characteristics of a market. Local networks establish facility
reimbursement strategies to take into consideration the unique

“Market demand” and “market drivers” are not terms Aetna
utilizes in the design or application of this NQTL. Therefore,
Aetna cannot provide further elaboration or explanation on their 
component parts. Importantly, Since it is unknown how those
terms would be defined by the State, Aetna cannot determine
what, if any, impact there may be on final negotiated rates, or
whether there are any noteworthy trends, developments, or
variables that could impact the rate setting model. Market
dynamics is a factor for establishing and refreshing the preferred 
professional provider fee schedule, and refers to the unique
characteristics of a market. Local networks establish facility
reimbursement strategies to take into consideration the unique
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characteristics of each market. The evidentiary standards and
sources for these factors  are:
Aetna Network Management’s analysis of the market, including 
supply and demand, the carrier’s market penetration compared
to other carriers and networks, and any other relevant
characteristics specific to that  market.
 

characteristics of each market. The evidentiary standards and
sources for these factors  are:
Aetna Network Management’s analysis of the market, including 
supply and demand, the carrier’s market penetration compared
to other carriers and networks, and any other relevant
characteristics specific to that  market.
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www.ct.gov/cid 
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CERTIFICATION FORM 

I hereby certify that _______________________________________________________________ is duly organized 
       (Name of Insurer(s) - ‘All Entities Reporting’) 

under the laws of the State of Connecticut and has completed a review of such health carrier’s administrative practices 

for compliance with the state and federal mental health and substance use disorder benefit reporting requirements 

pursuant to Conn. Gen. Stat. §38a-477ee, §38a-488a, §38a-488c, §38a-488d, §38a-510, §38a-514, §38a- 514c, §38a-

514d, and §38a-544 and the provisions of the federal Paul Wellstone and Pete Domenici Mental Health Parity and 

Addiction Equity Act of 2008. 

Please select one: 

I hereby acknowledge that the insurer named above has maintained administrative practices for the 

immediately preceding calendar year that comply with the state and federal mental health and substance use 

disorder benefit reporting requirements, including the requirements specified in the Connecticut Insurance 

Law as identified above, and the attached report includes all such supportive and conclusive findings. 

I hereby acknowledge that the insurer named above has maintained administrative practices for the 

immediately preceding calendar year that fail to comply with the state and federal mental health and 

substance use disorder benefit reporting requirements, including the requirements specified in the 

Connecticut Insurance Law as identified above, and the attached report states and identifies each 

administrative practice not in compliance with such state and federal mental health and substance use disorder 

benefit reporting requirements and the specific actions that the health carrier is taking to bring these 

administrative practices into compliance. 
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and to the best of my knowledge and belief are true, correct and complete, and that I am duly authorized to execute 

this affirmation. 

________________________________________ 
(Authorized Representative/Officer Signature) 

________________________________________ 
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Date: ___________________________________ 
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Exhibit A (1) 
Annual Mental Health and Substance Use Benefits Compliance Report 

2025 Non-Quantitative Treatment Limitation & Medical Necessity Criteria Differences  

Oxford Hlth Ins Inc,UnitedHealthcare Ins Co,Oxford Hlth Plans CT Inc 

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

S1 Development, Modification or Addition of Medical 
Necessity Criteria. Medical Appropriateness and Level of Care
Treatment Practices 
S1.1 Please select and identify all your clinical basis/criteria
supporting your medical necessity determinations for Mental 
Health/Substance Use Disorder benefits and Medical/Surgical 
Benefits for all your Health Plans offered. If you use others,
please identify and describe them? 

ASAM; LOCUS; CASII; CALOCUS; ECSII; American 
Psychiatric Association; American Academy of Child & 
Adolescent Psychiatry; Home Grown/In-House Clinical 
Criteria; Independent/3rd Party Developed Clinical Criteria 

InterQual/McKesson; NCCN; Home Grown/In-House Clinical 
Criteria 

S1.2.a  Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities that are In-Network Vs.
when they are Out-Of-Network? 

No No 

S1.2.b Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities whether the clinical 
criteria is developed in-house/homegrown or outsourced/TPA? 

No No 

S1.3 Does all the clinical criteria in use support whether the
treatment satisfies the following? 
    S1.3.a Treatment is medically necessary? Yes Yes 
    S1.3.b Treatment is clinically effective? Yes Yes 
    S1.3.c Treatment is safe? Yes Yes 
    S1.3.d Treatment is appropriate? Yes Yes 
    S1.3.e Treatment medical technologies are covered? Yes Yes 
    S1.3.f Experimental treatment is covered? Yes Yes 
    S1.3.g Investigational treatment is covered? Yes Yes 
    S1.3.h Treatment is contractually covered? Yes Yes 
S1.4.a Do you perform your Own UtilizationReview? Yes Yes 
S1.4.b If not or if there are others, who? N/A N/A 
S1.5 Do any of your Pharmaceutical Formularies or their
systemic processes within Med/Surg and MH/SUD drugs 
maintain any differences between third party administrators, 
Tiering, Networking or Pharmacy Benefit Managing? 

No No 
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    S1.5.a Whenever your clinical standards are not derived from 
a globally accepted medical standard/peer reviewed medical 
literature, scientific clinical evidence, consensus physician 
society position statements/opinion papers, peer reviewed 
literature, controlled trials, or controlled studies, please describe 
how you are developing and determining these specific clinical
practices. 

When evidence is limited or still emerging, objective clinical
evidence is reviewed using a structured hierarchy of clinical
evidence. Clinical policies and guidelines are reviewed and
approved through committee oversight using the best available
peer-reviewed literature (e.g., controlled trials, systematic 
reviews, and meta-analyses when available; otherwise, 
observational studies and other recognized evidence). 

When evidence is limited or still emerging, objective clinical
evidence is reviewed using a structured hierarchy of clinical
evidence. Clinical policies and guidelines are reviewed and
approved through committee oversight using the best available
peer-reviewed literature (e.g., controlled trials, systematic 
reviews, and meta-analyses when available; otherwise, 
observational studies and other recognized evidence). 

    S1.5.b Regarding only these evolving clinical criteria being 
developed and used, are they approached in the same manner
for Med/Surg and MH/SUD clinical criteria and with the same
level of scientific rigor, discipline, and certainty? 

Yes Yes 

    S1.5.c Please describe these clinical criteria methods if there 
exist different approaches between the two groups 

See response to S1.5(b). See response to S1.5(b). 

S1.6 Please describe your annual review process to maintain
parity within the clinical decision-making process between the
MH/SUD and Med/Surg criteria being used and developed.

Clinical criteria (externally developed guidelines and internal 
behavioral clinical policies) are reviewed at least annually
through committee oversight. Annual inter-rater reliability 
assessments and ongoing quality audits are used to support
consistent application of criteria and comparable decision 
making. 

Clinical criteria (externally developed guidelines and internal 
medical clinical policies) are reviewed at least annually through
committee oversight. Annual inter-rater reliability assessments 
and ongoing quality audits are used to support consistent
application of criteria and comparable decision making. 

    S1.6.a Does your annual Inter-Rater Reliability (IRR) 
assessment process involve a step to assess clinically consistent
decision making systemically between MH/SUD and 
Med/Surg? 

Yes Yes 

    S1.6.b Are there any differences between your IRR process 
for determining clinical consistency between MH/SUD and 
Med/Surg services? 

No No 

S1.7 Do you auto adjudicate Administrative Denials? No No 
S1.8 Please explain how all your systems, standards, protocols
and rules of processing, administering and adjudicating health
insurance plans are maintaining equitability and parity between
the similar classifications of Mental health insurance coverage
and medical/surgical health insurance coverage. 
    S1.8.a Alternative services Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.b Alternative supplies Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.c Alternative medications Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.d Alternative settings Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
S1.9.a Please provide an outline of all your specific clinical
standards and sources used to support your medical necessity
coverages for Med/Surg and MH/SUD services. Please 
summarize listing the clinical standards or basis used,

Clinical standards include ASAM Criteria; LOCUS; 
CALOCUS-CASII/CASII; ECSII; and Optum Behavioral 
Health clinical policies. These criteria support medical necessity 
determinations for MH/SUD services. Behavioral clinical 

Clinical standards include InterQual® clinical criteria and 
UnitedHealthcare medical clinical policies. These criteria 
support medical necessity determinations for M/SM/S services. 
Medical clinical criteria are reviewed and approved through the
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processing/systemic workflows, compliance committees  and 
how they are ensuring and testing that comparable congruency
is being maintained between the two benefit groups (Med/Surg
vs. MH/Sud). 

criteria are reviewed and approved through the Clinical Quality
Oversight Committee (CQOC), which evaluates clinical 
evidence, proposed updates, and policy revisions at least
annually. Processing workflows include application of criteria 
by trained clinical reviewers, escalation to peer clinical
reviewers when required, and ongoing inter-rater reliability 
testing and quality audits. Oversight through CQOC and IRR
monitoring supports consistent application and congruency with 
M/S  processes
 
 
https://public.providerexpress.com/content/ope-provexpr/us/en/cl
inical-resources/guidelines-policies.html
 

Medical Technology Advisory Committee (MTAC), which 
evaluates clinical evidence, proposed updates, and policy 
revisions at least annually. Processing workflows include 
application of criteria by trained clinical reviewers, referral to
physician peer reviewers for adverse determinations, and 
ongoing inter-rater reliability testing and quality audits. 
Oversight through UMPC and IRR monitoring supports 
consistent application and congruency with MH/SUD  processes.
 
https://www.uhcprovider.com/en/policies-protocols/commercial-policies/commercial-medical-drug-policies.html

S1.9.b Please specifically identify the clinical standards 
supporting the following 
    S1.9.b.1 Supplies Coverage determinations are supported by Optum Behavioral 

Health Clinical Criteria based on sound clinical evidence,
including Optum Behavioral Clinical Policies and applicable 
state/contract requirements; for substance use disorder services, 
The ASAM Criteria are applied; for mental health level-of-care
determinations, LOCUS, CALOCUS-CASII, and ECSII are 
used as applicable. 

Coverage determinations are supported by UnitedHealthcare 
medical and drug policies and evidence-based clinical decision
support (e.g., InterQual criteria). 

    S1.9.b.2 Pharmaceutical_Medications Clinical standards supporting pharmaceutical medication 
determinations for MH/SUD services include UnitedHealthcare 
Medical Benefit Drug Policies and associated clinical review
guidelines. Determinations are based on evidence-based clinical 
review consistent with applicable state  law.
 
 

Clinical standards supporting pharmaceutical medication 
determinations for M/S services include UnitedHealthcare 
Medical Benefit Drug Policies and associated clinical review
guidelines. Determinations are based on evidence-based clinical 
review consistent with applicable state law. 

    S1.9.b.3 Procedures Coverage determinations are supported by objective, 
evidence-based Optum Behavioral Health Clinical Criteria, 
including Optum Behavioral Clinical Policies and applicable 
state/contract requirements. For substance use disorder services, 
the ASAM Criteria are applied and for mental health
level-of-care determinations, LOCUS, CALOCUS-CASII, and 
ECSII are used as applicable. 

Coverage determinations are supported by objective, 
evidence-based UnitedHealthcare medical and drug policies and 
 InterQual criteria, consistent with applicable state/federal 
requirements. 

    S1.9.b.4 Devices Clinical standards supporting device determinations for 
MH/SUD services include Optum Behavioral Health Clinical 
Policies. Determinations are based on evidence-based clinical 
review consistent with applicable state law. 

Clinical standards supporting device determinations for M/S 
services include UnitedHealthcare Medical Policies. 
Determinations are based on evidence-based clinical review 
consistent with applicable state law. 

    S1.9.b.5 Equipment N/A Clinical standards supporting equipment determinations for M/S 
services include UnitedHealthcare Medical Policies. 



42025 Connecticut Insurance Department NQTL Report

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

Determinations are based on evidence-based clinical review 
consistent with applicable state . 

    S1.9.b.6 Therapies Clinical standards supporting therapy determinations for 
MH/SUD services include Optum Behavioral Health Clinical 
Policies. ASAM Criteria are used for substance use disorder
services and LOCUS, CALOCUS-CASII/CASII, and ECSII 
level-of-care guidelines are used for MH/SUD services, as
applicable. Determinations are based on evidence-based clinical 
review consistent. 

Clinical standards supporting therapy determinations for M/S 
services include UnitedHealthcare Medical Policies. 
Determinations are based on evidence-based clinical review. 

    S1.9.b.7 Technology Clinical standards supporting technology determinations for 
MH/SUD services include Optum Behavioral Health Clinical 
Policies. These policies are used to evaluate new services,
treatments, or new applications of existing services and are
based on sound clinical evidence consistent with applicable
state and contractual requirements. 

Clinical standards supporting technology determinations for 
M/S services include UnitedHealthcare Medical Policies. These 
standards are used to evaluate new services, treatments, or new
applications of existing services and are based on objective,
evidence-based criteria. 

    S1.9.b.8 Imaging N/A Clinical standards supporting imaging determinations for M/S 
services include UnitedHealthcare Medical Policies and 
InterQual® clinical criteria, as applicable. Determinations are 
based on sound clinical evidence. 

    S1.9.b.9 Diagnostic_Interventions Clinical standards supporting diagnostic intervention 
determinations for MH/SUD services include Optum Behavioral 
Health Clinical Policies. Determinations are based on sound
clinical evidence. 

Clinical standards supporting diagnostic intervention 
determinations for M/S services include UnitedHealthcare 
Medical Policies. Determinations are based on objective, 
evidence-based criteria.  

    S1.9.b.10 Lab Work N/A Clinical standards supporting laboratory service determinations 
for M/S services include UnitedHealthcare Medical Policies. 
Determinations are based on objective, evidence-based clinical 
criteria. 

S1.10 Please provide an updated listing of all your services that
you have identified as Experimental and Investigational 

Behavioral Clinical Policies available on Optum Provider 
Express, 
https://public.providerexpress.com/content/ope-provexpr/us/en/clinical-resources/guidelines-policies/bh_Clinnical_Policies.html
(Clinical Resources > Guidelines and Policies > Behavioral
Clinical Policies) identify services evaluated as 
Experimental/Investigational/ Unproven. Services include 
Complementary and Alternative Medicine (CAM) Treatments, 
Computer Based Treatment for Cognitive Behavioral Therapy 
(CBTCBT), Applied Behavior Analysis for Autism Spectrum 
Disorders (see supplemental clinical criteria), Neurofeedback, 
Transcranial Magnetic Stimulation, and Wilderness Therapy. 

An updated listing of services identified as experimental,
investigational, or unproven is maintained within the publicly
available UnitedHealthcare Medical & Drug Policy library, 
https://www.uhcprovider.com/en/policies-protocols/commercial-policies/commercial-medical-drug-policies.html
(Policies & Protocols > Medical & Drug Policies). Services are
identified as experimental/investigational/unproven within the 
applicable policy. 

S1.11 Over the past year, when you have evaluated the
following evolving and developing items, what changes if any
have been made to your in-house or outsourced clinical
standards and/or systemic processing workflows? 

Responses below in S1.11(a)-(d). Responses below in S1.11(a)-(d). 
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    S1.11.a Clinical methods Clinical methods are reviewed against evidence-based 
behavioral health clinical criteria/policies and generally 
accepted standards. Updates are made as new evidence or
guidelines become available. No changes have been made to
clinical workflows in the past year. Dates of updates are
reflected within internal individual policies.  

Clinical methods are reviewed against evidence-based 
behavioral health clinical criteria/policies and generally 
accepted standards. Updates are made as new evidence or
guidelines become available. No changes have been made to
clinical workflows in the past year. Dates of updates are
reflected within internal individual policies. 

    S1.11.b Safety data Safety data (e.g., safety alerts, labeling changes, or new risk
information) are incorporated into criteria/policies when 
applicable, and any needed utilization management changes are
implemented. No changes have been made to clinical
workflows in the past year. Dates of updates are reflected
within internal individual policies. 

Safety data (e.g., safety alerts, labeling changes, or new risk
information) are incorporated into criteria/policies when 
applicable, and any needed utilization management changes are
implemented. No changes have been made to clinical workflows 
in the past year. Dates of updates are reflected within internal
individual policies. 

    S1.11.c Techniques/technologies efficacy Efficacy of techniques/technologies is evaluated using the 
hierarchy of clinical evidence and applicable guidelines; 
criteria/policies are updated when new credible evidence 
becomes available. No changes have been made to clinical
workflows in the past year. Dates of updates are reflected within 
internal individual policies. 

Efficacy of techniques/technologies is evaluated using the 
hierarchy of clinical evidence and applicable guidelines; 
criteria/policies are updated when new credible evidence 
becomes available. No changes have been made to clinical
workflows in the past year. Dates of updates are reflected within 
internal individual policies. 

    S1.11.d All other substantiating scientific research Other substantiating scientific research (including peer-reviewed 
literature and specialty society guidance when available) is
reviewed and may be incorporated into criteria/policies 
consistent with the hierarchy of evidence. No changes have been 
made to clinical workflows in the past year. Dates of updates are 
reflected within internal individual policies. 

Other substantiating scientific research (including peer-reviewed 
literature and specialty society guidance when available) is
reviewed and may be incorporated into criteria/policies 
consistent with the hierarchy of evidence. No changes have been 
made to clinical workflows in the past year. Dates of updates are 
reflected within internal individual policies. 

S1.12.a Over the past year, what were the covered services or
treatments requested that lacked the immediate credible sourced 
scientific evidence? 

None identified.  None identified.  

S1.12.b What professional standard, recommendation, 
statement, or expert opinion was used to determine the best
alternative clinical practice to deliver a similar clinical
outcome?  

See response to question S.1.12.a. See response to question S.1.12.a.

S1.13.a Do you conduct a comparative analysis of the
consistency, quality and efficacy of care delivery and treatment
practices between the MH/SUD & MH/SUD clinical portfolios? 

Yes Yes 

S1.13.b Do you evaluate and compare the outcome and results
between these two benefit groups based on these comparative
clinical impacts? 

Yes Yes 

S2 In-Patient & In-Network NQTL Practices 
S2.1 Are there any contractual differences in any similar
in-patient care delivered, between the MH/SUD & Med/Surg
Provider-Facility arrangements? 

No No 
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S2.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the INN MH/SUD services and the INN Med/Surg services?

No No 

S2.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S2.3.a Medical necessity criteria No No 
    S2.3.b Prior authorizations No No 
    S2.3.c Concurrent reviews No No 
    S2.3.d Retrospective reviews No No 
    S2.3.e Benefit exclusions to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S2.3.f Treatment Plan Requirements No No 
    S2.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

Yes Yes 

      S2.3.g.1 Please Explain In-network (INN) facility reimbursement is the process by
which reimbursement methodologies are developed and rates 
are  established.
 
For both M/S and MH/SUD facilities, UHC and UBH use a
substantially comparable process to design and apply 
reimbursement rates for INN facility  services.
 
UBH contracts for inpatient MH/SUD services using the
following methodology:  
 
Per Diem – The facility is paid using negotiated MH/SUD per
diem rates. The per diem rate is multiplied by the number of
days corresponding to the per diem type
 
 
The factors that apply in negotiations include a facility
assessment related to licensure, certification and/or 
accreditation, as well as the services offered and
diagnosis/conditions that the facility  treats.
 
For MH/SUD and M/S services, none of the identified factors
are weighted differently in that no individual factor carries more 
value than another.  

In-network (INN) facility reimbursement is the process by
which reimbursement methodologies are developed and rates 
are  established.
 
For both M/S and MH/SUD facilities, UHC and UBH use a
substantially comparable process to design and apply
reimbursement rates for INN facility  services.
 
UHC designs INN facility reimbursement to achieve market
competitive rates, including assessment of CMS/MS-DRG or 
per diem reimbursement  methodologies.
 
The factors that apply in negotiations include a facility
assessment related to licensure, certification and/or 
accreditation, as well as the services offered and
diagnosis/conditions that the facility  treats.
 
For MH/SUD and M/S services, none of the identified factors
are weighted differently in that no individual factor carries more 
value than another. 
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    S2.3.h Physician Credentialing/Admission Standards No No 
    S2.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S3 In-Patient & Out-of-Network NQTL Practices 
s3.1 Are there any procedural differences between the treatment
of any similar in-patient care delivered between 
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 

No No 

s3.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the OON MH/SUD services and the OON Med/Surg services?

No No 

s3.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    s3.3.a Medical necessity criteria Yes Yes 
      s3.3.a.1 Please Explain See response to S1.9.a. for explanation. See response to S1.9.a. for explanation. 
    s3.3.b Prior-authorizations No No 
    s3.3.c Concurrent reviews No No 
    s3.3.d Retrospective reviews No No 
    s3.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    s3.3.f Treatment Plan Requirements No No 
    s3.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    s3.3.h Physician Credentialing/Admission Standards No No 
    s3.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S4 Out-Patient & In-Network NQTL Practices 
S4.1 Are there any contractual differences on any similar
out-patient care delivered, between the MH/SUD & Med/Surg
Provider-Facility arrangements? 

No No 

S4.2 Are there any fundamental differences between the
out-patient care and delivery standards between the INN
MH/SUD services and the INN Med/Surg services? 

No No 
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S4.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S4.3.a Medical necessity criteria Yes Yes 
      S4.3.a.1 Please Explain See response to S1.9.a. for explanation. See response to S1.9.a. for explanation. 
    S4.3.b Prior-authorizations No No 
    S4.3.c Concurrent reviews No No 
    S4.3.d Retrospective reviews No No 
    S4.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S4.3.f Treatment Plan Requirements No No 
    S4.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    h Physician Credentialing/Admission Standards No No 
    S4.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S5 Outpatient & OUT-OF-NETWORK 
S5.1 Are there any procedural differences between the
treatment of any similar out-patient care delivered between
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 

No No 

S5.2 Are there any fundamental differences between the
out-patient care and delivery standards between the OON
MH/SUD services and the OON Med/Surg services? 

No No 

S5.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S5.3.a Medical necessity criteria Yes Yes 
      S5.3.a.1 Please Explain See response to S1.9.a. for explanation. See response to S1.9.a. for explanation. 
    S5.3.b Prior-authorizations No No 
    S5.3.c Concurrent reviews No No 
    S5.3.d Retrospective reviews No No 
    S5.3.e Benefit exclusions (to include experimental & No No 
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Investigational treatments, Clinical trials & 
technologies/techniques) 
    S5.3.f Treatment Plan Requirements No No 
    S5.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    S5.3.h Physician Credentialing/Admission Standards No No 
    S5.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S6 Emergency Care Treatment & Services (INN & OON)
S6.1 Are there any procedural or fundamental differences
between Emergency Care Treatment and Services between 
MH/SUD Provider(s) and Facilities’ & Med/Surg Provider(s) 
and Facilities’? 

No No 

S6.2 Does any substantive difference exist between any
Emergency Care Treatment between MH/SUD services and
Med/Surg services within the following Scope(s)? 
    S6.2.a Medical necessity criteria No No 
    S6.2.b Prior-authorizations No No 
    S6.2.c Concurrent reviews No No 
    S6.2.d Retrospective reviews No No 
    S6.2.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S6.2.f Treatment Plan Requirements No No 
    S6.2.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    S6.2.h Physician Credentialing/Admission Standards No No 
    S6.2.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S7 Rx Formulary Design, Management and Pharmacy Services
NQTL Practices 
S7.1 Do any of your pharmaceutical segmentation practices in
your formulary networks ever use inconsistent, unmatched, or
noncomparable evaluation standards, factors, or processes 
(involving both the clinical & non-clinical decision-making) 
within their tiering, prior-authorization, quantity limiting or 
step-therapy review analysis between MH/SUD drugs & 

No No 
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Med/Surg drugs? 
S7.2 Are there any meaningful clinical or administrative
differences within the development and standardization process 
of your MH/SUD Formularies and your Med/Surg Formularies? 

No No 

S7.3 Do you use any formulary design factors or development
standards beyond the scope of generally accepted clinical
standards from FDA approvals/indication’s, drug compendia’s, 
medical society guidance, clinical efficacy/Safety (side-effects, 
interactions, contraindications, dosing-dispensing standards & 
potential for abuse), potential for fraud/waste/abuse, clinical 
cost-effectiveness, and utilization management on cost for 
comparative alternatives?   

No No 

S7.4 Do you use the same approach and process for defining the 
potential Fraud, Waste and Abuse populations under the
MH/SUD Formularies as you do when developing the Med/Surg 
Formularies? 

Yes Yes 

S7.5 Are there any fundamental differences in how Pharmacy
Benefit Managers are accessed and used under your MH/SUD
Formularies and within your Med/Surg Formularies?  

No No 

S7.6 Are you subject to any MH/SUD drug to any drug testing
policy, rule, procedure or requirement? 

No No 

S8 Prior-Authorization NQTL Practices 
S8.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for prior authorization review identical
between the similarly classified MH/SUD benefits and 
Med/Surg benefits? 

Yes Yes 

S8.2 Are your Prior-Authorization decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits. 

Yes Yes 

S8.3 Are there any substantive differences between the
treatment and benefit services populations (frequency & 
volume) subject to prior authorization review and between the
MH/SUD services offered & the Med/Surg services offered?

No No 

S8.4 Are there any substantive differences between the prior
authorization rates of approvals and denials between MH/SUD
benefits provided and Med/Surg benefits provided? 

No No 

S8.5 Are the timeframes, thresholds, factors, ratios, limits and Yes Yes 
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rules subject to qualified prior-authorizations the same for
MH/SUD services as for Med/Surg services? 
    S8.5.a Please Explain The timeframes, thresholds, factors, and rules applied to

services that require prior authorization are comparable for
MH/SUD and M/S services within the applicable classifications. 
As written, UHC uses the same design and application factors
for M/S and MH/SUD prior authorization requests. In operation, 
qualified clinical staff apply the applicable clinical criteria, and
only peer clinical reviewers can issue adverse benefit
determinations for both benefit types. 

The timeframes, thresholds, factors, and rules applied to
services that require prior authorization are comparable for
MH/SUD and M/S services within the applicable classifications. 
As written, UHC uses the same design and application factors
for M/S and MH/SUD prior authorization requests. In operation, 
qualified clinical staff apply the applicable clinical criteria, and
only peer clinical reviewers can issue adverse benefit
determinations for both benefit types. 

S8.6 Are your automated (auto-adjudicated) claims rules for
prior authorization qualification the same for MH/SUD services
as they are for Med/Surg services? 

Yes Yes 

    S8.6.a Please Explain Requests submitted through the secure provider portals may be
approved by an automated system when criteria are met for
benefit plan coverage, member diagnosis, and the clinical
information supports the services requested. This workflow is
applied comparably to M/S and MH/SUD. 

Requests submitted through the secure provider portals may be
approved by an automated system when criteria are met for
benefit plan coverage, member diagnosis, and the clinical
information supports the services requested. This workflow is
applied comparably to M/S and MH/SUD. 

S8.7 Are there any substantial differences in the prior
authorization benefit Complaints, Appeals or Overturned on 
Appeal Rates between the subject MH/SUD services and the
subject Med/Surg services? 

No No 

S8.8 Are there any differences in your RX Prior Authorization
or Step Therapy qualification requirements for MH/SUD drugs
and Med/Surg drugs? 

No No 

S8.9 Are there any substantial differences between the total Rx
populations that are subject to prior authorization or step
therapy between the MH/SUD drugs offered and the Med/Surg
drugs offered? 

No No 

S8.10 Are there any substantial differences in the services being
subject to prior authorization because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S8.11 Please demonstrate how you’re In-Network & 
Out-of-Network prior-authorization MH/SUD & Med/Surg 
benefits are comparable. 

Across inpatient and outpatient, and across in-network and
out-of-network classifications, United applies prior 
authorization using comparable processes, strategies, 
evidentiary standards, and other factors for MH/SUD and M/S
services. For each classification, services are evaluated using the 
same add/remove/retain factors and the same application factors 
(state and federal requirements and clinical appropriateness). 
Requests are reviewed under the same operational workflow
(eligibility/benefit verification, clinical review using applicable 
criteria, escalation to peer review when needed, and consistent

Across inpatient and outpatient, and across in-network and
out-of-network classifications, United applies prior 
authorization using comparable processes, strategies, 
evidentiary standards, and other factors for MH/SUD and M/S
services. For each classification, services are evaluated using the 
same add/remove/retain factors and the same application factors 
(state and federal requirements and clinical appropriateness). 
Requests are reviewed under the same operational workflow
(eligibility/benefit verification, clinical review using applicable 
criteria, escalation to peer review when needed, and consistent



122025 Connecticut Insurance Department NQTL Report

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

notice/appeal rights). In operation, outcomes testing reflects that 
MH/SUD prior authorization processes are applied comparably 
to M/S  services.
 
Note, the UHIC Student Resources plan does not require prior
authorization for services to be rendered for M/S or MH/SUD.

notice/appeal rights). In operation, outcomes testing reflects that 
MH/SUD prior authorization processes are applied comparably 
to MH/SUD  services.
 
Note, the UHIC Student Resources plan does not require prior
authorization for services to be rendered for M/S or MH/SUD.

S8.12 Please describe all avenues or portals to request
prior-authorizations and benefit approvals. Please describe any 
differences and demonstrate comparability. 

INN MH/SUD providers are contractually responsible for 
requesting prior authorization. MH/SUD providers can submit 
prior authorization requests by telephone, fax, or electronically.  
 
The member is responsible for obtaining prior authorization for
the OON services that are identified in the member’s plan
documentation.
 
Members may delegate the responsibility to their provider or
submit prior authorization requests by telephone, fax, or mail, in 
accordance with Optum requirements. 

NN M/S providers are contractually responsible for requesting
prior authorization. M/S providers can submit prior 
authorization requests by telephone, fax, or  electronically.
 
The member is responsible for obtaining prior authorization for
the OON services that are identified in the member’s plan
documentation.
 
Members may delegate the responsibility to their provider or
submit prior authorization requests by telephone, fax, or mail, in 
accordance with UHC requirements.  

S8.13 Please identify and describe any specific benefit that
follows a different prior-authorization process than the general
standards or majority guidelines. 

There are no specific benefits that follow a different prior
authorization process than the general standards or majority
guidelines. 

There are no specific benefits that follow a different prior
authorization process than the general standards or majority
guidelines. 

S9 Concurrent Review Benefit NQTL Practices 
S9.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for concurrent reviewed benefits,
identical between the similarly classified MH/SUD benefits and
Med/Surg benefits? 

Yes Yes 

S9.2 Are your concurrent Review decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits? 

Yes Yes 

S9.3 Are there any substantive differences between the ongoing
treatment reviews and their total benefit servicing populations
(frequency & volume) subject to concurrent review and between 
the MH/SUD services offered & the Med/Surg services offered? 

Yes Yes 

    S9.3.a Please Explain Unplanned M/S and MH/SUD inpatient admissions and 
requests for additional M/S and MH/SUD inpatient days are
subject to concurrent  review.
 
Ongoing concurrent review occurs when coverage of additional
days is requested after the initial approved inpatient days expire.  
 

Unplanned M/S and MH/SUD inpatient admissions and 
requests for additional M/S and MH/SUD inpatient days are
subject to concurrent  review.
 
Ongoing concurrent review occurs when coverage of additional
days is requested after the initial approved inpatient days expire.  
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MH/SUD providers may request coverage for additional days
prior to expiration of the last day of an approved inpatient
admission. UBH conducts ongoing concurrent review for 
additional days every two to seven days depending on the
applicable clinical criteria and the member’s clinical 
presentation.  
 
Note, the UHIC Student Resources plan does not require
concurrent review for services to be rendered for M/S or
MH/SUD. 

M/S providers may request coverage for additional days prior to 
the expiration of the last day of an approved inpatient
admission. UHC conducts ongoing concurrent review for
additional days every two to seven days depending on the
applicable clinical criteria and member’s presentation.  
 
Note, the UHIC Student Resources plan does not require
concurrent review for services to be rendered for M/S or
MH/SUD. 

S9.4 Are there any substantive differences between the
concurrent authorization rates of approvals and denials between
MH/SUD benefits provided and the Med/Surg benefits 
provided? 

No No 

S9.5 Are the timeframes, thresholds, factors, ratios, limits, and
rules subject to qualifying a concurrent review treatment the
same for MH/SUD services as they are for Med/Surg services?

Yes Yes 

S9.6 Are there any substantive differences within the concurrent 
review process (i.e. ongoing treatment evaluation process, 
peer-to-peer review, determining patient clinical care/needs, 
Medical necessity review, framework to review all the clinical
criteria, clinical judgement decisions &/or review for the
appropriateness in the level of care provided) between the
MH/SUD services provided and the Med/Surg services 
provided? 

No No 

S9.7 Are there any substantial differences in the concurrent
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S9.8 Are there any differences in your RX concurrent review or
Step Therapy qualification requirements for MH/SUD drugs and 
Med/Surg drugs? 

No No 

S9.9 Are there any substantial differences between the total Rx
populations that are subject to concurrent review or step therapy 
practices between the MH/SUD drugs offered and the Med/Surg 
drugs offered? 

No No 

S9.10 Are there any substantial differences in the treatment and
benefit services that are subject to concurrent review because of
fraud, waste & abuse between MH/SUD services and Med/Surg
services? 

No No 

S10 Retrospective Review Benefit NQTL Practices 
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S10.1 Are there any substantive differences between the
treatment and services populations (frequency & volume) that
are subject to retrospective reviews within the MH/SUD
services offered & the Med/Surg services offered?

No No 

S10.2 Are there any substantive differences between the
retrospective review rates of approvals and denials between
MH/SUD benefits provided and Med/Surg benefits provided? 

No No 

S10.3 Are the timeframes, thresholds, benchmarks, factors, 
ratios, limits, and benefit eligibility rules subject to retrospective 
review the same for MH/SUD services as for Med/Surg
services?  

Yes Yes 

    S10.3.a Please Explain Timeframes and eligibility rules for retrospective review are
governed by the same state and federal requirements and plan
terms for both benefit groups. Retrospective reviews are
conducted within 30 calendar days from receipt of the request.

Timeframes and eligibility rules for retrospective review are
governed by the same state and federal requirements and plan
terms for both benefit groups. Retrospective reviews are
conducted within 30 calendar days from receipt of the request.

S10.4 Are there any substantive differences within the
retrospective review process (i.e. prior certification 
requirements, Medical necessity review, appropriateness of care 
&/or benefit eligibility) between the MH/SUD services provided 
and the Med/Surg services provided? 

No No 

S10.5 Are your automated (auto-adjudicated) claims rules for
retrospective review qualification the same for MH/SUD 
services as they are for Med/Surg services? 

Yes Yes 

S10.6 Are there any substantial differences in the retrospective
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S10.7 Are there any differences in your RX retrospective review 
qualification requirements for MH/SUD drugs and Med/Surg 
drugs? If yes, please explain. 

No No 

S10.8 Are there any substantial differences between the total Rx 
populations that are subject to retrospective reviews between the 
MH/SUD drugs offered and the Med/Surg drugs offered?

No No 

S10.9 Are there any substantial differences in the services being
subject to retrospective review because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S11 Clinical Procedure Coding, Billing Coding and Process
NQTL Practices 
S11.1 Are there any differences in how you apply and use your
billing/clinical/medical coding resources (i.e. CPT, ICD, AMA, 

No No 
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Centers for Medicare & Medicaid Services, IT Systems &
HCPCS) throughout your operations and implementation 
practices between MH/SUD services and Med/Surg Services?  * 
Please include in this comparative analysis any differences that
might exist between In-Network and Out-Of-Network 
practices/procedures and also between In-House and any 
Outsourced practices/procedures or functions. 
S11.2 Are there any processing differences within your
automated or auto-adjudicated claims handling practices 
involving your coding resources between the MH/SUD services
and Med/Surg services? 

No No 

S11.3.a Are there any processing differences within your
administrative claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.3.b Are there any processing differences within your
clinical claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.4.a Are any of your administrative claims handling
practices involving coding resources outsourced for MH/SUD 
services or Med/Surg services? 

No No 

S11.4.b Are any of your clinical claims handling practices
involving coding resources outsourced for MH/SUD services 
and Med/Surg services? 

No No 
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S12 Case & Medical Management NQTL Practices Case management programs for United are not treatment limitations. These programs are entirely voluntary; they are offered to 
members with both M/S and MH/SUD conditions and can also be requested by members. An enrollee’s participation in case 
management under United’s plans does not limit the scope or duration of benefits for either MH/SUD or M/S benefits. There are no 
adverse consequences to enrollees’ benefits if they decide not to participate in a case management program, nor are there adverse 
consequences to their benefits if they decide to stop participating in a case management program. . To be clear, there is no impact on 
provider reimbursement or member cost-sharing if a member declines to participate or ceases participation in a case management  
program.
 
Similar case management programs are offered for both M/S and MH/SUD. As an example, case management is provided for complex 
medical conditions, such as cancer. The Cancer Support Program provides comprehensive support for members with all types of 
cancer, adult and pediatric. Experienced cancer nurses serve as a single source for individuals diagnosed with cancer to obtain cancer 
information, support and guidance in navigating the health care system. The program guides patients through their course of  care.
 
For MH/SUD, case management is also offered to help members with complex behavioral health conditions connect with needed 
services and resources. Optum staff work closely with individuals in the development of a comprehensive plan of care, which may 
include assisting the member with setting up appointments, connecting individuals with therapeutic services, providing resources on 
community and social determinants of health supports, recovery and resiliency services, and recommending or assisting with other 
services as appropriate (such as legal services or shelter).
 
Case management is separate and apart from utilization management. Case management programs do not limit or exclude benefits 
based on medical necessity or medical appropriateness. Case managers are not providing oversight over the treatments provided or 
recommended by practitioners, including by denying or modifying the type or level of care. They do not evaluate whether treatments 
being provided are medically necessary but rather serve to connect members with the appropriate resources (whether internal, external 
or community-based) to support the member’s  needs.
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S13 Network Adequacy & Provider Reimbursement Rates 
S13.1 Are your geographic access adequacy time and distance
standards experienced in your Networks throughout Connecticut 
regions, comparable between similarly skilled & qualified 
MH/SUD providers and Med/Surg providers? 

Yes Yes 

S13.2 Are the provider to member ratios in your Networks
throughout the Connecticut geographical regions comparable 
when analyzed between the similarly skilled & qualified
MH/SUD providers & Med/Surg providers? 

Yes Yes 

    S13.2.a Please explain any differences and how they might be 
comparable? 

There are no material differences.  There are no material differences.  

S13.3 Do you perform any comparative cross-validations on the
actual patient-centered network adequacy outcome rates or 
experience levels between similarly skilled & trained networks
of MH/SUD providers and Med/Surg providers (i.e. patient wait 
times and acceptance rates)? 

No No 

    S13.3.a Please explain any differences in the new patient 
acceptance rate or the patient appointment wait times between
similarly skilled/licensed providers or facilities (throughout 
Connecticut regions but within the travel time and distance
parameters)?? 

New patient acceptance rates and patient appointment wait
times are not compared between M/S and MH/SUD in
connection with parity analyses. 

New patient acceptance rates and patient appointment wait
times are not compared between M/S and MH/SUD in
connection with parity analyses. 

S13.4 What is the mean percentage on your in-network and
out-of-network provider reimbursement rates when compared as 
a percent of the Medicare reimbursement rates? Please provide
this averaged percentage broken out by MH/SUD and
Medical/Surgical benefits and compiled using the ICD and
DSM standards and the CPT billing codes. 
    S13.4.a Are your in-network and out of network provider 
reimbursement rates for similarly qualified MH/SUD & 
Med/Surg providers on similarly classified 
services/care/treatment comparable when benchmarked to the 
applicable CMS medicare reimbursement rates? 

Yes Yes 

    S13.4.c Please explain any material differences between them 
and how they are comparable. Please address any
non-comparable material differences in the reimbursement rates 
for Psychiatrists, Psychologists or LCSWs in the context of their 
network patient wait times and acceptance rates. 

Please see response to S13.4. Please see response to S13.4. 

S13.5 Are your similarly classified MH/SUD Rx & Med/Surg
Rx-Pharmaceutical reimbursement rates (whether INN or OON/ 
inside or outside the formulary/ or voluntary or involuntary)
comparable when benchmarked to the CMS Medicare rates

No No 
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based off the average pharmaceutical wholesale pricing index
(AWP)? 
    S13.5.a Please explain any differences and how they might be 
comparable? 

Prescription drug reimbursement is not benchmarked to a CMS
Medicare AWP-based rate.  

Prescription drug reimbursement is not benchmarked to a CMS
Medicare AWP-based rate.  

    S13.5.b If any of your pharmaceutical reimbursement rates 
are paid at a rate less than the average pharmaceutical wholesale 
pricing index benchmark rate, please provide a list of them
broken out by MH/SUD Rx and Med/Surg Rx?

Please see response to S13.5.a. Please see response to S13.5.a. 

S13.6 Do you maintain Telehealth Networks or Provider
Arrangements/Agreements with Providers or Facilities? 

Yes Yes 

    S13.6.a Do you perform comparative analysis between 
similarly skilled, qualified & licensed Medical/Surgical and 
Mental Health/Substance Use Providers, assuming Network 
adequacy time and distance parameters, and specific within
Telehealth, Virtualhealth or In-person care network 
Arrangements? Were there any differences, imbalances or 
disparities between their processes or workflow design 
requirements? 

No. Telehealth services are available, but telehealth is not
assessed in evaluating network adequacy.  

No. Telehealth services are available, but telehealth is not
assessed in evaluating network adequacy.  

S13.7 For MH/SUD providers; are you relying on
telehealth/on-line care to meet the Network Adequacy 
requirements for In-Patient care? 

No No 

S13.8 Please detail and explain the rules, procedures and
guidelines used to negotiate and establish the specific rates for
providers. Please explain and identify any differences in factors, 
processes or methodology approaches between MH/SUD 
providers and Med/Surg providers and demonstrate 
comparability. 

The provider submits a completed application to Optum to be
included in the provider network. Optum offers a contract and
reimbursement rate package to the provider. If the provider
rejects the contract proposal, UBH may negotiate with the
provider using the Provider Services, Network Adequacy 
Requirements / Need, Provider Type, and Provider’s Geographic 
Location factors.   
 
When initially offering a contract and reimbursement rate
package to the provider, Optum starts with one of five internally 
developed standard fee schedules based on the CMS national
physician fee schedule rates and the CMS geography-specific
rates for the provider’s area. If no existing fee schedule fits the
factual scenario, then the creation of a new fee schedule will be
approved. Fee schedules are developed using all of the design
factors: CMS Rates, Network Adequacy Requirements / Need,
Provider Type, Provider Services and Provider’s Geographic
Location.
 
Once the final fee schedule is agreed upon by Optum and the
provider, that fee schedule is used as the basis for claims
reimbursements. 

The provider submits a completed application to United to be
included in the provider network. United offers a contract and
reimbursement rate package to the provider. If the provider
rejects the contract proposal, United may negotiate with the
provider using the Provider Services, Network Adequacy 
Requirements / Need, Provider Type, and Provider’s Geographic 
Location factors.  
 
When initially offering a contract and reimbursement rate
package to the provider, United determines if an internally
developed standard fee schedule exists that will meet the needs
of the negotiation. If no existing fee schedule fits the factual
scenario, then the creation of a new fee schedule will be
approved. Fee schedules are developed using all of the design
factors: CMS Rates, Network Adequacy Requirements / Need,
Provider Type, Provider Services and Provider’s Geographic
Location.
 
Once the final fee schedule is agreed upon by UHC and the
provider, that fee schedule is used as the basis for paying
claims. 
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S13.9 Please identify any differences between MH/SUD 
provider and Med/Surg provider contract term periods. Please
demonstrate comparability. 

Standard MH/SUD contracts have a one-year term with
autorenewal; providers have an opportunity to negotiate every
year. A shorter contract term length permits the provider to
renegotiate contract rates and terms sooner if the provider so
desires.  

Standard M/S contracts have a three-year term provision that is
negotiable; after the initial term, providers can renew yearly.
Allowing MH/SUD providers to negotiate contracts every year
is less stringent, as it allows MH/SUD providers an opportunity
for a rate adjustment more frequently than for M/S providers.

S13.10 Do any of your provider contracts have automatic
adjustments (up or down) built into them?

Yes Yes 

    S13.10.a Please identify and demonstrate comparability. MH/SUD agreements may include negotiated escalators or 
deflators, which automatically increase or modify rates for
subsequent contract years. 

M/S agreements may include negotiated escalators or deflators,
which automatically increase or modify rates for subsequent
contract years.  

S13.11 Please elaborate further and explain in detail all the
component parts of market dynamics, market demand and
market drivers on your final negotiated rates. Please describe
any noteworthy trends, new developments or variable shifting
that maybe impacting the assumptions in your final rate setting
model. 

Market dynamics factors used in negotiations (M/S and
MH/SUD) include: provider leverage, network need 
(supply/demand), provider member volume, and 
market/specialty prevailing rates. Evidentiary sources include 
market research, provider directory and state geographic access
reports (Quest/GeoAccess) and member reported access data, 
internal claims data, and state published rates. The goal for all
negotiations is to arrive at market competitive rates.

Market dynamics factors used in negotiations (M/S and
MH/SUD) include: provider leverage, network need 
(supply/demand), provider member volume, and 
market/specialty prevailing rates. Evidentiary sources include 
market research, provider directory and state geographic access
reports (Quest/GeoAccess) and member reported access data, 
internal claims data, and state published rates. The goal for all
negotiations is to arrive at market competitive rates.
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Exhibit A (1) 
Annual Mental Health and Substance Use Benefits Compliance Report 

2025 Non-Quantitative Treatment Limitation & Medical Necessity Criteria Differences  

Cigna Hlth & Life Ins Co 

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

S1 Development, Modification or Addition of Medical 
Necessity Criteria. Medical Appropriateness and Level of Care
Treatment Practices 
S1.1 Please select and identify all your clinical basis/criteria
supporting your medical necessity determinations for Mental 
Health/Substance Use Disorder benefits and Medical/Surgical 
Benefits for all your Health Plans offered. If you use others,
please identify and describe them? 

ASAM; MCG/Milliman; Home Grown/In-House Clinical 
Criteria 

MCG/Milliman; Home Grown/In-House Clinical Criteria 

S1.2.a  Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities that are In-Network Vs.
when they are Out-Of-Network? 

No Yes 

    S1.2.a.1 PLEASE EXPLAIN HOW THEY'RE DIFFERENT 
& WHY? 

M/S offers a streamlined review process for in-network but not
out-of-network requests 

S1.2.b Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities whether the clinical 
criteria is developed in-house/homegrown or outsourced/TPA? 

No No 

S1.3 Does all the clinical criteria in use support whether the
treatment satisfies the following? 
    S1.3.a Treatment is medically necessary? Yes Yes 
    S1.3.b Treatment is clinically effective? Yes Yes 
    S1.3.c Treatment is safe? Yes Yes 
    S1.3.d Treatment is appropriate? Yes Yes 
    S1.3.e Treatment medical technologies are covered? Yes Yes 
    S1.3.f Experimental treatment is covered? Yes Yes 
    S1.3.g Investigational treatment is covered? Yes Yes 
    S1.3.h Treatment is contractually covered? No No 
S1.4.a Do you perform your Own UtilizationReview? Yes Yes 
S1.4.b If not or if there are others, who? Cigna and Evernorth do not delegate utilization management for 

any MH/SUD services to any other entities. 
Cigna delegates utilization management to EviCore for the
medical necessity review of some M/S services including high
tech imaging and cardiology, radiation and medical oncology,
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musculoskeletal management, spinal procedures, vascular 
intervention, sleep, molecular labs and gastrointestinal 
endoscopic procedures. 

S1.5 Do any of your Pharmaceutical Formularies or their
systemic processes within Med/Surg and MH/SUD drugs 
maintain any differences between third party administrators, 
Tiering, Networking or Pharmacy Benefit Managing? 

No No 

    S1.5.a Whenever your clinical standards are not derived from 
a globally accepted medical standard/peer reviewed medical 
literature, scientific clinical evidence, consensus physician 
society position statements/opinion papers, peer reviewed 
literature, controlled trials, or controlled studies, please describe 
how you are developing and determining these specific clinical
practices. 

Cigna coverage policies are developed using globally accepted
medical standard/peer reviewed medical literature, scientific 
clinical evidence, consensus physician society position 
statements/opinion papers, peer reviewed literature, controlled 
trials, or controlled studies.   

Cigna coverage policies are developed using globally accepted
medical standard/peer reviewed medical literature, scientific 
clinical evidence, consensus physician society position 
statements/opinion papers, peer reviewed literature, controlled 
trials, or controlled studies.   

    S1.5.b Regarding only these evolving clinical criteria being 
developed and used, are they approached in the same manner
for Med/Surg and MH/SUD clinical criteria and with the same
level of scientific rigor, discipline, and certainty? 

Yes Yes 

    S1.5.c Please describe these clinical criteria methods if there 
exist different approaches between the two groups 

Not Applicable Not Applicable 

S1.6 Please describe your annual review process to maintain
parity within the clinical decision-making process between the
MH/SUD and Med/Surg criteria being used and developed.

Cigna coverage policies are developed using globally accepted
medical standard/peer reviewed medical literature, scientific 
clinical evidence, consensus physician society position 
statements/opinion papers, peer reviewed literature, controlled 
trials, or controlled studies.   
The review and approval of medical necessity clinical coverage
criteria is conducted by Cigna's Payment Policy and Coding
(PP&C), in partnership with Cigna's Healthcare Medical 
Assessment Committee (“HMAC”). The PP&C team provides 
transparent, consistent, industry-standard, and evidence-based 
guidelines upon which to make coding, reimbursement, and
benefit determinations. This team also manages Precertification 
Policy and Coverage Policy  Implementation
 
HMAC conducts evidence-based assessments of medical 
literature and other sources of information pertaining to the
safety and effectiveness of medical and behavioral health
services, therapies, procedures, devices, technologies and 
pharmaceuticals. HMAC is composed of physicians and nurses
and includes specialists from both medical and behavioral
health disciplines. Internal subject matter experts include 
orthopedists, neurologists, neurosurgeons, OBGYNs, 
oncologists, primary care physicians, internists, surgeons, 

Cigna coverage policies are developed using globally accepted
medical standard/peer reviewed medical literature, scientific 
clinical evidence, consensus physician society position 
statements/opinion papers, peer reviewed literature, controlled 
trials, or controlled studies.   
The review and approval of medical necessity clinical coverage
criteria is conducted by Cigna's Payment Policy and Coding
(PP&C), in partnership with Cigna's Healthcare Medical 
Assessment Committee (“HMAC”). The PP&C team provides 
transparent, consistent, industry-standard, and evidence-based 
guidelines upon which to make coding, reimbursement, and
benefit determinations. This team also manages Precertification 
Policy and Coverage Policy  Implementation
 
HMAC conducts evidence-based assessments of medical 
literature and other sources of information pertaining to the
safety and effectiveness of medical and behavioral health
services, therapies, procedures, devices, technologies and 
pharmaceuticals. HMAC is composed of physicians and nurses
and includes specialists from both medical and behavioral
health disciplines. Internal subject matter experts include 
orthopedists, neurologists, neurosurgeons, OBGYNs, 
oncologists, primary care physicians, internists, surgeons, 
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urologists, pulmonologists, cardiologists, psychologists and 
psychiatrists.   
   
Cigna’s HMAC implements an evidence-based medicine 
approach to rank categories of evidence and assign weight to
categories with higher levels of scientific evidence. Additional
variables used to evaluate scientific evidence may include study
design elements, such as number, power, types of outcomes,
comparator intervention, objectiveness of rating tools, and 
blinding, as well as issues related to conflicts and potential bias
of the study authors and institutional  associations.
 
The HMAC establishes and maintains medical necessity criteria 
in the form of published Coverage Policies pertaining to the
various M/S and MH/SUD health services, therapies, 
procedures, devices, technologies and pharmaceuticals to be 
used for utilization management purposes.  
 
All Clinical Criteria, including MCG™, ASAM Criteria®, 
Cigna-Developed, Cigna Co-branded may be subject to review
more frequently than annually when there are new, compelling
clinical data or business factors that require an earlier review of
the existing policy. Additionally, Clinical Criteria may be retired 
and archived when Cigna determines there is no longer a
business or clinical need to maintain such Clinical Criteria.
Archived Clinical Criteria are maintained as required by Cigna’s 
Global Records Management Policy.  
      
While Cigna's Clinical Coverage Policies and vendor guidelines 
are reviewed annually, re-review of Clinical Coverage Policies
and/or topics for new Clinical Coverage Policies are also
identified through multiple channels including requests from the 
provider community, customers, frontline reviewers, Payment 
Policy and Coding (PP&C) (formerly Coverage Policy Unit)
and the impetus of new, emerging and evolving technologies.
Clinical criteria may be updated as needed to reflect current
patterns of care. Input and suggestions are actively invited and
sought from stakeholders, such as community physicians, 
primary care providers and behavioral health  practitioners.
 
 
 

urologists, pulmonologists, cardiologists, psychologists and 
psychiatrists.   
   
Cigna’s HMAC implements an evidence-based medicine 
approach to rank categories of evidence and assign weight to
categories with higher levels of scientific evidence. Additional
variables used to evaluate scientific evidence may include study
design elements, such as number, power, types of outcomes,
comparator intervention, objectiveness of rating tools, and 
blinding, as well as issues related to conflicts and potential bias
of the study authors and institutional  associations.
 
The HMAC establishes and maintains medical necessity criteria 
in the form of published Coverage Policies pertaining to the
various M/S and MH/SUD health services, therapies, 
procedures, devices, technologies and pharmaceuticals to be 
used for utilization management purposes.  
 
All Clinical Criteria, including MCG™, ASAM Criteria®, 
Cigna-Developed, Cigna Co-branded may be subject to review
more frequently than annually when there are new, compelling
clinical data or business factors that require an earlier review of
the existing policy. Additionally, Clinical Criteria may be retired 
and archived when Cigna determines there is no longer a
business or clinical need to maintain such Clinical Criteria.
Archived Clinical Criteria are maintained as required by Cigna’s 
Global Records Management Policy.  
      
While Cigna's Clinical Coverage Policies and vendor guidelines 
are reviewed annually, re-review of Clinical Coverage Policies
and/or topics for new Clinical Coverage Policies are also
identified through multiple channels including requests from the 
provider community, customers, frontline reviewers, Payment 
Policy and Coding (PP&C) (formerly Coverage Policy Unit)
and the impetus of new, emerging and evolving technologies.
Clinical criteria may be updated as needed to reflect current
patterns of care. Input and suggestions are actively invited and
sought from stakeholders, such as community physicians, 
primary care providers and behavioral health  practitioners.
 
 

    S1.6.a Does your annual Inter-Rater Reliability (IRR) 
assessment process involve a step to assess clinically consistent
decision making systemically between MH/SUD and 

No No 
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Med/Surg? 
    S1.6.b Are there any differences between your IRR process 
for determining clinical consistency between MH/SUD and 
Med/Surg services? 

No No 

S1.7 Do you auto adjudicate Administrative Denials? No No 
S1.8 Please explain how all your systems, standards, protocols
and rules of processing, administering and adjudicating health
insurance plans are maintaining equitability and parity between
the similar classifications of Mental health insurance coverage
and medical/surgical health insurance coverage. 
    S1.8.a Alternative services Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.b Alternative supplies Other Medically Necessary/Medical Necessity 
       If "Other" is selected, Please identify and describe all these 
additional criteria used 

See above. All durable medical equipment and other supplies go 
through the medical plan; this is not applicable to MH/SUD.

    S1.8.c Alternative medications Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.d Alternative settings Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
S1.9.a Please provide an outline of all your specific clinical
standards and sources used to support your medical necessity
coverages for Med/Surg and MH/SUD services. Please 
summarize listing the clinical standards or basis used,
processing/systemic workflows, compliance committees  and 
how they are ensuring and testing that comparable congruency
is being maintained between the two benefit groups (Med/Surg
vs. MH/Sud). 

Cigna/Evernorth utilizes the following clinical criteria in 
rendering MH/SUD medical necessity determinations:  
•Evernorth Behavioral Health Clinical Coverage  Policies
•MCG™  (MH)
•The ASAM Criteria®  (SUD)
 
 
As outlined in question S1.6 there is one committee overseeing
coverage policies and guidelines for both MH/SUD and M/S.
Additionally, while MH/SUD and M/S conduct separate IRRs,
both review and analyze results and report to their respective
quality committees which report into the same Quality
Management Committee.  
 

Cigna utilizes the following clinical criteria in rendering M/S
medical necessity determinations:  
•Cigna Clinical Coverage  Policies
 •MCG™
 
As outlined in question S1.6 there is one committee overseeing
coverage policies and guidelines for both MH/SUD and M/S.
Additionally, while MH/SUD and M/S conduct separate IRRs,
both review and analyze results and report to their respective
quality committees which report into the same Quality
Management Committee.  
 

S1.9.b Please specifically identify the clinical standards 
supporting the following 
    S1.9.b.1 Supplies Cigna applies the factors listed below to assess whether services 

meet the requirements for medical  necessity.
•FDA  Approval/Clearance
•Peer Reviewed  Evidence/Publication
•Clinical Trials and  Studies
All durable medical equipment and other supplies go through
the medical plan; this is not applicable to MH/SUD.

Cigna applies the factors listed below to assess whether services 
meet the requirements for medical  necessity.
•FDA  Approval/Clearance
•Peer Reviewed  Evidence/Publication
Clinical Trials and  Studies
Cigna Clinical Coverage Policies 

    S1.9.b.2 Pharmaceutical_Medications Cigna Clinical Coverage Policies Cigna Clinical Coverage Policies 
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    S1.9.b.3 Procedures Cigna Clinical Coverage  Policies
MCG™  (MH)
The ASAM Criteria®  (SUD)
 

Cigna Clinical Coverage  Policies
MCG™  
 

    S1.9.b.4 Devices  All durable medical equipment and other supplies go through 
the medical plan; this is not applicable to MH/SUD.

Cigna Clinical Coverage Policies 

    S1.9.b.5 Equipment All durable medical equipment and other supplies go through
the medical plan; this is not applicable to MH/SUD.

Cigna Clinical Coverage Policies 

    S1.9.b.6 Therapies Cigna Clinical Coverage Policies Cigna Clinical Coverage Policies 
    S1.9.b.7 Technology All durable medical equipment and other supplies go through

the medical plan; this is not applicable to MH/SUD.
Cigna Clinical Coverage Policies 

    S1.9.b.8 Imaging All imaging services go through the medical plan; this is not
applicable to MH/SUD 

Cigna Clinical Coverage Policies 

    S1.9.b.9 Diagnostic_Interventions All imaging services and diagnostic interventions go through
the medical plan; this is not applicable to MH/SUD

Cigna Clinical Coverage Policies 

    S1.9.b.10 Lab Work All lab services go through the medical plan; this is not
applicable to MH/SUD 

Cigna Clinical Coverage Policies 

S1.10 Please provide an updated listing of all your services that
you have identified as Experimental and Investigational 

There are no MH/SUD codes/services which are considered
always EIU. All behavioral codes/services are reviewed for
medical necessity including EIU.   

Factually, and M/S service could be considered EIU if the
service is used for an off-label reason. Cigna maintains a list of
M/S codes that are always considered EIU. Additional
information can be provided at the Departments request.

S1.11 Over the past year, when you have evaluated the
following evolving and developing items, what changes if any
have been made to your in-house or outsourced clinical
standards and/or systemic processing workflows? 

No changes No changes 

    S1.11.a Clinical methods No changes No changes 
    S1.11.b Safety data No changes No changes 
    S1.11.c Techniques/technologies efficacy No changes No changes 
    S1.11.d All other substantiating scientific research No changes No changes 
S1.12.a Over the past year, what were the covered services or
treatments requested that lacked the immediate credible sourced 
scientific evidence? 

Please refer to question S1.10 responses for EIU services. Please refer to question S1.10 responses for EIU services.

S1.12.b What professional standard, recommendation, 
statement, or expert opinion was used to determine the best
alternative clinical practice to deliver a similar clinical
outcome?  

Oxford 2011 Method is used to make the determination The
Oxford Centre for Evidence-Based Medicine (OCEBM) 
developed the Levels of Evidence to help clinicians and
researchers evaluate the quality of evidence available for clinical 
decision-making. The levels are structured hierarchically, with 
higher levels indicating stronger evidence. Levels of Evidence

Oxford 2011 Method is used to make the determination The
Oxford Centre for Evidence-Based Medicine (OCEBM) 
developed the Levels of Evidence to help clinicians and
researchers evaluate the quality of evidence available for clinical 
decision-making. The levels are structured hierarchically, with 
higher levels indicating stronger evidence. Levels of Evidence
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Level 1: Systematic reviews of randomized controlled trials
(RCTs) or individual RCTs with a low risk of bias. Level 2:
Systematic reviews of cohort studies or individual cohort studies 
with a low risk of bias. Level 3: Systematic reviews of
case-control studies or individual case-control studies with a
low risk of bias. Level 4: Case series or poor-quality cohort and
case-control studies. Level 5: Expert opinion without explicit
critical appraisal, or based on physiology, bench research, or
first principles. Application and Importance Clinical 
Decision-Making: The levels assist clinicians in quickly 
identifying the best available evidence when making treatment
decisions. Additional information can be provided at the
Departments request.  

Level 1: Systematic reviews of randomized controlled trials
(RCTs) or individual RCTs with a low risk of bias. Level 2:
Systematic reviews of cohort studies or individual cohort studies 
with a low risk of bias. Level 3: Systematic reviews of
case-control studies or individual case-control studies with a
low risk of bias. Level 4: Case series or poor-quality cohort and
case-control studies. Level 5: Expert opinion without explicit
critical appraisal, or based on physiology, bench research, or
first principles. Application and Importance Clinical 
Decision-Making: The levels assist clinicians in quickly 
identifying the best available evidence when making treatment
decisions. Additional information can be provided at the
Departments request.  

S1.13.a Do you conduct a comparative analysis of the
consistency, quality and efficacy of care delivery and treatment
practices between the MH/SUD & MH/SUD clinical portfolios? 

Yes Yes 

S1.13.b Do you evaluate and compare the outcome and results
between these two benefit groups based on these comparative
clinical impacts? 

Yes Yes 

S2 In-Patient & In-Network NQTL Practices 
S2.1 Are there any contractual differences in any similar
in-patient care delivered, between the MH/SUD & Med/Surg
Provider-Facility arrangements? 

Yes Yes 

    S2.1.a Please Explain The primary contractual difference in similar inpatient care
between MH/SUD and M/S would be the type of
reimbursement. MH/SUD facilities typically request/prefer to 
contract at Per Diem rates, opposed to M/S facilities which
typically contract at DRG rates. The contract language and
negotiation process, however, remain the same. 

The primary contractual difference in similar inpatient care
between MH/SUD and M/S would be the type of
reimbursement. MH/SUD facilities typically request/prefer to 
contract at Per Diem rates, opposed to M/S facilities which
typically contract at DRG rates. The contract language and
negotiation process, however, remain the same. 

S2.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the INN MH/SUD services and the INN Med/Surg services?

No No 

S2.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S2.3.a Medical necessity criteria No No 
    S2.3.b Prior authorizations No No 
    S2.3.c Concurrent reviews No No 
    S2.3.d Retrospective reviews No No 
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    S2.3.e Benefit exclusions to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No Yes 

      S2.3.e.1 Please Explain Cigna provided the list of M/S services that are EIU above in
item S1.10 

    S2.3.f Treatment Plan Requirements No No 
    S2.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    S2.3.h Physician Credentialing/Admission Standards No No 
    S2.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S3 In-Patient & Out-of-Network NQTL Practices 
s3.1 Are there any procedural differences between the treatment
of any similar in-patient care delivered between 
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 

No No 

s3.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the OON MH/SUD services and the OON Med/Surg services?

Yes Yes 

    s3.2.a Please Explain Both MH/SUD and M/S require prior authorization of all
non-emergent inpatient admissions.  MH/SUD offers a 
streamlined review process (aka FastCert) in addition to the
standard review conducted by qualified licensed clinicians. In
addition, for both MH/SUD and M/S only a medical director or
peer reviewer can deny a request as not medically necessary.
This is more advantageous for MH/SUD and allows for a faster
TAT on those authorizations.  

Both MH/SUD and M/S require prior authorization of all
non-emergent inpatient admissions. M/S does not offer a
streamlined review process (aka FastCert) for out-of-network 
inpatient admissions in addition to the standard review
conducted by qualified licensed clinicians. In addition, for both
MH/SUD and M/S only a medical director or peer reviewer can
deny a request as not medically necessary.

s3.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    s3.3.a Medical necessity criteria No No 
    s3.3.b Prior-authorizations No No 
    s3.3.c Concurrent reviews No No 
    s3.3.d Retrospective reviews No No 
    s3.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 
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    s3.3.f Treatment Plan Requirements No No 
    s3.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    s3.3.h Physician Credentialing/Admission Standards No No 
    s3.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S4 Out-Patient & In-Network NQTL Practices 
S4.1 Are there any contractual differences on any similar
out-patient care delivered, between the MH/SUD & Med/Surg
Provider-Facility arrangements? 

No No 

S4.2 Are there any fundamental differences between the
out-patient care and delivery standards between the INN
MH/SUD services and the INN Med/Surg services? 

No No 

S4.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S4.3.a Medical necessity criteria No No 
    S4.3.b Prior-authorizations No No 
    S4.3.c Concurrent reviews No No 
    S4.3.d Retrospective reviews No No 
    S4.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S4.3.f Treatment Plan Requirements No No 
    S4.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    h Physician Credentialing/Admission Standards No No 
    S4.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S5 Outpatient & OUT-OF-NETWORK 
S5.1 Are there any procedural differences between the
treatment of any similar out-patient care delivered between
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 

No No 

S5.2 Are there any fundamental differences between the No No 
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out-patient care and delivery standards between the OON
MH/SUD services and the OON Med/Surg services? 
S5.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S5.3.a Medical necessity criteria No No 
    S5.3.b Prior-authorizations No No 
    S5.3.c Concurrent reviews No No 
    S5.3.d Retrospective reviews No No 
    S5.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S5.3.f Treatment Plan Requirements No No 
    S5.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    S5.3.h Physician Credentialing/Admission Standards No No 
    S5.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S6 Emergency Care Treatment & Services (INN & OON)
S6.1 Are there any procedural or fundamental differences
between Emergency Care Treatment and Services between 
MH/SUD Provider(s) and Facilities’ & Med/Surg Provider(s) 
and Facilities’? 

No No 

S6.2 Does any substantive difference exist between any
Emergency Care Treatment between MH/SUD services and
Med/Surg services within the following Scope(s)? 
    S6.2.a Medical necessity criteria No No 
    S6.2.b Prior-authorizations No No 
    S6.2.c Concurrent reviews No No 
    S6.2.d Retrospective reviews No No 
    S6.2.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S6.2.f Treatment Plan Requirements No No 
    S6.2.g Participating & Non-Participating Provider/Facility No No 
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Reimbursement Rates/Structures/Arrangements 
    S6.2.h Physician Credentialing/Admission Standards No No 
    S6.2.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S7 Rx Formulary Design, Management and Pharmacy Services
NQTL Practices 
S7.1 Do any of your pharmaceutical segmentation practices in
your formulary networks ever use inconsistent, unmatched, or
noncomparable evaluation standards, factors, or processes 
(involving both the clinical & non-clinical decision-making) 
within their tiering, prior-authorization, quantity limiting or 
step-therapy review analysis between MH/SUD drugs & 
Med/Surg drugs? 

No No 

S7.2 Are there any meaningful clinical or administrative
differences within the development and standardization process 
of your MH/SUD Formularies and your Med/Surg Formularies? 

No No 

S7.3 Do you use any formulary design factors or development
standards beyond the scope of generally accepted clinical
standards from FDA approvals/indication’s, drug compendia’s, 
medical society guidance, clinical efficacy/Safety (side-effects, 
interactions, contraindications, dosing-dispensing standards & 
potential for abuse), potential for fraud/waste/abuse, clinical 
cost-effectiveness, and utilization management on cost for 
comparative alternatives?   

No No 

S7.4 Do you use the same approach and process for defining the 
potential Fraud, Waste and Abuse populations under the
MH/SUD Formularies as you do when developing the Med/Surg 
Formularies? 

Yes Yes 

S7.5 Are there any fundamental differences in how Pharmacy
Benefit Managers are accessed and used under your MH/SUD
Formularies and within your Med/Surg Formularies?  

No No 

S7.6 Are you subject to any MH/SUD drug to any drug testing
policy, rule, procedure or requirement? 

No No 

S8 Prior-Authorization NQTL Practices 
S8.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for prior authorization review identical
between the similarly classified MH/SUD benefits and 
Med/Surg benefits? 

Yes Yes 

S8.2 Are your Prior-Authorization decision processes, 
established decision turnaround times and averaged decision 

Yes Yes 
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turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits. 
S8.3 Are there any substantive differences between the
treatment and benefit services populations (frequency & 
volume) subject to prior authorization review and between the
MH/SUD services offered & the Med/Surg services offered?

Yes Yes 

    S8.3.a Please Explain Both MH/SUD and M/S require prior authorization for all
non-emergent inpatient admissions.  
MH/SUD requires prior authorization for only two outpatient
services: Applied Behavior Analysis (ABA) and Transcranial 
Magnetic Stimulation (TMS). Prior authorization was removed
from Partial Hospitalization as of 01/01/2025.
Conversely, M/S had over 1000 outpatient codes that require
prior authorization.  

Both MH/SUD and M/S require prior authorization for all
non-emergent inpatient admissions.  
MH/SUD requires prior authorization for only two outpatient
services: Applied Behavior Analysis (ABA) and Transcranial 
Magnetic Stimulation (TMS). Prior authorization was removed
from Partial Hospitalization as of 01/01/2025.
Conversely, M/S had over 1000 outpatient codes that require
prior authorization.  

S8.4 Are there any substantive differences between the prior
authorization rates of approvals and denials between MH/SUD
benefits provided and Med/Surg benefits provided? 

Yes Yes 

    S8.4.a Please Explain In reviewing CT fully insured 2025 data:
In-network inpatient:  
MH/SUD had 54 prior authorization requests with a 1.54%
denial  rate
M/S had 389 prior authorization requests with a 10.80% denial  rate
 
Out-of-network inpatient:  
MH/SUD had 7 prior authorization requests with a 14.29%
denial  rate
M/S had 1 prior authorization request with 0 denials
 
In-network all other outpatient:  
MH/SUD had 21 prior authorization requests with a 9.52%
denial  rate
M/S had 24,472 requests with a 16.78% denial rate
 
Out-of-network all other outpatient:  
MH/SUD had 4 prior authorization requests with a 25% denial  rate
M/S had 860 requests with a 65.12% denial rate.
 
With the exception of out-of-network inpatient, MH/SUD 
demonstrated lower prior authorization volumes and denial 
rates. MH/SUD inpatient numbers are inclusive of Residential
Services which are classified as inpatient services. There are
not any same/similar services comparable to Residential in the

In reviewing CT fully insured 2025 data:
In-network inpatient:  
MH/SUD had 54 prior authorization requests with a 1.54%
denial  rate
M/S had 389 prior authorization requests with a 10.80% denial  rate
 
Out-of-network inpatient:  
MH/SUD had 7 prior authorization requests with a 14.29%
denial  rate
M/S had 1 prior authorization request with 0 denials
 
In-network all other outpatient:  
MH/SUD had 21 prior authorization requests with a 9.52%
denial  rate
M/S had 24,472 requests with a 16.78% denial rate
 
Out-of-network all other outpatient:  
MH/SUD had 4 prior authorization requests with a 25% denial  rate
M/S had 860 requests with a 65.12% denial rate.
 
With the exception of out-of-network inpatient, MH/SUD 
demonstrated lower prior authorization volumes and denial 
rates. MH/SUD inpatient numbers are inclusive of Residential
Services which are classified as inpatient services. There are
not any same/similar services comparable to Residential in the
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M/S IP classification. In addition, many individuals choose to
use their Out-of-Network benefits to access residential care,
especially for substance use disorder treatment. This leads to a
higher number of Out-of-Network MH/SUD admissions when 
compared to M/S. 

M/S IP classification. In addition, many individuals choose to
use their Out-of-Network benefits to access residential care,
especially for substance use disorder treatment. This leads to a
higher number of Out-of-Network MH/SUD admissions when 
compared to M/S. 

S8.5 Are the timeframes, thresholds, factors, ratios, limits and
rules subject to qualified prior-authorizations the same for
MH/SUD services as for Med/Surg services? 

Yes Yes 

    S8.5.a Please Explain MH/SUD and M/S both adhere to CT specific timeliness
guidelines for urgent and non-urgent prior authorization 
requests.  
 
Cigna applies the same factors, sources, and evidentiary
standards when identifying services requiring prior 
authorization to both MH/SUD and M/S:  
 
1.Experimental/Investigational/Unproven service 
(Non-quantitative)   
2.Potential benefit exclusion  (Non-quantitative)
3.Serious safety risk (Non-quantitative)  
4.Significant variation in Evidence-based practice 
(Non-quantitative)  
5.Potential for Fraud, Waste or Abuse (Non-quantitative)
6.Estimated average cost (Quantitative)    
7. Return on Investment (ROI) (Quantitative)
 

MH/SUD and M/S both adhere to CT specific timeliness
guidelines for urgent and non-urgent prior authorization 
requests.  
 
Cigna applies the same factors, sources, and evidentiary
standards when identifying services requiring prior 
authorization to both MH/SUD and  M/S.
 
1.Experimental/Investigational/Unproven service 
(Non-quantitative)   
2.Potential benefit exclusion  (Non-quantitative)
3.Serious safety risk (Non-quantitative)  
4.Significant variation in Evidence-based practice 
(Non-quantitative)  
5.Potential for Fraud, Waste or Abuse (Non-quantitative)
6.Estimated average cost (Quantitative)    
7. Return on Investment (ROI) (Quantitative)
 

S8.6 Are your automated (auto-adjudicated) claims rules for
prior authorization qualification the same for MH/SUD services
as they are for Med/Surg services? 

Yes Yes 

    S8.6.a Please Explain MH/SUD and M/S automated claim rules related to prior
authorization qualification are identical. That is to say, when
the claim is received for a procedure that requires prior
authorization and the claim and prior authorization are a match
(procedure, date of service, etc.) the claim will auto-adjudicate.   

MH/SUD and M/S automated claim rules related to prior
authorization qualification are identical. That is to say, when
the claim is received for a procedure that requires prior
authorization and the claim and prior authorization are a match
(procedure, date of service, etc.) the claim will auto-adjudicate.   

S8.7 Are there any substantial differences in the prior
authorization benefit Complaints, Appeals or Overturned on 
Appeal Rates between the subject MH/SUD services and the
subject Med/Surg services? 

Yes Yes 

    S8.7.a Please Explain Cigna does not currently differentiate appeals data by prior
authorization, concurrent, and retrospective reviews.  
 
The below data reflects level 1 appeals for 2025 CT fully
insured business.   

Cigna does not currently differentiate appeals data by prior
authorization, concurrent, and retrospective reviews.  
 
The below data reflects level 1 appeals for 2025 CT fully
insured business.   
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In-network inpatient:  
MH/SUD received 4 appeals with a 25% overturn rate.
M/S received 31 appeals with a 35.48% overturn rate
 
Out-of-network inpatient:  
MH/SUD received 9 appeals with 0  overturns
M/S received 12 appeals with a 16.67% overturn rate.
 
In-network outpatient:  
MH/SUD received 3 appeals with a 66.67% overturn rate
M/S received 344 appeals with a 44.19% denial rate.
 
Out-of-network outpatient:  
MH/SUD received 6 appeals with a 66.67% overturn rate
M/S received 45 appeals with a 37.78% overturn rate.
 
Overall, the volumes of appeals for MH/SUD are markedly
lower than M/S. While the outpatient overturn percentages are
higher for MH/SUD, the M/S appeals volume is over 100 times
that of MH/SUD.  
 

 
In-network inpatient:  
MH/SUD received 4 appeals with a 25% overturn rate.
M/S received 31 appeals with a 35.48% overturn rate
 
Out-of-network inpatient:  
MH/SUD received 9 appeals with 0  overturns
M/S received 12 appeals with a 16.67% overturn rate.
 
In-network outpatient:  
MH/SUD received 3 appeals with a 66.67% overturn rate
M/S received 344 appeals with a 44.19% denial rate.
 
Out-of-network outpatient:  
MH/SUD received 6 appeals with a 66.67% overturn rate
M/S received 45 appeals with a 37.78% overturn rate.
 
Overall, the volumes of appeals for MH/SUD are markedly
lower than M/S. While the outpatient overturn percentages are
higher for MH/SUD, the M/S appeals volume is over 100 times
that of  MH/SUD.
 

S8.8 Are there any differences in your RX Prior Authorization
or Step Therapy qualification requirements for MH/SUD drugs
and Med/Surg drugs? 

No No 

S8.9 Are there any substantial differences between the total Rx
populations that are subject to prior authorization or step
therapy between the MH/SUD drugs offered and the Med/Surg
drugs offered? 

No No 

S8.10 Are there any substantial differences in the services being
subject to prior authorization because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S8.11 Please demonstrate how you’re In-Network & 
Out-of-Network prior-authorization MH/SUD & Med/Surg 
benefits are comparable. 

MH/SUD and M/S utilize the same factors, sources, and
evidentiary standards to determine services requiring prior 
authorization.  These services require prior authorization 
regardless of whether they are being performed in or
out-of-network.   

MH/SUD and M/S utilize the same factors, sources, and
evidentiary standards to determine services requiring prior 
authorization.  These services require prior authorization 
regardless of whether they are being performed in or
out-of-network.   

S8.12 Please describe all avenues or portals to request
prior-authorizations and benefit approvals. Please describe any 
differences and demonstrate comparability. 

For both MH/SUD and M/S benefits, a provider may submit a
request for an initial approval by submitting it via fax, email, or
phone. 

For both MH/SUD and M/S benefits, a provider may submit a
request for an initial approval by submitting it via fax, email, or
phone. 

S8.13 Please identify and describe any specific benefit that
follows a different prior-authorization process than the general
standards or majority guidelines. 

MH/SUD and M/S services follow the precertification process
outlined in question S5.3b.1 

MH/SUD and M/S services follow the precertification process
outlined in question S5.3b.1 
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S9 Concurrent Review Benefit NQTL Practices 
S9.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for concurrent reviewed benefits,
identical between the similarly classified MH/SUD benefits and
Med/Surg benefits? 

Yes Yes 

S9.2 Are your concurrent Review decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits? 

No No 

    S9.2.a Please explain the differences and how they might be 
comparable? 

MH/SUD and M/S both adhere to CT specific timeliness
guidelines for urgent and non-urgent concurrent requests.
 
Cigna subjects medical and behavioral services to concurrent
review for the evaluation of medical necessity and efficacy of
the continued service  if:
 
•A request to extend previously authorized services is received
•The services are ongoing  
•An assessment is required to continue to establish the medical
necessity and appropriateness of the current level of care
•Available clinical demonstrates variations of one or more of the 
following:  
oComplexity of the condition and if extension, expansion, or
reduction of services is appropriate  
oExpected timeframe for clinical response/outcomes based on 
literature  
oEfficacy of the service  
oProgress toward goals of the service  
oDischarge/transition planning is required  
  
Benefits subject to prior authorization will also be subject to
concurrent review if continuation of services beyond the initial
course of treatment are being requested.  
This process does not vary based on network status.
 

( )  Yes
(X )  No
MH/SUD and M/S both adhere to CT specific timeliness
guidelines for urgent and non-urgent concurrent requests.
 
Cigna subjects medical and behavioral services to concurrent
review for the evaluation of medical necessity and efficacy of
the continued service  if:
 
•A request to extend previously authorized services is received
•The services are ongoing  
•An assessment is required to continue to establish the medical
necessity and appropriateness of the current level of care
•Available clinical demonstrates variations of one or more of the 
following:  
oComplexity of the condition and if extension, expansion, or
reduction of services is appropriate  
oExpected timeframe for clinical response/outcomes based on 
literature  
oEfficacy of the service  
oProgress toward goals of the service  
oDischarge/transition planning is required  
  
Benefits subject to prior authorization will also be subject to
concurrent review if continuation of services beyond the initial
course of treatment are being requested.  
This process does not vary based on network status.

S9.3 Are there any substantive differences between the ongoing
treatment reviews and their total benefit servicing populations
(frequency & volume) subject to concurrent review and between 
the MH/SUD services offered & the Med/Surg services offered? 

No No 

S9.4 Are there any substantive differences between the Yes Yes 
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concurrent authorization rates of approvals and denials between
MH/SUD benefits provided and the Med/Surg benefits 
provided? 
    S9.4.a Please Explain In reviewing CT fully insured 2025 data:

In-network inpatient:  
MH/SUD had 413 concurrent review requests with a 1.69%
denial  rate
M/S had 1825 concurrent review requests with a 16.66% denial  
rate
 
Out-of-network inpatient:  
MH/SUD had 233 concurrent review requests with a 6.01%
denial  rate
M/S had 1 concurrent review request with 0 denials
 
In-network all other outpatient:  
MH/SUD had 52 concurrent review requests with a 23.08%
denial  rate
M/S had 729 requests with a 1.23% denial rate
 
Out-of-network all other outpatient:  
MH/SUD had 5 concurrent review requests with an 80% denial
rate
M/S had 0 requests.  
 
MH/SUD inpatient numbers are inclusive of Residential 
Services which are classified as inpatient services. There are
not any same/similar services comparable to Residential in the
M/S IP classification. Residential admissions tend to have a
longer length of stay than any other inpatient services. The
average length of stay for Residential MH/SUD is
approximately 18 days, with acute inpatient average length of
stay at about 7 days. In addition, many individuals choose to
use their Out-of-Network benefits to access residential care,
especially for substance use disorder treatment. This leads to a
higher number of Out-of-Network MH/SUD admissions when 
compared to M/S.   

In reviewing CT fully insured 2025 data:
In-network inpatient:  
MH/SUD had 413 concurrent review requests with a 1.69%
denial  rate
M/S had 1825 concurrent review requests with a 16.66% denial  
rate
 
Out-of-network inpatient:  
MH/SUD had 233 concurrent review requests with a 6.01%
denial  rate
M/S had 1 concurrent review request with 0 denials
 
In-network all other outpatient:  
MH/SUD had 52 concurrent review requests with a 23.08%
denial  rate
M/S had 729 requests with a 1.23% denial rate
 
Out-of-network all other outpatient:  
MH/SUD had 5 concurrent review requests with an 80% denial
rate
M/S had 0 requests.  
 
MH/SUD inpatient numbers are inclusive of Residential 
Services which are classified as inpatient services. There are
not any same/similar services comparable to Residential in the
M/S IP classification. Residential admissions tend to have a
longer length of stay than any other inpatient services. The
average length of stay for Residential MH/SUD is
approximately 18 days, with acute inpatient average length of
stay at about 7 days. In addition, many individuals choose to
use their Out-of-Network benefits to access residential care,
especially for substance use disorder treatment. This leads to a
higher number of Out-of-Network MH/SUD admissions when 
compared to M/S.   

S9.5 Are the timeframes, thresholds, factors, ratios, limits, and
rules subject to qualifying a concurrent review treatment the
same for MH/SUD services as they are for Med/Surg services?

Yes Yes 

S9.6 Are there any substantive differences within the concurrent 
review process (i.e. ongoing treatment evaluation process, 
peer-to-peer review, determining patient clinical care/needs, 
Medical necessity review, framework to review all the clinical

No No 
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criteria, clinical judgement decisions &/or review for the
appropriateness in the level of care provided) between the
MH/SUD services provided and the Med/Surg services 
provided? 
S9.7 Are there any substantial differences in the concurrent
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S9.8 Are there any differences in your RX concurrent review or
Step Therapy qualification requirements for MH/SUD drugs and 
Med/Surg drugs? 

No No 

S9.9 Are there any substantial differences between the total Rx
populations that are subject to concurrent review or step therapy 
practices between the MH/SUD drugs offered and the Med/Surg 
drugs offered? 

No No 

S9.10 Are there any substantial differences in the treatment and
benefit services that are subject to concurrent review because of
fraud, waste & abuse between MH/SUD services and Med/Surg
services? 

No No 

S10 Retrospective Review Benefit NQTL Practices 
S10.1 Are there any substantive differences between the
treatment and services populations (frequency & volume) that
are subject to retrospective reviews within the MH/SUD
services offered & the Med/Surg services offered?

No No 

S10.2 Are there any substantive differences between the
retrospective review rates of approvals and denials between
MH/SUD benefits provided and Med/Surg benefits provided? 

Yes Yes 

    S10.2.a Please Explain In reviewing CT fully insured 2025 data:
In-network inpatient:  
MH/SUD had 3 retrospective review requests with 0 denials
M/S had 490 retrospective review requests with an 18.16%
denial  rate
 
Out-of-network inpatient:  
MH/SUD 1 review request with 0  denials
M/S did not have any retrospective review requests
 
In-network all other outpatient:  
MH/SUD did not have any retrospective review requests
M/S had 808 requests with a 51.61% denial rate
 
Out-of-network all other outpatient:  

In reviewing CT fully insured 2025 data:
In-network inpatient:  
MH/SUD had 3 retrospective review requests with 0 denials
M/S had 490 retrospective review requests with an 18.16%
denial  rate
 
Out-of-network inpatient:  
MH/SUD 1 review request with 0  denials
M/S did not have any retrospective review requests
 
In-network all other outpatient:  
MH/SUD did not have any retrospective review requests
M/S had 808 requests with a 51.61% denial rate
 
Out-of-network all other outpatient:  
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MH/SUD did not have any retrospective review requests
M/S had 96 requests with a 55.21% denial rate.
 
MH/SUD had lower retrospective review request volumes and
denial rates across all benefit classifications.  

MH/SUD did not have any retrospective review requests
M/S had 96 requests with a 55.21% denial rate.
 
MH/SUD had lower retrospective review request volumes and
denial rates across all benefit classifications.  

S10.3 Are the timeframes, thresholds, benchmarks, factors, 
ratios, limits, and benefit eligibility rules subject to retrospective 
review the same for MH/SUD services as for Med/Surg
services?  

Yes Yes 

    S10.3.a Please Explain Both MH/SUD and M/S apply a 30-day turnaround time for
retrospective reviews and both also follow the CT specific
requirement regarding extensions.   
 
Services covered under a Cigna-administered benefit plan, 
including both M/S and MH/SUD benefits, may be subject to
retrospective review if a prior authorization or concurrent
review request was required but not  

Both MH/SUD and M/S apply a 30-day turnaround time for
retrospective reviews and both also follow the CT specific
requirement regarding extensions.   
 
Services covered under a Cigna-administered benefit plan, 
including both M/S and MH/SUD benefits, may be subject to
retrospective review if a prior authorization or concurrent
review request was required but not  

S10.4 Are there any substantive differences within the
retrospective review process (i.e. prior certification 
requirements, Medical necessity review, appropriateness of care 
&/or benefit eligibility) between the MH/SUD services provided 
and the Med/Surg services provided? 

No No 

S10.5 Are your automated (auto-adjudicated) claims rules for
retrospective review qualification the same for MH/SUD 
services as they are for Med/Surg services? 

Yes Yes 

S10.6 Are there any substantial differences in the retrospective
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S10.7 Are there any differences in your RX retrospective review 
qualification requirements for MH/SUD drugs and Med/Surg 
drugs? If yes, please explain. 

No No 

S10.8 Are there any substantial differences between the total Rx 
populations that are subject to retrospective reviews between the 
MH/SUD drugs offered and the Med/Surg drugs offered?

No No 

S10.9 Are there any substantial differences in the services being
subject to retrospective review because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S11 Clinical Procedure Coding, Billing Coding and Process
NQTL Practices 
S11.1 Are there any differences in how you apply and use your No No 
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billing/clinical/medical coding resources (i.e. CPT, ICD, AMA, 
Centers for Medicare & Medicaid Services, IT Systems &
HCPCS) throughout your operations and implementation 
practices between MH/SUD services and Med/Surg Services?  * 
Please include in this comparative analysis any differences that
might exist between In-Network and Out-Of-Network 
practices/procedures and also between In-House and any 
Outsourced practices/procedures or functions. 
S11.2 Are there any processing differences within your
automated or auto-adjudicated claims handling practices 
involving your coding resources between the MH/SUD services
and Med/Surg services? 

No No 

S11.3.a Are there any processing differences within your
administrative claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.3.b Are there any processing differences within your
clinical claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.4.a Are any of your administrative claims handling
practices involving coding resources outsourced for MH/SUD 
services or Med/Surg services? 

No No 

S11.4.b Are any of your clinical claims handling practices
involving coding resources outsourced for MH/SUD services 
and Med/Surg services? 

No No 

S12 Case & Medical Management NQTL Practices 
S12.1 Do you offer any Voluntary Case-Medical Management
programs? 

Yes Yes 

    S12.1.a Do these programs track or identify prospective 
adverse determinations? 

No No 

    S12.1.b Are they applied differently between MH/SUD and 
Med/Surg services? 

No No 

    S12.1.c Do they make benefit decision/determinations? No Yes 
    S12.1.d Do they recommend a lower level of care or 
alternative forms of treatment? 

No Yes 

    S12.1.e Do they count any care approved, that is less than the 
treating provider requested, as a denial or partial denial with all
applicable grievance rights? 

Denial Denial 

S12.2 Do you offer any Involuntary Case-Medical Management
programs? 

No No 
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S12.3 Do you offer any voluntary Case-Rx Management
programs? 

No No 

S12.4 Do you offer any Involuntary Case-Rx Management
programs? 

No No 

S12.5 Do your case managers whether exercised in Rx, Medical 
or MH/SUD services recommend medically necessary care or
different levels of medically necessary care or alternative plans
of treatments? 

No Yes 

    S12.5.a Please Explain If an alternate level of care is approved, the requested level is
denied and the agreed upon alternate level is approved.

S12.6 Are there any differences in any of your Case
Management programs Albeit Voluntary or Involuntary between 
similar ones practiced within MH/SUD services and Med/Surg
service’s? 

No No 

S12.7 Please identify and indicate if any of these programs
engage with or interact with Care Coordination, Utilization
Review or any form of treatment planning. 

Case managers outreach to members who have had multiple
admissions and/or emergency room visits, have certain 
diagnoses and/or who have had high-cost claims during the past
six months. Potential case management candidates are also
identified through referrals from clinicians in other programs,
their attending doctor or the member themselves.

Case managers outreach to members who have had multiple
admissions and/or emergency room visits, have certain 
diagnoses and/or who have had high-cost claims during the past
six months. Potential case management candidates are also
identified through referrals from clinicians in other programs,
their attending doctor or the member themselves.

S12.8 Please provide the total number of care & patient cases
managed during the most recent plan year. Please break it out by 
MH/SUD and Med/Surg and voluntary and non-voluntary. 

All Cigna case management programs are voluntary.
 
Across the 7 available programs (Autism, Behavioral Intensive
Case Management, BH Opioid and Pain Management, BH
Parents and Families, Changing Lives by Integrating Mind and
Body, Eating Disorder, and Substance Use), MH/SUD had 50
customers engaged.   
 
Medical Case Management has a much higher engagement
volume (1,833) compared to Behavioral Health Case 
Management (50). Higher medical engagement seems reflective 
of its much larger population. That said, MH/SUD’s lower
engagement volume reflects the difficulties of engaging a more
specialized population dealing with stigma and high recidivism
rates.  

All Cigna case management programs are voluntary.
 
Across the 7 available programs (Transition Case Management,
Complex/Catastrophic Case Management, Maternity Case 
Management, Neonatal Case Management, Oncology Case 
Management, Chronic Kidney Disease, Transplant), M/S had 
1,833 customers engaged.   
 
Medical Case Management has a much higher engagement
volume (1,833) compared to Behavioral Health Case 
Management (50). Higher medical engagement seems reflective 
of its much larger population. That said, MH/SUD’s lower
engagement volume reflects the difficulties of engaging a more
specialized population dealing with stigma and high recidivism
rates.  

S12.9 Please provide comparative analysis of these programs
based on their policies, procedures, rules, requirements and
guidelines between MH/SUD benefits and Med/Surg benefits. 

These Cigna policies were developed and reviewed in
accordance with URAC and NCQA standards, as well as state
mandates  
  
The policies below outline the different ways a case manager
may receive a referral to a case management program and
determine if the screening criteria is met or not for M/S and

These Cigna policies were developed and reviewed in
accordance with URAC and NCQA standards, as well as state
mandates  
  
The policies below outline the different ways a case manager
may receive a referral to a case management program and
determine if the screening criteria is met or not for M/S and
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MH/SUD.   
 
 
HM-CM-01 Behavioral Complex Case Management Program 
Identification and Referral Process  
 
The purpose of this policy is to establish a consistent process to
identify customers for the Behavioral Complex Case 
Management Program/Coaching and Support services.  
 
  
 
Sources of data and information used to identify members with
complex needs for Behavioral Case Management services may
include, but are not limited to:  
 
Claim or encounter data.  
 
Hospital discharge data in step-downs from higher levels of
care.  
 
Pharmacy   
 
Referrals from or data supplied by customers or caregivers.
 
Referrals from or data supplied by individual professionals and
facilities.  
 
  
 
Customers who meet screening criteria are indicated in the
medical record using the appropriate coding and case note and
are assigned for follow-up with a behavioral Case Manager
within the behavioral Case Management Program. For 
customers who do not meet screening criteria, the system record 
is updated with appropriate documentation for not accepting the 
customer into the Behavioral Case Management Program. 
Outreach is made to the customer or responsible party and the
Case Manager or other appropriate staff assess and evaluate
needs and obtains customer agreement to engage in case
management services.  
 
Both processes are similar in that they are designed to ensure a
consistent, standardized approach to identifying, assigning, and 
accepting individuals into a case management program. This
consistency helps maintain quality and compliance across the

MH/SUD.   
 
 
CM-11 Referral Identification, Assignment and Acceptance 
Process  
 
The purpose of this policy is to establish a consistent process for 
the identification, assignment, and acceptance of cases into the
Case Management Program.   
 
  
 
Some examples of referral sources are:
 
Customer referrals  
 
Inpatient Case Management or UM referrals  
 
Short-term case management referrals  
 
Pharmacy data  
 
  
 
If screening criteria is met, cases are assigned to CM staff with
supervisory oversight and guidance. Assignment of cases is
rotational and equalized with consideration.   
 
  
 
If screening criteria is met, the CM assigned to the case
outreaches to the customer/responsible part to assess and
evaluate the need for case management services.
 
  
 
If screening criteria is not met, the system record is updated
with documentation to reflect the non-clinical screening 
information obtained/reviewed, the reason for not accepting the
case and the appropriate reason code/case note.
 
  
Both processes are similar in that they are designed to ensure a
consistent, standardized approach to identifying, assigning, and 
accepting individuals into a case management program. This
consistency helps maintain quality and compliance across the
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organization.    
  
Key differences include the screening criteria and target
populations. As well, while the M/S program provides case
management across a broad population, the behavioral programs 
have a more targeted  approach.
 
The policies below outline the case management assessment
process for M/S and MH/SUD.   
 
 
HM-CM-03 Case Management Assessment  
 
The purpose of this policy is to provide guidance for completing 
a case management assessment to develop an optimal case
management plan which supports customer engagement in 
appropriate behavioral care, promotes optimal functioning and 
addresses risks to medication and treatment compliance.
 
  
 
The Case Management Assessment uses collected data and
information to support the development of the Case
Management Plan in collaboration with the customer or
responsible party and relevant treatment professionals.  
 
The Case Management Plan will be based on identified
customer needs and barriers and consistent with the customer’s
benefit plan. Customer goals are developed, taking into account
customer and caregiver goals, preferences and desired level of
involvement. Goals are prioritized by immediate needs (which
are identified as short term) and long-term needs (which are
anticipated for the future).Both types of goals are measurable
and contain timelines, including an anticipated exit goal from
Case Management Program services.  
 
Both the M/S and MH/SUD case management programs use
evidence-based, standardized assessment tools and a 
customer-centric approach, collaborating with customers and 
professionals to develop measurable, time-bound goals and 
document all processes. The main difference is that CM-03
focuses on general healthcare needs, while HM-CM-03 
specifically supports behavioral health, medication compliance, 
and engagement in treatment. Additionally, HM-CM-03 places 
greater emphasis on behavioral health outcomes and risks to
treatment adherence (due to behavioral health’s customers 

organization.    
  
Key differences include the screening criteria and target
populations. As well, while the M/S program provides case
management across a broad population, the behavioral programs 
have a more targeted approach.   
 
The policies below outline the case management assessment
process for M/S and  MH/SUD.
 
 
CM-03 Case Management Assessment  
 
The purpose of this policy is to provide guidance to the Case
Manager (CM) in completing a case management assessment
and developing an optimal management plan to meet the
customer’s healthcare needs.   
 
  
 
An evidence-based case management assessment is conducted 
on referrals accepted/enrolled into the Case Management 
Program. The customer is assessed using evidence-based tools,
available healthcare information, and the customer/responsible 
party’s verbalized healthcare needs. The CM utilizes this
information to develop a management plan with 
customer-centric prioritized goals.   
 
Case Manager utilizes a standardized evidence-based case 
management assessment tool to evaluate the customer’s needs.
 
  
 
Both the M/S and MH/SUD case management programs use
evidence-based, standardized assessment tools and a 
customer-centric approach, collaborating with customers and 
professionals to develop measurable, time-bound goals and 
document all processes. The main difference is that CM-03
focuses on general healthcare needs, while HM-CM-03 
specifically supports behavioral health, medication compliance, 
and engagement in treatment. Additionally, HM-CM-03 places 
greater emphasis on behavioral health outcomes and risks to
treatment adherence (due to behavioral health’s customers 
propensity to withdraw from treatment), whereas CM-03 centers 
on broad healthcare management and anticipated program exit.
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propensity to withdraw from treatment), whereas CM-03 centers 
on broad healthcare management and anticipated program exit.
 
The policies below establish guidelines for closing a case
management case for M/S and  MH/SUD
 
 
HM-CM-04 Closure of a Behavioral Complex Case 
Management Program Case  
 
The purpose of this policy is to establish guidelines to determine 
when a Behavioral Complex Case Management 
Program/Coaching and Support case is closed and the process
necessary to close the case.  
 
  
 
The Behavioral Complex Case Management Program case 
remains open until one or more of the following circumstances
are met:  
 
  
 
Short- and long-term goal(s),which have been updated 
throughout the life of the case have been met.
 
Short- and long-term goal(s), which have been updated
throughout the life of the case, cannot be met and alternatives
have been established.  
 
The customer expires or benefits have terminated.
 
The customer requests closure of the case.
 
The customer is no longer eligible for benefit coverage.
 
The customer is no longer responsive to outreach calls.
 
Both case management programs aim to support customers
through their health journey and establish clear, standardized
criteria for closing cases, such as goal achievement, completion
of closure plans, or changes in eligibility. The medical case
management policy (CM-07) covers a broad range of closure
events and emphasizes the creation of a closure plan, while the
behavioral health policy (HM-CM-04) includes additional 
closure reasons such as loss of contact, and highlights ongoing

The policies below establish guidelines for closing a case
management case for M/S and  MH/SUD
 
 
CM-07 Closure of a Case Management Case
 
The purpose of this policy is to provide a consistent process for
the Case Manager (CM) in determining when customers no
longer require case management and facilitate appropriate 
communication of case closure.   
 
The Case Manager establishes short-term and long-term goals
as well as a closure plan for the customer as part of the
management plan and determines when a case should close by
evaluation of progress in meeting the management plan goals
and availability of benefits.   
 
CM manages the case until or more of the following events
occur (this list is not all-inclusive):
 
Short- and long-term goal(s) have been achieved.
 
Short- and long-term goal(s) cannot be achieved, and all
alternatives have been exhausted.   
 
Case closure plan is met.   
 
Customer is no longer eligible or dis-enrolled from the health
plan (i.e., benefit coverage terminated and/or benefits 
exhausted)  
 
CM assesses the need for a post closure, follow-up outreach call 
and notifies the customer and/or responsible party.
 
Both case management programs aim to support customers
through their health journey and establish clear, standardized
criteria for closing cases, such as goal achievement, completion
of closure plans, or changes in eligibility. The medical case
management policy (CM-07) covers a broad range of closure
events and emphasizes the creation of a closure plan, while the
behavioral health policy (HM-CM-04) includes additional 
closure reasons such as loss of contact, and highlights ongoing
goal reassessment. In both programs, case managers are
responsible for assessing post-closure needs and ensuring 
customers or responsible parties are notified when a case is
closed.  
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goal reassessment. In both programs, case managers are
responsible for assessing post-closure needs and ensuring 
customers or responsible parties are notified when a case is
closed.  

S12.10 Are members opting-in or opting-out of any of these
programs ever subject to adverse consequences. Such as
financial penalties, limitations or service-care access? 

No No 

S12.11 Please identify and describe all your Peer Review
Programs and include both pre- & post- adverse benefit
determination types. Please describe whenever a peer review
program is executed differently between MH/SUD & Med/Surg
providers and demonstrate comparability. 

Clinical peer reviewers are engaged in all pre and post adverse
determination reviews. The peer reviews are conducted when
the Nurse/ Care Manager determines they cannot issue an
authorization for the service requested. MH/SUD offers a
voluntary, proactive peer-to-peer discussion with the requesting 
provider prior to issuing a denial for all MH/SUD services. The
peer review is offered prior to the issuance of a denial; the
requesting provider can choose whether or not they participate
in the review. Proactive Peer Reviews are conducted for urgent
prior authorization/concurrent and related appeal utilization 
management decisions. The peer review is specific to that
service/level of care request at that given point in time and
applies only to services which require a prior auth or concurrent 
review. Proactive peer reviews may not be done retrospectively
because it would require Cigna to identify potential denials and
call those providers after the service has been rendered
(potentially weeks or months after the fact) to offer a live
discussion. Since the customer has left the hospital and records
have been filed, the provider would then need to request the
records and have a good recollection about what transpired to do 
the review. This process does not seem reasonable or fair to the
provider, Additional information can be provided at the
Departments request.  

Clinical peer reviewers are engaged in all pre and post adverse
determination reviews. The peer reviews are conducted when
the Nurse/ Care Manager determines they cannot issue an
authorization for the service requested. M/S requires providers
to initiate the peer review after a medical director's adverse
determination has been issued. Additional information can be
provided at the Departments request.  

S12.12 Please provide the total number of Peer Reviews
conducted in the most recent full plan year under Med/Surg and
under MH/SUD. Include any unique or non-traditional peer
review approaches but include them separately. 

22 MH/SUD peer-to-peer reviews 84 M/S peer-to-peer reviews 

S12.13 Do you maintain any pre-adverse benefit determination
Peer Review programs? 

Yes No 

    S12.13.a please provide the total number performed in the 
most recent full plan year and how many resulted in a full
approval, partial approval and denial. 

22 MH/SUD peer-to-peer  reviews
9 approvals  (40.91%)
13 denials  (59.09%)
 

S13 Network Adequacy & Provider Reimbursement Rates 
S13.1 Are your geographic access adequacy time and distance Yes Yes 
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standards experienced in your Networks throughout Connecticut 
regions, comparable between similarly skilled & qualified 
MH/SUD providers and Med/Surg providers? 
S13.2 Are the provider to member ratios in your Networks
throughout the Connecticut geographical regions comparable 
when analyzed between the similarly skilled & qualified
MH/SUD providers & Med/Surg providers? 

Yes Yes 

    S13.2.a Please explain any differences and how they might be 
comparable? 

Evernorth adheres to all CT network adequacy standards. Evernorth adheres to all CT network adequacy standards.

S13.3 Do you perform any comparative cross-validations on the
actual patient-centered network adequacy outcome rates or 
experience levels between similarly skilled & trained networks
of MH/SUD providers and Med/Surg providers (i.e. patient wait 
times and acceptance rates)? 

Yes Yes 

    S13.3.a Please explain any differences in the new patient 
acceptance rate or the patient appointment wait times between
similarly skilled/licensed providers or facilities (throughout 
Connecticut regions but within the travel time and distance
parameters)?? 

Cigna shares and compares results, concerns and corrective
actions related to network adequacy outcomes across MH/SUD
and  M/S.
 
Based on 2024 survey (2025 survey results won’t be available
until March) MH/SUD results are as follows, all of which meet
our internal  standards/requirements:
 
- Life-Threatening emergency (24/7):  85%
- Urgent Care (48 hours):  72%
- Routine Care (10 business days):  92%
 
Emergency and urgent care accessibility for MH/SUD providers 
was modestly lower (85% / 72%) compared to medical/surgical
specialists (98% / 81%). However, Cigna recognizes that actual
access to MH/SUD emergency and urgent services may be
greater than reflected in survey results, as providers may
appropriately direct members to on call clinicians, emergency
departments, urgent care centers, or virtual care options in
addition to offering direct in person services. Cigna is actively
evaluating opportunities to further refine survey questions to
ensure that all compliant access pathways are clearly understood 
and consistently captured by  respondents.
Routine care accessibility was higher for MH/SUD services
(92%) compared to non urgent medical/surgical specialty care
(85%).
 

Cigna shares and compares results, concerns and corrective
actions related to network adequacy outcomes across MH/SUD
and  M/S.
 
Based on 2024 survey (2025 survey results won’t be available
until March) M/S results are as follows, all of which meet our
internal standards/requirements except for Urgent Care Access 
Specialist and Non-urgent specialty  care:
 
Emergency Care Access Standard:  
•PCP:  99%
•Specialist:  98%
Urgent Care Access Standard:  
•PCP:  97%
•Specialist:  81%
Routine Primary Care Access  Standard:
•PCP:  97%
Preventive Care/Well Visit Care Access Standard:  
•PCP:  92%
Non-Urgent Specialty Care Access  Standard:
•Specialist:  85%
Chiropractic Practitioner Non-Urgent Care Access  Standard:
•Specialist:  100%
Rehabilitation Practitioner Non-Urgent Care Access  Standard:
•Specialist:  100%
 
Emergency and urgent care accessibility for MH/SUD providers 
was modestly lower (85% / 72%) compared to medical/surgical
specialists (98% / 81%). However, Cigna recognizes that actual
access to MH/SUD emergency and urgent services may be
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greater than reflected in survey results, as providers may
appropriately direct members to on call clinicians, emergency
departments, urgent care centers, or virtual care options in
addition to offering direct in person services. Cigna is actively
evaluating opportunities to further refine survey questions to
ensure that all compliant access pathways are clearly understood 
and consistently captured by  respondents.
 
Routine care accessibility was higher for MH/SUD services
(92%) compared to non urgent medical/surgical specialty care
(85%).
 

S13.4 What is the mean percentage on your in-network and
out-of-network provider reimbursement rates when compared as 
a percent of the Medicare reimbursement rates? Please provide
this averaged percentage broken out by MH/SUD and
Medical/Surgical benefits and compiled using the ICD and
DSM standards and the CPT billing codes. 

 In-Network
 
 Psychiatrists
99203135.66%  
99213  78.85%
 
Child  Psychiatrists
99203106.65%  
99213  87.33%
 
 Psychologists
90832 (1 hr)   79.31%
90791 (½ hour)  81.79%
 
 LCSW
90832 (1 hr)   72.15%
90791 (½ hour)  72.60%
 
 Out-of-Network
 Psychiatrists
99203 no  claims
99213  149.78%
 
Child  Psychiatrists
99203 79.20% <50  services
 99213155.85%
 
 Psychologists
90832 (1 hr)  139.93%
90791 (½ hour) 150.47%  
 
 LCSW
90832 (1 hr)   126.79%

 In-Network
 
Orthopedic Surgery  
99203  159.06%
 99213142.04%
 
 Cardiologists
 99203166.10%
 99213133.83%
 
 
Internists  MD
 99203133.14%
 99213111.58%
 
 
General Practice MD  
99203  134.03%
99213  107.01%
 
Family Practice MD  
99203  119.32%
99213  108.17%
 
 Mid-Levels
 99203143.61%
 99213114.48%
 
Endocrinologists  
 99203158.72%
 99213140.55%
 
Gastroenterologist  
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90791 (½ hour)  128.47%
 

99203  172.01%
 99213126.23%
 
 Neurologists
 99203176.64%
 99213153.35%
 
 Pediatrician
 99203169.44%
 99213112.37%
 
 Dermatologists
 99203136.60%
 99213109.53%
 
 Podiatrists
 99203130.53%
 9921399.40%
 
 Chiropractor
 9920330.82%
 9921327.84%
 
Occupational  Therapy
97165106.81% 1  service
97166127.62% 1  service
97167413.30% 1  service
97168134.47% 1  service
 
Physical  Therapy
 9716196.55%
 9716293.10%
 9716381.29%
 97164143.86%
 
Out-of-Network:  
 
Orthopedic Surgery  
99203 139.54%2  services
9921399.42%4  services
 
 Cardiologists
99203no  claims
99213no claims  
 
Internists  MD
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99203125.04% 2  services
 99213105.92%
 
General Practice  MD
99203no  claims
99213404.15% 1  service
 
Family Practice  MD
99203314.18% 1  service
 99213102.79%
 
 Mid-Levels
99203103.94% 5  services
 99213137.04%
 
 Endocrinologists
99203321.86% 1  service
99213119.27% 3  services
 
 Gastroenterologist
99203160.08% 1  service
99213no  claims
 
 Neurologists
99203120.95% 1  service
99213179.17% 5  services
 Pediatrician
99203no claims  
 99213116.94%
 
 Dermatologists
99203243.96% 3  services
 99213185.91%
 
 Podiatrists
99203156.35% 5  services
 99213210.73%
 
 Chiropractor
 9920387.02%
 9921389.89%
 
Occupational  Therapy
97165no  claims
97166177.41% 7  services
97167160.47% 1  service
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97168no claims  
 
Physical  Therapy
 97161164.45%
 97162111.82%
97163147.54% 9  services
97164118.72% 18 services 

    S13.4.a Are your in-network and out of network provider 
reimbursement rates for similarly qualified MH/SUD & 
Med/Surg providers on similarly classified 
services/care/treatment comparable when benchmarked to the 
applicable CMS medicare reimbursement rates? 

Yes Yes 

    S13.4.c Please explain any material differences between them 
and how they are comparable. Please address any
non-comparable material differences in the reimbursement rates 
for Psychiatrists, Psychologists or LCSWs in the context of their 
network patient wait times and acceptance rates. 

Cigna has assessed the reimbursement rates paid across its CT
book-of-business by reference to reimbursement data from 
claims data submitted by providers across all servicing locations 
for the CT book of business in 2025.
In its assessment, Cigna identified variances in provider
reimbursement rates with a number of percentage points
between M/S and MH/SUD providers. Specifically, Cigna’s 
M/S and MH/SUD reimbursement rates revealed that M/S
providers are reimbursed on average at a higher percentage of
Medicare than MH/SUD providers. However, the overhead costs 
for M/S providers are on average higher than the overhead costs
for MH/SUD providers because of the additional expenses of
medical technologies, specialists, etc. necessary to provide M/S
services. Specific to in-network, M/S providers often exercise
more bargaining power in individual negotiations than MH/SUD 
providers because M/S providers are more likely to be part of
larger health care institutions with high name recognition and
strong reputations.   
Comparable outcomes can help evidence compliance with the
in-operation component of the NQTL requirement. However, 
operational outcomes are not determinative of NQTL 
compliance, and a plan may comply with the NQTL
requirement notwithstanding a disparate outcome for an NQTL
applied to MH/SUD benefits as compared to M/S benefits.
Further, other factors that impact reimbursement rates, such as
differentials in overhead and bargaining power between M/S
and MH/SUD providers, show there are causes of disparate
reimbursement rates that are not indicative of NQTL
noncompliance.
For purposes of the comparison, Cigna has compared medical
primary care MD to mental health MD psychiatrists. For
non-MDs, Cigna has compared medical mid-level to mental
health providers, psychologists and LCSWs. For comparison of

Cigna has assessed the reimbursement rates paid across its CT
book-of-business by reference to reimbursement data from 
claims data submitted by providers across all servicing locations 
for the CT book of business in 2025.
In its assessment, Cigna identified variances in provider
reimbursement rates with a number of percentage points
between M/S and MH/SUD providers. Specifically, Cigna’s 
M/S and MH/SUD reimbursement rates revealed that M/S
providers are reimbursed on average at a higher percentage of
Medicare than MH/SUD providers. However, the overhead costs 
for M/S providers are on average higher than the overhead costs
for MH/SUD providers because of the additional expenses of
medical technologies, specialists, etc. necessary to provide M/S
services. Specific to in-network, M/S providers often exercise
more bargaining power in individual negotiations than MH/SUD 
providers because M/S providers are more likely to be part of
larger health care institutions with high name recognition and
strong reputations.   
Comparable outcomes can help evidence compliance with the
in-operation component of the NQTL requirement. However, 
operational outcomes are not determinative of NQTL 
compliance, and a plan may comply with the NQTL
requirement notwithstanding a disparate outcome for an NQTL
applied to MH/SUD benefits as compared to M/S benefits.
Further, other factors that impact reimbursement rates, such as
differentials in overhead and bargaining power between M/S
and MH/SUD providers, show there are causes of disparate
reimbursement rates that are not indicative of NQTL
noncompliance.
For purposes of the comparison, Cigna has compared medical
primary care MD to mental health MD psychiatrists. For
non-MDs, Cigna has compared medical mid-level to mental
health providers, psychologists and LCSWs. For comparison of
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the rendered services, Cigna chose CPT codes 99203 and
99213, patient diagnosis evaluation and management, for 
medical and psychiatrists, and CPT codes 90791 and 90832,
also representing patient diagnosis and management, for mental
health non-physicians. These codes comprise the majority of
services these provider types render, and more importantly they
are specific to medical and mental health billing practices,
respectively.  
It must be noted that these CPT codes represent services not
equally rendered between M/S and MH/SUD providers. For
example, codes 90791 and 90832 are diagnostic and therapeutic
services predominantly billed by MH/SUD providers and much
less likely by M/S. While 99213 and 99203 are evaluation and
management services are much more likely to be billed by M/S
rather than MH/SUD, albeit to a less discrepancy. It should also
be noted that CMS reimburses LCSWs at 75% of Medicare
Allowable (Less than 100% paid to MDs and Psychologists and
85% paid to Mid-Levels). LCSWs are masters-level, 
non-prescribing providers, for which there is not a truly similar
M/S provider type.  
Cigna utilizes service codes 99213 (M/S) and 90791 (MH/SUD) 
based on guidance provided in the Department of Labor (DOL)
Self-Compliance Tool for the Mental Health Parity and
Addiction Equity Act (MHPAEA) comparison framework, 
alongside review of internal claims data suggesting these codes
were highly utilized. In addition to these codes, 99203 (M/S)
and 90792 (MH/SUD) were also considered for inclusion due to 
the similarities in services offered compared to 99213/90791
and the review of internal claims data suggesting that these
codes were also highly utilized. Per the self-compliance tool,
service code 99213 was suggested for use amongst most M/S
provider types and with MH/SUD Psychiatrists. Service code
90791 was recommended for inclusion in the self-compliance
tool for Psychologists and LCSWs, as they are unable to bill
E/M codes (99213) per their licensure. 

the rendered services, Cigna chose CPT codes 99203 and
99213, patient diagnosis evaluation and management, for 
medical and psychiatrists, and CPT codes 90791 and 90832,
also representing patient diagnosis and management, for mental
health non-physicians. These codes comprise the majority of
services these provider types render, and more importantly they
are specific to medical and mental health billing practices,
respectively.  
It must be noted that these CPT codes represent services not
equally rendered between M/S and MH/SUD providers. For
example, codes 90791 and 90832 are diagnostic and therapeutic
services predominantly billed by MH/SUD providers and much
less likely by M/S. While 99213 and 99203 are evaluation and
management services are much more likely to be billed by M/S
rather than MH/SUD, albeit to a less discrepancy. It should also
be noted that CMS reimburses LCSWs at 75% of Medicare
Allowable (Less than 100% paid to MDs and Psychologists and
85% paid to Mid-Levels). LCSWs are masters-level, 
non-prescribing providers, for which there is not a truly similar
M/S provider type.  
Cigna utilizes service codes 99213 (M/S) and 90791 (MH/SUD) 
based on guidance provided in the Department of Labor (DOL)
Self-Compliance Tool for the Mental Health Parity and
Addiction Equity Act (MHPAEA) comparison framework, 
alongside review of internal claims data suggesting these codes
were highly utilized. In addition to these codes, 99203 (M/S)
and 90792 (MH/SUD) were also considered for inclusion due to 
the similarities in services offered compared to 99213/90791
and the review of internal claims data suggesting that these
codes were also highly utilized. Per the self-compliance tool,
service code 99213 was suggested for use amongst most M/S
provider types and with MH/SUD Psychiatrists. Service code
90791 was recommended for inclusion in the self-compliance
tool for Psychologists and LCSWs, as they are unable to bill
E/M codes (99213) per their licensure. 

S13.5 Are your similarly classified MH/SUD Rx & Med/Surg
Rx-Pharmaceutical reimbursement rates (whether INN or OON/ 
inside or outside the formulary/ or voluntary or involuntary)
comparable when benchmarked to the CMS Medicare rates
based off the average pharmaceutical wholesale pricing index
(AWP)? 

Yes Yes 

    S13.5.a Please explain any differences and how they might be 
comparable? 

Cigna does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.
CMS Medicare rates are not published for prescription drug
benefits. 

Cigna does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.
CMS Medicare rates are not published for prescription drug
benefits.
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    S13.5.b If any of your pharmaceutical reimbursement rates 
are paid at a rate less than the average pharmaceutical wholesale 
pricing index benchmark rate, please provide a list of them
broken out by MH/SUD Rx and Med/Surg Rx?

Cigna does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.

Cigna does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.

S13.6 Do you maintain Telehealth Networks or Provider
Arrangements/Agreements with Providers or Facilities? 

Yes Yes 

    S13.6.a Do you perform comparative analysis between 
similarly skilled, qualified & licensed Medical/Surgical and 
Mental Health/Substance Use Providers, assuming Network 
adequacy time and distance parameters, and specific within
Telehealth, Virtualhealth or In-person care network 
Arrangements? Were there any differences, imbalances or 
disparities between their processes or workflow design 
requirements? 

Cigna monitors MH/SUD and M/S provider availability and
accessibility utilizing various elements  including:
The use of ratios such as the number of each type of
practitioners to number of members or the number of primary
care practices accepting new patients to number of members.
The geographic distribution of practitioners that are within an
acceptable distance to a practitioner’s office or within an
acceptable drive time.  
A quantitative and qualitative analysis that includes initial
measurements to analyze data, then subsequent remeasurements 
if quantitative analysis demonstrates that stated goals were not
met.  
In the event state-specific requirements differ from NCQA,
Cigna and Evernorth will maintain compliance with the most
stringent  requirements.
 
Cigna assesses supply and demand of both M/A and MH/SUD
provider types and/or specialties based upon the same indicators 
including NCQA and NAIC, and federal/state, network 
adequacy and access standards.  

Cigna monitors MH/SUD and M/S provider availability and
accessibility utilizing various elements  including:
The use of ratios such as the number of each type of
practitioners to number of members or the number of primary
care practices accepting new patients to number of members.
The geographic distribution of practitioners that are within an
acceptable distance to a practitioner’s office or within an
acceptable drive time.  
A quantitative and qualitative analysis that includes initial
measurements to analyze data, then subsequent remeasurements 
if quantitative analysis demonstrates that stated goals were not
met.  
In the event state-specific requirements differ from NCQA,
Cigna and Evernorth will maintain compliance with the most
stringent  requirements.
 
Cigna assesses supply and demand of both M/A and MH/SUD
provider types and/or specialties based upon the same indicators 
including NCQA and NAIC, and federal/state, network 
adequacy and access standards.  
 
 

S13.7 For MH/SUD providers; are you relying on
telehealth/on-line care to meet the Network Adequacy 
requirements for In-Patient care? 

No No 

S13.8 Please detail and explain the rules, procedures and
guidelines used to negotiate and establish the specific rates for
providers. Please explain and identify any differences in factors, 
processes or methodology approaches between MH/SUD 
providers and Med/Surg providers and demonstrate 
comparability. 

Inpatient:  
Cigna maintains an open network and will contract with any
MH/SUD or M/S provider or facility for Inpatient In-Network
services. Cigna does not limit parties with whom it will contract 
and negotiate rates.  
 
Both MH/SUD and M/S negotiations are based upon the
provider and information available at a single point-in-time.
Negotiations depend on the evaluation of factors including the
provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the

Inpatient:  
Cigna maintains an open network and will contract with any
MH/SUD or M/S provider or facility for Inpatient In-Network
services. Cigna does not limit parties with whom it will contract 
and negotiate rates.  
 
Both MH/SUD and M/S negotiations are based upon the
provider and information available at a single point-in-time.
Negotiations depend on the evaluation of factors including the
provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the
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“supply” of that provider type or specialty; and the reputation,
name recognition, and quality of the provider, collectively
referred to “supply and demand.” Accordingly, different 
providers and facilities can have vastly different negotiating or
bargaining power. A provider’s bargaining power is dependent
upon provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the
“supply” of that provider type or specialty; and the reputation,
name recognition, and/or quality of the
 
For inpatient facility claims, rates for in-network M/S and
MH/SUD Inpatient services are determined by the Medicare
Inpatient Prospective Payment System (IPPS), which relies on:
 
•Diagnosis-Related Groups (DRGs) to classify hospital  stays.
•Hospital Wage Index to adjust payments based on geographic
differences in hospital labor  costs.
•Outlier payments for unusually costly  cases.
 
For inpatient practitioner claims, rates for in-network M/S and
MH/SUD Inpatient services are determined by the Medicare
Physician Fee Schedule (PFS), which relies on:
 
•Relative Value Units  (RVUs)
•Geographic Practice Cost Index  (GPCI)
 
Cigna applies this methodology to determine Reimbursement 
Rates for both M/S and MH/SUD services. Cigna RBRVS is set  
annually:
 
[(Work RVU x Work GPCI) + (Practice RVU x Practice GPCI)  +
(Malpractice RVU x Malpractice GPCI)] x Conversion Factor =  
Reimbursement
 
Reimbursement rates are analyzed and negotiated by either a
Recruiter or Contract Negotiator, with oversight from a
Contracting Director. The same standard methodologies are 
used for both M/S and MH/SUD rate negotiation and any
substantial deviations from standard reimbursement rates must 
be justified and approved by more senior representatives in the
respective contracting areas. All staff participating in contract
negotiation are trained on internal Cigna policies and
procedures and have access to necessary tools to negotiate and
develop appropriate reimbursement rates based on standard 
methodologies, provider-specific reimbursement requests and 
escalate for justification and approval any deviations. Factors

“supply” of that provider type or specialty; and the reputation,
name recognition, and quality of the provider, collectively
referred to “supply and demand.” Accordingly, different 
providers and facilities can have vastly different negotiating or
bargaining power. A provider’s bargaining power is dependent
upon provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the
“supply” of that provider type or specialty; and the reputation,
name recognition, and/or quality of the
 
For inpatient facility claims, rates for in-network M/S and
MH/SUD Inpatient services are determined by the Medicare
Inpatient Prospective Payment System (IPPS), which relies on:
 
•Diagnosis-Related Groups (DRGs) to classify hospital  stays.
•Hospital Wage Index to adjust payments based on geographic
differences in hospital labor  costs.
•Outlier payments for unusually costly  cases.
 
For inpatient practitioner claims, rates for in-network M/S and
MH/SUD Inpatient services are determined by the Medicare
Physician Fee Schedule (PFS), which relies on:
 
•Relative Value Units  (RVUs)
•Geographic Practice Cost Index  (GPCI)
 
Cigna applies this methodology to determine Reimbursement 
Rates for both M/S and MH/SUD services. Cigna RBRVS is set  
annually:
 
[(Work RVU x Work GPCI) + (Practice RVU x Practice GPCI)  +
(Malpractice RVU x Malpractice GPCI)] x Conversion Factor =  
Reimbursement
 
Reimbursement rates are analyzed and negotiated by either a
Recruiter or Contract Negotiator, with oversight from a
Contracting Director. The same standard methodologies are 
used for both M/S and MH/SUD rate negotiation and any
substantial deviations from standard reimbursement rates must 
be justified and approved by more senior representatives in the
respective contracting areas. All staff participating in contract
negotiation are trained on internal Cigna policies and
procedures and have access to necessary tools to negotiate and
develop appropriate reimbursement rates based on standard 
methodologies, provider-specific reimbursement requests and 
escalate for justification and approval any deviations. Factors
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assessed to determine whether to vary from the standard fee
schedule are derived from, where available, Medicare rates
including whether the provider experiences a high volume of
utilization, the populations served, and the dynamics of the
geographic market in which the provider is located (e.g. whether 
the provider is needed to fill or prevent an adequacy deficiency,
and the competitiveness and acceptability of the requested rate). 
Indeed, the MH/SUD provider contracting process ensures by
policy the consideration of such factors in connection with rate
negotiations to avoid inappropriately discrepant negotiation 
outcomes and/or avoidable adequacy  deficiencies.
 
Set forth below is a current listing of the qualifications of all
personnel responsible for the design and application of the
NQTL. This includes, but is not limited to, personnel reviewing
and approving provider reimbursement rates for MH/SUD 
services and M/S  services.
 
•Behavioral Health Contracting Director: Master’s Degree 
preferred. 6+ years of experience. Healthcare M/S Bachelor’s
Degree; MBA or Master’s Degree in HealthCare Administration 
or health-related field preferred; minimum of 10 years managed
healthcare experience  preferred.
•Behavioral Health Contract Negotiators: Bachelor’s Degree or 
3-5 years’ experience in provider 
services/relations/contracting/network  development.
•Healthcare M/S Bachelor’s Degree or higher preferred; 3-7
years’ experience preferred (due to various levels of contractor
roles).
 
Cigna uses its standard in-network reimbursement methodology 
for M/S and MH/SUD providers and facilities for initial
negotiation when a provider enters the network and for the
renegotiation of continued network participation.  
 
Standard reimbursement rates are reimbursement rates that a
provider accepts without contract negotiation. Standard 
reimbursement rates for M/S and MH/SUD inpatient services
are set based upon standard fee schedules. All of which are
developed for facilities, physicians and non-physicians by state
or region.   
 
Non-Standard reimbursement rates are fee schedules developed 
based upon the provider or facility’s negotiation request. The
following factors are considered in all negotiations for both M/S 
and MH/SUD Non-Standard reimbursement:  

assessed to determine whether to vary from the standard fee
schedule are derived from, where available, Medicare rates
including whether the provider experiences a high volume of
utilization, the populations served, and the dynamics of the
geographic market in which the provider is located (e.g. whether 
the provider is needed to fill or prevent an adequacy deficiency,
and the competitiveness and acceptability of the requested rate). 
Indeed, the MH/SUD provider contracting process ensures by
policy the consideration of such factors in connection with rate
negotiations to avoid inappropriately discrepant negotiation 
outcomes and/or avoidable adequacy  deficiencies.
 
Set forth below is a current listing of the qualifications of all
personnel responsible for the design and application of the
NQTL. This includes, but is not limited to, personnel reviewing
and approving provider reimbursement rates for MH/SUD 
services and M/S  services.
 
•Behavioral Health Contracting Director: Master’s Degree 
preferred. 6+ years of experience. Healthcare M/S Bachelor’s
Degree; MBA or Master’s Degree in HealthCare Administration 
or health-related field preferred; minimum of 10 years managed
healthcare experience  preferred.
•Behavioral Health Contract Negotiators: Bachelor’s Degree or 
3-5 years’ experience in provider 
services/relations/contracting/network  development.
•Healthcare M/S Bachelor’s Degree or higher preferred; 3-7
years’ experience preferred (due to various levels of contractor
roles).
 
Cigna uses its standard in-network reimbursement methodology 
for M/S and MH/SUD providers and facilities for initial
negotiation when a provider enters the network and for the
renegotiation of continued network participation.  
 
Standard reimbursement rates are reimbursement rates that a
provider accepts without contract negotiation. Standard 
reimbursement rates for M/S and MH/SUD inpatient services
are set based upon standard fee schedules. All of which are
developed for facilities, physicians and non-physicians by state
or region.   
 
Non-Standard reimbursement rates are fee schedules developed 
based upon the provider or facility’s negotiation request. The
following factors are considered in all negotiations for both M/S 
and MH/SUD Non-Standard reimbursement:  
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1.Federal or State Law, as  applicable
Where State/Federal law is not applicable, the following factors
are also  considered:
2.Provider Type (i.e., hospital, clinic, and practitioner) and/or
specialty which determines the applicable type of  reimbursement.
3.Medicare Baseline  Rates
4.Market Dynamics (Supply of provider type and/or specialty
Network need and/or demand for provider type and/or specialty
i.e., Network Adequacy). Perceived or actual: reputation or
name recognition, quality of services and bargaining power
5.Geographic  Market
6.Scope and Type of services  
7.Medical Cost  Budget
 8.Utilization
9.Competitive insights, when  available
 
For both M/S and MH/SUD providers, Non-Standard 
reimbursement rates for inpatient benefit classifications are 
analyzed and negotiated by either a Recruiter or Contract
Negotiator, with oversight from a Contracting Manager or
Director. The same standard methodologies are used for both
M/S and MH/SUD rate negotiation and any substantial
deviations from the standard reimbursement rates must be
justified and approved by more senior representatives. All staff
participating in contract negotiation are trained on internal
Cigna policies and procedures to negotiate and develop
appropriate Non-Standard reimbursement rates based on 
documented methodologies, and provider-specific 
reimbursement requests and to escalate any deviations for
justification and  approval.
 
Rate negotiation requests are initiated by the provider/facility
for both MH/SUD and M/S networks. The Provider/Facility
would outreach to Cigna/Evernorth indicating the desire for a
higher initial rate offering or requesting to renegotiate existing
rates. Internal review of the request and assessment of the
factors, sources and thresholds as listed above is conducted by
MH/SUD or M/S contracting negotiator staff. A determination
is made based on that assessment and communicated to the
provider/facility:
 
•Decline to engage in renegotiation (no counter offer)
•Counteroffer provider/facility’s  proposal
•Agree to provider/facility’s  proposal.
 

 
1.Federal or State Law, as  applicable
Where State/Federal law is not applicable, the following factors
are also  considered:
2.Provider Type (i.e., hospital, clinic, and practitioner) and/or
specialty which determines the applicable type of  reimbursement.
3.Medicare Baseline  Rates
4.Market Dynamics (Supply of provider type and/or specialty
Network need and/or demand for provider type and/or specialty
i.e., Network Adequacy). Perceived or actual: reputation or
name recognition, quality of services and bargaining power
5.Geographic  Market
6.Scope and Type of services  
7.Medical Cost  Budget
 8.Utilization
9.Competitive insights, when  available
 
For both M/S and MH/SUD providers, Non-Standard 
reimbursement rates for inpatient benefit classifications are 
analyzed and negotiated by either a Recruiter or Contract
Negotiator, with oversight from a Contracting Manager or
Director. The same standard methodologies are used for both
M/S and MH/SUD rate negotiation and any substantial
deviations from the standard reimbursement rates must be
justified and approved by more senior representatives. All staff
participating in contract negotiation are trained on internal
Cigna policies and procedures to negotiate and develop
appropriate Non-Standard reimbursement rates based on 
documented methodologies, and provider-specific 
reimbursement requests and to escalate any deviations for
justification and  approval.
 
Rate negotiation requests are initiated by the provider/facility
for both MH/SUD and M/S networks. The Provider/Facility
would outreach to Cigna/Evernorth indicating the desire for a
higher initial rate offering or requesting to renegotiate existing
rates. Internal review of the request and assessment of the
factors, sources and thresholds as listed above is conducted by
MH/SUD or M/S contracting negotiator staff. A determination
is made based on that assessment and communicated to the
provider/facility:
 
•Decline to engage in renegotiation (no counter offer)
•Counteroffer provider/facility’s  proposal
•Agree to provider/facility’s  proposal.
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In the event of a counteroffer, the provider/facility may decline,
accept, or provide an additional counteroffer. In the event of a
secondary counter offer, the process could continue to repeat
until such time that either party declines to continue
negotiations or an agreement is  reached.
Re-negotiations of reimbursement rates are conducted according 
to the terms of the contract, or if not specified in the contract,
they are conducted at the request of either party. The number of
Network Providers (Individual, Group or Facility) joining or
already part of the network does not factor into initial rate
offerings.
 
Outpatient:  
Cigna maintains an open network and will contract with any
MH/SUD or M/S provider or facility for Outpatient In-Network
services. Cigna does not limit parties with whom it will contract 
and negotiate rates.  
 
Both MH/SUD and M/S negotiations are based upon the
provider and information available at a single point-in-time.
Negotiations depend on the evaluation of factors including the
provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the
“supply” of that provider type or specialty; and the reputation,
name recognition, and quality of the provider, collectively
referred to “supply and demand.” Accordingly, different 
providers and facilities can have vastly different negotiating or
bargaining power. A provider’s bargaining power is dependent
upon provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the
“supply” of that provider type or specialty; and the reputation,
name recognition, and/or quality of the
 
For outpatient office practitioner and outpatient all other
practitioner services excluding facility, rates for in-network M/S 
and MH/SUD outpatient services are determined as follows:
 
1.CMS (Medicare) RVU (relative value units);  
2.Ingenix data derived from practitioner charges, where 
available is used to fill gaps on procedure codes that do not have 
Medicare rates;  
3.Clinical Lab and Pathology codes, where applicable;
4.Place of Service (POS) (e.g., office, facility);
5.Geographic market, which may be adjusted based upon the
Medicare Geographical Practice Cost Index (GPCI).
 

In the event of a counteroffer, the provider/facility may decline,
accept, or provide an additional counteroffer. In the event of a
secondary counter offer, the process could continue to repeat
until such time that either party declines to continue
negotiations or an agreement is  reached.
Re-negotiations of reimbursement rates are conducted according 
to the terms of the contract, or if not specified in the contract,
they are conducted at the request of either party. The number of
Network Providers (Individual, Group or Facility) joining or
already part of the network does not factor into initial rate
offerings.
 
Outpatient:  
Cigna maintains an open network and will contract with any
MH/SUD or M/S provider or facility for Outpatient In-Network
services. Cigna does not limit parties with whom it will contract 
and negotiate rates.  
 
Both MH/SUD and M/S negotiations are based upon the
provider and information available at a single point-in-time.
Negotiations depend on the evaluation of factors including the
provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the
“supply” of that provider type or specialty; and the reputation,
name recognition, and quality of the provider, collectively
referred to “supply and demand.” Accordingly, different 
providers and facilities can have vastly different negotiating or
bargaining power. A provider’s bargaining power is dependent
upon provider’s size (e.g., a large statewide or national hospital
system vs. an individual solo practitioner); the scarcity or the
“supply” of that provider type or specialty; and the reputation,
name recognition, and/or quality of the
 
For outpatient office practitioner and outpatient all other
practitioner services excluding facility, rates for in-network M/S 
and MH/SUD outpatient services are determined as follows:
 
1.CMS (Medicare) RVU (relative value units);  
2.Ingenix data derived from practitioner charges, where 
available is used to fill gaps on procedure codes that do not have 
Medicare rates;  
3.Clinical Lab and Pathology codes, where applicable;
4.Place of Service (POS) (e.g., office, facility);
5.Geographic market, which may be adjusted based upon the
Medicare Geographical Practice Cost Index (GPCI).
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Cigna applies this methodology to determine Reimbursement 
Rates for both M/S and MH/SUD services. Cigna RBRVS is set
annually: [(Work RVU x Work GPCI) + (Practice RVU x
Practice GPCI) + (Malpractice RVU x Malpractice GPCI)] x
Conversion Factor =  Reimbursement
 
For both M/S and MH/SUD services where there is no CMS
rate or RVU nor vendor benchmark available, the final rate for a 
service covered by the contract is determined to be
 
1.billed charges for the service;  
2.negotiated discount off of billed charges for the service during 
the contracting process.   
 
For outpatient all other facility services, rates for in-network
M/S and MH/SUD outpatient services are determined by the
Medicare Outpatient Prospective Payment System (OPPS), 
which relies  on:
 
•Ambulatory Payment classifications (APCs) to group services 
based on clinical and resource  similarity.
•Outlier payments for services that are unusually expensive.
 
Reimbursement rates are analyzed and negotiated by either a
Recruiter or Contract Negotiator, with oversight from a
Contracting Director. The same standard methodologies are 
used for both M/S and MH/SUD rate negotiation and any
substantial deviations from standard reimbursement rates must 
be justified and approved by more senior representatives in the
respective contracting areas. All staff participating in contract
negotiation are trained on internal Cigna policies and
procedures and have access to necessary tools to negotiate and
develop appropriate reimbursement rates based on standard 
methodologies, provider-specific reimbursement requests and 
escalate for justification and approval any deviations. Factors
assessed to determine whether to vary from the standard fee
schedule are derived from, where available, Medicare rates
including whether the provider experiences a high volume of
utilization, the populations served, and the dynamics of the
geographic market in which the provider is located (e.g. whether 
the provider is needed to fill or prevent an adequacy deficiency,
and the competitiveness and acceptability of the requested rate). 
Indeed, the MH/SUD provider contracting process ensures by
policy the consideration of such factors in connection with rate
negotiations to avoid inappropriately discrepant negotiation 
outcomes and/or avoidable adequacy  deficiencies.

Cigna applies this methodology to determine Reimbursement 
Rates for both M/S and MH/SUD services. Cigna RBRVS is set
annually: [(Work RVU x Work GPCI) + (Practice RVU x
Practice GPCI) + (Malpractice RVU x Malpractice GPCI)] x
Conversion Factor =  Reimbursement
 
For both M/S and MH/SUD services where there is no CMS
rate or RVU nor vendor benchmark available, the final rate for a 
service covered by the contract is determined to be
 
1.billed charges for the service;  
2.negotiated discount off of billed charges for the service during 
the contracting process.   
 
For outpatient all other facility services, rates for in-network
M/S and MH/SUD outpatient services are determined by the
Medicare Outpatient Prospective Payment System (OPPS), 
which relies  on:
 
•Ambulatory Payment classifications (APCs) to group services 
based on clinical and resource  similarity.
•Outlier payments for services that are unusually expensive.
 
Reimbursement rates are analyzed and negotiated by either a
Recruiter or Contract Negotiator, with oversight from a
Contracting Director. The same standard methodologies are 
used for both M/S and MH/SUD rate negotiation and any
substantial deviations from standard reimbursement rates must 
be justified and approved by more senior representatives in the
respective contracting areas. All staff participating in contract
negotiation are trained on internal Cigna policies and
procedures and have access to necessary tools to negotiate and
develop appropriate reimbursement rates based on standard 
methodologies, provider-specific reimbursement requests and 
escalate for justification and approval any deviations. Factors
assessed to determine whether to vary from the standard fee
schedule are derived from, where available, Medicare rates
including whether the provider experiences a high volume of
utilization, the populations served, and the dynamics of the
geographic market in which the provider is located (e.g. whether 
the provider is needed to fill or prevent an adequacy deficiency,
and the competitiveness and acceptability of the requested rate). 
Indeed, the MH/SUD provider contracting process ensures by
policy the consideration of such factors in connection with rate
negotiations to avoid inappropriately discrepant negotiation 
outcomes and/or avoidable adequacy  deficiencies.
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Set forth below is a current listing of the qualifications of all
personnel responsible for the design and application of the
NQTL. This includes, but is not limited to, personnel reviewing
and approving provider reimbursement rates for MH/SUD 
services and M/S  services.
 
•Behavioral Health Contracting Director: Master’s Degree 
preferred. 6+ years of experience. Healthcare M/S Bachelor’s
Degree; MBA or Master’s Degree in HealthCare Administration 
or health-related field preferred; minimum of 10 years managed
healthcare experience  preferred.
•Behavioral Health Contract Negotiators: Bachelor’s Degree or 
3-5 years’ experience in provider 
services/relations/contracting/network  development.
•Healthcare M/S Bachelor’s Degree or higher preferred; 3-7
years’ experience preferred (due to various levels of contractor
roles).
 
Cigna uses its standard in-network reimbursement methodology 
for M/S and MH/SUD providers and facilities for initial
negotiation when a provider enters the network and for the
renegotiation of continued network participation.  
 
Standard reimbursement rates are reimbursement rates that a
provider accepts without contract negotiation. Standard 
reimbursement rates for M/S and MH/SUD outpatient services
are set based upon standard fee schedules. All of which are
developed for facilities, physicians and non-physicians by state
or region.   
 
Non-Standard reimbursement rates are fee schedules developed 
based upon the provider or facility’s negotiation request. The
following factors are considered in all negotiations for both M/S 
and MH/SUD Non-Standard reimbursement:  
 
1.Federal or State Law, as  applicable
Where State/Federal law is not applicable, the following factors
are also  considered:
2.Provider Type (i.e., hospital, clinic, and practitioner) and/or
specialty which determines the applicable type of  reimbursement.
3.Medicare Baseline  Rates
4.Market Dynamics (Supply of provider type and/or specialty
Network need and/or demand for provider type and/or specialty
i.e., Network Adequacy). Perceived or actual: reputation or
name recognition, quality of services and bargaining power

 
Set forth below is a current listing of the qualifications of all
personnel responsible for the design and application of the
NQTL. This includes, but is not limited to, personnel reviewing
and approving provider reimbursement rates for MH/SUD 
services and M/S  services.
 
•Behavioral Health Contracting Director: Master’s Degree 
preferred. 6+ years of experience. Healthcare M/S Bachelor’s
Degree; MBA or Master’s Degree in HealthCare Administration 
or health-related field preferred; minimum of 10 years managed
healthcare experience  preferred.
•Behavioral Health Contract Negotiators: Bachelor’s Degree or 
3-5 years’ experience in provider 
services/relations/contracting/network  development.
•Healthcare M/S Bachelor’s Degree or higher preferred; 3-7
years’ experience preferred (due to various levels of contractor
roles).
 
Cigna uses its standard in-network reimbursement methodology 
for M/S and MH/SUD providers and facilities for initial
negotiation when a provider enters the network and for the
renegotiation of continued network participation.  
 
Standard reimbursement rates are reimbursement rates that a
provider accepts without contract negotiation. Standard 
reimbursement rates for M/S and MH/SUD outpatient services
are set based upon standard fee schedules. All of which are
developed for facilities, physicians and non-physicians by state
or region.   
 
Non-Standard reimbursement rates are fee schedules developed 
based upon the provider or facility’s negotiation request. The
following factors are considered in all negotiations for both M/S 
and MH/SUD Non-Standard reimbursement:  
 
1.Federal or State Law, as  applicable
Where State/Federal law is not applicable, the following factors
are also  considered:
2.Provider Type (i.e., hospital, clinic, and practitioner) and/or
specialty which determines the applicable type of  reimbursement.
3.Medicare Baseline  Rates
4.Market Dynamics (Supply of provider type and/or specialty
Network need and/or demand for provider type and/or specialty
i.e., Network Adequacy). Perceived or actual: reputation or
name recognition, quality of services and bargaining power
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5.Geographic  Market
6.Scope and Type of services  
7.Medical Cost  Budget
 8.Utilization
9.Competitive insights, when  available
 
For both M/S and MH/SUD providers, Non-Standard 
reimbursement rates for outpatient benefit classifications are 
analyzed and negotiated by either a Recruiter or Contract
Negotiator, with oversight from a Contracting Manager or
Director. The same standard methodologies are used for both
M/S and MH/SUD rate negotiation and any substantial
deviations from the standard reimbursement rates must be
justified and approved by more senior representatives. All staff
participating in contract negotiation are trained on internal
Cigna policies and procedures to negotiate and develop
appropriate Non-Standard reimbursement rates based on 
documented methodologies, and provider-specific 
reimbursement requests and to escalate any deviations for
justification and  approval.
 
Rate negotiation requests are initiated by the provider/facility
for both MH/SUD and M/S networks. The Provider/Facility
would outreach to Cigna/Evernorth indicating the desire for a
higher initial rate offering or requesting to renegotiate existing
rates. Internal review of the request and assessment of the
factors, sources and thresholds as listed above is conducted by
MH/SUD or M/S contracting negotiator staff. A determination
is made based on that assessment and communicated to the
provider/facility:
 
•Decline to engage in renegotiation (no counter offer)
•Counteroffer provider/facility’s  proposal
•Agree to provider/facility’s  proposal.
 
In the event of a counteroffer, the provider/facility may decline,
accept, or provide an additional counteroffer. In the event of a
secondary counter offer, the process could continue to repeat
until such time that either party declines to continue
negotiations or an agreement is  reached.
Re-negotiations of reimbursement rates are conducted according 
to the terms of the contract, or if not specified in the contract,
they are conducted at the request of either party. The number of
Network Providers (Individual, Group or Facility) joining or
already part of the network does not factor into initial rate
offerings. 

5.Geographic  Market
6.Scope and Type of services  
7.Medical Cost  Budget
 8.Utilization
9.Competitive insights, when  available
 
For both M/S and MH/SUD providers, Non-Standard 
reimbursement rates for outpatient benefit classifications are 
analyzed and negotiated by either a Recruiter or Contract
Negotiator, with oversight from a Contracting Manager or
Director. The same standard methodologies are used for both
M/S and MH/SUD rate negotiation and any substantial
deviations from the standard reimbursement rates must be
justified and approved by more senior representatives. All staff
participating in contract negotiation are trained on internal
Cigna policies and procedures to negotiate and develop
appropriate Non-Standard reimbursement rates based on 
documented methodologies, and provider-specific 
reimbursement requests and to escalate any deviations for
justification and  approval.
 
Rate negotiation requests are initiated by the provider/facility
for both MH/SUD and M/S networks. The Provider/Facility
would outreach to Cigna/Evernorth indicating the desire for a
higher initial rate offering or requesting to renegotiate existing
rates. Internal review of the request and assessment of the
factors, sources and thresholds as listed above is conducted by
MH/SUD or M/S contracting negotiator staff. A determination
is made based on that assessment and communicated to the
provider/facility:
 
•Decline to engage in renegotiation (no counter offer)
•Counteroffer provider/facility’s  proposal
•Agree to provider/facility’s  proposal.
 
In the event of a counteroffer, the provider/facility may decline,
accept, or provide an additional counteroffer. In the event of a
secondary counter offer, the process could continue to repeat
until such time that either party declines to continue
negotiations or an agreement is  reached.
Re-negotiations of reimbursement rates are conducted according 
to the terms of the contract, or if not specified in the contract,
they are conducted at the request of either party. The number of
Network Providers (Individual, Group or Facility) joining or
already part of the network does not factor into initial rate
offerings. 
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S13.9 Please identify any differences between MH/SUD 
provider and Med/Surg provider contract term periods. Please
demonstrate comparability. 

MH/SUD contracts are typically ever-green, meaning they are
renewed annually until such time that the provider or Plan
wishes to end the agreement. 

MH/SUD contracts are typically ever-green, meaning they are
renewed annually until such time that the provider or Plan
wishes to end the agreement.M/S contracts are Evergreen ( i.e.
renew annually) unless a specific renewal period has been
negotiated with the provider (typically only Hospital agreements 
may contain actual renewal dates.) 

S13.10 Do any of your provider contracts have automatic
adjustments (up or down) built into them?

Yes Yes 

    S13.10.a Please identify and demonstrate comparability. Typically negotiated with provider groups/clinics and 
facilities/hospitals. 

Typically negotiated with provider groups/clinics and 
facilities/hospitals. 

S13.11 Please elaborate further and explain in detail all the
component parts of market dynamics, market demand and
market drivers on your final negotiated rates. Please describe
any noteworthy trends, new developments or variable shifting
that maybe impacting the assumptions in your final rate setting
model. 

Market Dynamics, market demand and market drivers 
component Parts including noteworthy trends, new 
developments or variable shifting that maybe impacting the
assumptions in your final rate setting model.:
Supply of provider type and/or specialty  
Supply of provider type and/or specialty(network adequacy). 
Provider specific fee schedules are used for multi-specialty
specialty groups or unique specialty groups where 
reimbursement terms must be customized to meet the needs of
that group or specialty. Provider specific or specialty fee
schedules are used to retain providers if the providers are
needed to meet network access requirements and/or increase
membership.  
Network need and/or demand for provider type and/or specialty
i.e. Network  Adequacy).
Internal analysis of market dynamics /network adequacy, 
including review of supply of providers from state licensing
sites and competitor directory review and demand-based 
utilization trends.  
Perceived or actual: reputation or name recognition, quality of
services and bargaining power.  
Name Recognition/Reputation: customer/client requests, 
internet reviews/searches Quality: internet reviews/searches 
(actual and/or perceived),  complaints.
Bargaining Power (is a combination of provider supply,
reputation/name recognition, and quality which may enhance a
provider’s and/or facility’s ability to  negotiate.
Additional information can be provided if requested by the
Department.  
 

Market Dynamics, market demand and market drivers 
component Parts including noteworthy trends, new 
developments or variable shifting that maybe impacting the
assumptions in your final rate setting model.:
Supply of provider type and/or specialty  
Supply of provider type and/or specialty(network adequacy). 
Provider specific fee schedules are used for multi-specialty
specialty groups or unique specialty groups where 
reimbursement terms must be customized to meet the needs of
that group or specialty. Provider specific or specialty fee
schedules are used to retain providers if the providers are
needed to meet network access requirements and/or increase
membership.  
Network need and/or demand for provider type and/or specialty
i.e. Network  Adequacy).
Internal analysis of market dynamics /network adequacy, 
including review of supply of providers from state licensing
sites and competitor directory review and demand-based 
utilization trends.  
Perceived or actual: reputation or name recognition, quality of
services and bargaining power.  
Name Recognition/Reputation: customer/client requests, 
internet reviews/searches Quality: internet reviews/searches 
(actual and/or perceived),  complaints.
Bargaining Power (is a combination of provider supply,
reputation/name recognition, and quality which may enhance a
provider’s and/or facility’s ability to  negotiate.
Additional information can be provided if requested by the
Department.  
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Exhibit A (1) 
Annual Mental Health and Substance Use Benefits Compliance Report 

2025 Non-Quantitative Treatment Limitation & Medical Necessity Criteria Differences  

Connecticare Ins Co Inc,Connecticare Benefits Inc,Connecticare Inc 

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

S1 Development, Modification or Addition of Medical 
Necessity Criteria. Medical Appropriateness and Level of Care
Treatment Practices 
S1.1 Please select and identify all your clinical basis/criteria
supporting your medical necessity determinations for Mental 
Health/Substance Use Disorder benefits and Medical/Surgical 
Benefits for all your Health Plans offered. If you use others,
please identify and describe them? 

ASAM; LOCUS; CASII; CALOCUS; ECSII; American 
Academy of Child & Adolescent Psychiatry; American 
Association of Community Psychiatrists; Home 
Grown/In-House Clinical Criteria; Independent/3rd Party 
Developed Clinical Criteria 

MCG/Milliman; NCCN; Medicare Benefit Policy Manual; 
Home Grown/In-House Clinical Criteria 

S1.2.a  Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities that are In-Network Vs.
when they are Out-Of-Network? 

No No 

S1.2.b Are your Clinical or Administrative 
decision-making-processes ever different between similar care 
classifications, treatments and facilities whether the clinical 
criteria is developed in-house/homegrown or outsourced/TPA? 

No No 

S1.3 Does all the clinical criteria in use support whether the
treatment satisfies the following? 
    S1.3.a Treatment is medically necessary? Yes Yes 
    S1.3.b Treatment is clinically effective? Yes Yes 
    S1.3.c Treatment is safe? Yes Yes 
    S1.3.d Treatment is appropriate? Yes Yes 
    S1.3.e Treatment medical technologies are covered? Yes Yes 
    S1.3.f Experimental treatment is covered? Yes Yes 
    S1.3.g Investigational treatment is covered? Yes Yes 
    S1.3.h Treatment is contractually covered? Yes Yes 
S1.4.a Do you perform your Own UtilizationReview? Yes No 
S1.4.b If not or if there are others, who? None Some UM review for services are  delegated:

EviCore Genetic  Testing
Evolent Specialty -  Imaging
Optum Neonatal 

S1.5 Do any of your Pharmaceutical Formularies or their No No 
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systemic processes within Med/Surg and MH/SUD drugs 
maintain any differences between third party administrators, 
Tiering, Networking or Pharmacy Benefit Managing? 
    S1.5.a Whenever your clinical standards are not derived from 
a globally accepted medical standard/peer reviewed medical 
literature, scientific clinical evidence, consensus physician 
society position statements/opinion papers, peer reviewed 
literature, controlled trials, or controlled studies, please describe 
how you are developing and determining these specific clinical
practices. 

The sources for clinical safety and efficacy are clinical practice
standards, and documentation such as clinical literature and
medical practice guidelines. Clinical safety and efficacy sources 
are used to determine Express  Scripts’
recommendations for clinical parameters by evaluating newly 
approved drugs and reassessing existing drugs. Primary, 
secondary, and tertiary literature may be used to retrieve
relevant clinical information. At minimum,  a
product’s package insert is required for a new drug evaluation. A 
search in PubMed is performed for all new chemical
entities and reconsiderations for existing drugs to extract
primary literature and pertinent clinical trials. Other sources of
medical information may be accessed as  appropriate.
Primary literature consists of peer-reviewed medical journals. 
Secondary literature includes sources which identify and/or 
summarize information contained in primary literature (e.g., 
AHFS Drug Information, USPDI,  PubMed).
Tertiary literature is published medical and healthcare textbooks 
that provide pertinent clinical information such as published
studies, updated package inserts, and established medication 
guidelines. As far as the weighting of factors considered,
clinical safety and efficacy, clinical safety and efficacy of the  drugs
are the foremost considerations. 

The sources for clinical safety and efficacy are clinical practice
standards, and documentation such as clinical literature and
medical practice guidelines. Clinical safety and efficacy sources 
are used to determine Express  Scripts’
recommendations for clinical parameters by evaluating newly 
approved drugs and reassessing existing drugs. Primary, 
secondary, and tertiary literature may be used to retrieve
relevant clinical information. At minimum,  a
product’s package insert is required for a new drug evaluation. A 
search in PubMed is performed for all new chemical entities and 
reconsiderations for existing drugs to extract primary literature
and pertinent clinical trials. Other sources of medical
information may be accessed as appropriate. Primary literature
consists of peer-reviewed medical journals. Secondary literature 
includes sources which identify and/or summarize information 
contained in primary literature (e.g., AHFS Drug Information,
USPDI, PubMed). Tertiary literature is published medical and
healthcare textbooks that provide pertinent clinical information 
such as published studies, updated package inserts, and
established medication  guidelines.
 
As far as the weighting of factors considered, clinical safety and 
efficacy, clinical safety and efficacy of the drugs are the
foremost considerations. 

    S1.5.b Regarding only these evolving clinical criteria being 
developed and used, are they approached in the same manner
for Med/Surg and MH/SUD clinical criteria and with the same
level of scientific rigor, discipline, and certainty? 

Yes Yes 

    S1.5.c Please describe these clinical criteria methods if there 
exist different approaches between the two groups 

The factors and evidentiary standards used to design and apply
the NQTLs for MH/SUD benefits are supported by generally
recognized, independent professional medical and clinical 
standards. These standards are  objective,
evidence-based, and free from bias—whether in their 
formulation or in the data upon which they rely. The continued
use of these standards reflects Express Scripts’ commitment to
equitable access and parity in  the
administration of MH/SUD benefits. 

The factors and evidentiary standards used to design and apply
the NQTLs for MH/SUD benefits are supported by generally
recognized, independent professional medical and clinical 
standards. These standards are  objective,
evidence-based, and free from bias—whether in their 
formulation or in the data upon which they rely. The continued
use of these standards reflects Express Scripts’ commitment to
equitable access and parity in the administration of MH/SUD
benefits. 

S1.6 Please describe your annual review process to maintain
parity within the clinical decision-making process between the
MH/SUD and Med/Surg criteria being used and developed.

M/S and MH/SUD clinical criteria are developed and/or
evaluated and approved using the same process. Externally
licensed clinical criteria and internally developed medical and
behavioral clinical policies/criteria are reviewed at least 

M/S and MH/SUD clinical criteria are developed and/or
evaluated and approved using the same process. Externally
licensed clinical criteria and internally developed medical and
behavioral clinical policies/criteria are reviewed at least 
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annually by committees.  
 
M/S and MH/SUD clinical reviewers’ application of clinical
criteria/policies are monitored through annual IRR assessments. 

annually by committees.  
 
M/S and MH/SUD clinical reviewers’ application of clinical
criteria/policies are monitored through annual IRR assessments. 

    S1.6.a Does your annual Inter-Rater Reliability (IRR) 
assessment process involve a step to assess clinically consistent
decision making systemically between MH/SUD and 
Med/Surg? 

Yes Yes 

    S1.6.b Are there any differences between your IRR process 
for determining clinical consistency between MH/SUD and 
Med/Surg services? 

No No 

S1.7 Do you auto adjudicate Administrative Denials? No No 
S1.8 Please explain how all your systems, standards, protocols
and rules of processing, administering and adjudicating health
insurance plans are maintaining equitability and parity between
the similar classifications of Mental health insurance coverage
and medical/surgical health insurance coverage. 
    S1.8.a Alternative services Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.b Alternative supplies Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.c Alternative medications Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
    S1.8.d Alternative settings Medically Necessary/Medical Necessity Medically Necessary/Medical Necessity 
S1.9.a Please provide an outline of all your specific clinical
standards and sources used to support your medical necessity
coverages for Med/Surg and MH/SUD services. Please 
summarize listing the clinical standards or basis used,
processing/systemic workflows, compliance committees  and 
how they are ensuring and testing that comparable congruency
is being maintained between the two benefit groups (Med/Surg
vs. MH/Sud). 

MH/SUD medical necessity criteria and scope of use.
-American Society of Addiction Medicine (ASAM) Criteria: 
Criteria developed by the American Society of Addiction
Medicine used to make determinations for substance-related 
disorder  benefits.
-Level of Care Utilization System (LOCUS): Standardized level 
of care assessment tool developed by the American Association
of Community Psychiatrists used to make determinations and
placement decisions for adults ages 18 and older.
-Child and Adolescent Level of Care/Service Intensity 
Utilization System (CALOCUS-CASII): Standardized 
assessment tool developed by the American Academy of Child
and Adolescent Psychiatry and the American Association of
Community Psychiatrists used to make determinations and to
provide level of service intensity recommendations for children
and adolescents ages  6-18.
-Early Childhood Service Intensity Instrument (ECSII):  
Standardized assessment tool developed by the American 
Academy of Child and Adolescent Psychiatry used to make
determinations and to provide level of service intensity

M/S medical necessity clinical criteria and scope of use.
-Nationally recognized peer-reviewed scientific  literature
-Professional medical organization endorsements such as 
clinical practice guidelines, position papers, and conscensus
documents
-EmblemHealth Medical  Policies
-Federal and state clinical coverage  mandates
-MCG and NCQA-approved utilization management  vendors
The Medical Policy Committee (MPC) develops and/or 
evaluates and approves externally licensed clinical criteria and
M/S clinical policies/criteria. The MPC use scientifically based
clinical evidence in their assessment, development, and approval 
processes. All M/S clinical policies and clinical criteria are
reviewed and/or updated at least once annually. The Medical
Policy Committee is comprised of, but is not limited to, M/S
medical directors, senior leaders of clinical operations and
representatives from the clinical quality improvement 
department,  utilization
management, clinical operations, appeals, legal, compliance, 
network strategy, and provider experience  teams.



42025 Connecticut Insurance Department NQTL Report

Question Mental Health & Substance Use Disorder Benefits Medical/Surgical Benefits 

recommendations for children ages  0-5.
-American Psychological Association (APA) Psychological and 
Neuropsychological Testing Billing and Coding Guide:  
Comprehensive billing and coding guide developed by the APA
used for making determinations for psychological testing  services
-Optum Psychological and Neuropsychological Testing: Clinical 
Criteria used along with the APA Psychological and
Neuropsychological Testing Billing and Coding Guide for 
making determinations for psychological testing services. 
Sources listed in  references.
-Applied Behavior Analysis: Clinical Criteria used making 
determinations for ABA services. Sources listed in references.
-Transcranial Magnetic Stimulation (TMS): Behavioral Clinical 
Policy/Criteria used making coverage decisions for TMS. 
Sources listed in  references.
 
For both M/S and MH/SUD, clinical reviewers base
determinations on objective, evidence-based, clinical 
policies/criteria or use clinical criteria from third party sources.
All clinical criteria are publicly available.  
 
The Clinical Quality and Operations Committee (CQOC) 
develops and/or evaluates and approves externally licensed 
clinical criteria and behavioral clinical policies/criteria. CQOC 
use scientifically based clinical evidence in their assessment,
development, and approval processes. All behavioral clinical 
policies and clinical criteria are reviewed and/or updated at least 
once annually.  
 
In reviewing the committee composition of MH/SUD and M/S
committees, both committees are chaired by executive leaders
and licensed physicians (Medical Directors) and include 
participants with a variety of expertise in the relevant
disciplines, as well as Medical Directors.  
 
M/S and MH/SUD clinical reviewers’ application of clinical
criteria/policies are monitored through annual IRR assessments. 
IRR assessments are used to evaluate the comprehension of
criteria/policies and ensure consistent decisions and application 
of the criteria/policies among all staff involved in the process.
Conducting IRR assessments is an important part of evaluating
and ensuring oversight and application processes are consistent
and comparable between M/S and MH/SUD reviewers. High
IRR assessment results for M/S and MH/SUD reviewers
demonstrate and ensure consistent decisions and application of
the criteria/policies. Both M/S and MH/SUD clinical staff are

 
In 2025, the M/S IRR pass rate was 100% and the MH/SUD
pass rate was 97%, ensuring consistent decisions and
application of the criteria among all staff involved in the
process. 
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required to pass the IRR assessment annually. IRR assessments
identify areas for potential improvement and staff knowledge of
the clinical criteria/policies being assessed and provide 
additional training on the use and application of the relevant
clinical criteria/policies to those who do not achieve a passing
score. If the clinical reviewer does not pass the IRR assessment
after the third attempt, they are placed on a remediation plan.
 
In 2025, the M/S IRR pass rate was 100% and the MH/SUD
pass rate was 97%, ensuring consistent decisions and
application of the criteria among all staff involved in the
process. 

S1.9.b Please specifically identify the clinical standards 
supporting the following 
    S1.9.b.1 Supplies MCG for DME MCG for DME 
    S1.9.b.2 Pharmaceutical_Medications Pharmacy Management Program (ESI) Pharmacy Management Program (ESI) 
    S1.9.b.3 Procedures MH/SUD medical necessity clinical  standards/criteria:

-For substance use disorder services, ASAM Criteria are used
and; for mental health determinations, LOCUS, 
CALOCUS-CASII, and ECSII are used as  applicable.
-Optum Behavioral Clinical Policies/Criteria 

M/S medical necessity clinical  standards.
-Nationally recognized peer-reviewed scientific  literature
-Professional medical organization endorsements such as 
clinical practice guidelines, position papers, and consensus
documents
-EmblemHealth Medical  Policies
-Federal and state clinical coverage  mandates
-MCG and NCQA-approved utilization management vendors 

    S1.9.b.4 Devices MH/SUD evidentiary standards are based on a Hierarchy of
Clinical Evidence, which reflects the relative strength and
reliability of available scientific evidence when developing or
approving clinical policies and medical necessity criteria. 
Evidence is considered in the following order of preference:
Systematic reviews and  meta-analyses
Randomized controlled trials  (RCTs)
Large non-randomized controlled  trials
Large prospective  trials
Comparative and cohort  studies
Cross-sectional  studies
Retrospective  studies
Surveillance  studies
Case reports and case  series
Use of Alternative Evidence  Sources
In the absence of strong and compelling scientific evidence
from higher levels of the hierarchy, M/S clinical policies may be 
based  upon:
National consensus  statements

M/S medical necessity clinical  standards.
-Nationally recognized peer-reviewed scientific  literature
-Professional medical organization endorsements such as 
clinical practice guidelines, position papers, and consensus
documents
-EmblemHealth Medical  Policies
-Federal and state clinical coverage  mandates
-MCG and NCQA-approved utilization management vendors 
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Publications by recognized authorities, including government 
agencies and professional medical  societies
MCG (for review of external medical necessity criteria)

    S1.9.b.5 Equipment MCG for DME MCG for DME 
    S1.9.b.6 Therapies MH/SUD medical necessity clinical  standards/criteria:

-For substance use disorder services, ASAM Criteria are used
and; for mental health determinations, LOCUS, 
CALOCUS-CASII, and ECSII are used as  applicable.
-Optum Behavioral Clinical Policies/Criteria 

M/S medical necessity clinical  standards.
-Nationally recognized peer-reviewed scientific  literature
-Professional medical organization endorsements such as 
clinical practice guidelines, position papers, and consensus
documents
-EmblemHealth Medical  Policies
-Federal and state clinical coverage  mandates
-MCG and NCQA-approved utilization management vendors 

    S1.9.b.7 Technology MH/SUD medical necessity clinical  standards/criteria:
-For substance use disorder services, ASAM Criteria are used
and; for mental health determinations, LOCUS, 
CALOCUS-CASII, and ECSII are used as  applicable.
-Optum Behavioral Clinical Policies/Criteria 

M/S medical necessity clinical  standards.
-Nationally recognized peer-reviewed scientific  literature
-Professional medical organization endorsements such as 
clinical practice guidelines, position papers, and consensus
documents
-EmblemHealth Medical  Policies
-Federal and state clinical coverage  mandates
-MCG and NCQA-approved utilization management vendors 

    S1.9.b.8 Imaging Evolent (NIA) Evolent (NIA) 
    S1.9.b.9 Diagnostic_Interventions MH/SUD medical necessity clinical  standards/criteria:

-For substance use disorder services, ASAM Criteria are used
and; for mental health determinations, LOCUS, 
CALOCUS-CASII, and ECSII are used as  applicable.
-Optum Behavioral Clinical Policies/Criteria 

M/S medical necessity clinical  standards.
-Nationally recognized peer-reviewed scientific  literature
-Professional medical organization endorsements such as 
clinical practice guidelines, position papers, and consensus
documents
-EmblemHealth Medical  Policies
-Federal and state clinical coverage  mandates
-MCG and NCQA-approved utilization management vendors 

    S1.9.b.10 Lab Work Avalon Lab Management Program for routine lab tests eviCore
Lab Management Program for genetic tests 

Avalon Lab Management Program for routine lab tests eviCore
Lab Management Program for genetic tests 

S1.10 Please provide an updated listing of all your services that
you have identified as Experimental and Investigational 

The following MH/SUD behavioral clinical policies identify 
services determined to be unproven:  
Complementary And Alternative Medicine Treatments for 
Behavioral and Substance Use  Disorders
Computer Based Treatment for Cognitive Behavioral Therapy 
for Substance Use Disorders  
Neurofeedback/Biofeedback for Behavioral And Substance Use 
Disorders  
Wilderness  Therapy
 
The following MH/SUD policies address services that may be

M/S services determined to be Experimental, Investigational, or
Unproven are identified based on the application of established
clinical review criteria, including considerations of clinical 
efficacy, safety, and appropriateness for the condition being
treated. M/S services may be determined to be unproven when
they do not meet these criteria. M/S services identified as
unproven are applied consistently across M/S benefits through
this criteria based review  process.
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determined to be unproven in certain scenarios which are
outlined in the policies:  
Applied Behavior Analysis - Supplemental Clinical  Criteria
Transcranial Magnetic  Stimulation
 
MH/SUD behavioral clinical policies are publicly available: 
Behavioral Health Clinical Policies: 
https://public.providerexpress.com/content/ope-provexpr/us/en/clinical-resources/guidelines-policies/bh_Clinnical_Policies.html

https://www.connecticare.com/en/-/media/Project/PWS/Microsites/ConnectiCare/PDFs/Providers/Our-Policies/Medical/Commercial/experimental-investigational-unproved-services-medical-policy-connecticare.pdf

S1.11 Over the past year, when you have evaluated the
following evolving and developing items, what changes if any
have been made to your in-house or outsourced clinical
standards and/or systemic processing workflows? 

Responses included below. Responses included below. 

    S1.11.a Clinical methods All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

    S1.11.b Safety data All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

    S1.11.c Techniques/technologies efficacy All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

    S1.11.d All other substantiating scientific research All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

All clinical criteria/clinical policies are reviewed and/or updated 
at least once annually. There were no changes to criteria/policies 
used.  

S1.12.a Over the past year, what were the covered services or
treatments requested that lacked the immediate credible sourced 
scientific evidence? 

There were no requests for services identified as EIU in 2025. Guardant360 LDT (genetic sequencing analysis panel) 

S1.12.b What professional standard, recommendation, 
statement, or expert opinion was used to determine the best
alternative clinical practice to deliver a similar clinical
outcome?  

Not applicable, as no requests were received in 2025. Specialty matched clinical peer review 

S1.13.a Do you conduct a comparative analysis of the
consistency, quality and efficacy of care delivery and treatment
practices between the MH/SUD & MH/SUD clinical portfolios? 

Yes Yes 

S1.13.b Do you evaluate and compare the outcome and results
between these two benefit groups based on these comparative
clinical impacts? 

Yes Yes 

S2 In-Patient & In-Network NQTL Practices 
S2.1 Are there any contractual differences in any similar
in-patient care delivered, between the MH/SUD & Med/Surg

No No 
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Provider-Facility arrangements? 
S2.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the INN MH/SUD services and the INN Med/Surg services?

No No 

S2.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S2.3.a Medical necessity criteria No No 
    S2.3.b Prior authorizations No No 
    S2.3.c Concurrent reviews No No 
    S2.3.d Retrospective reviews No No 
    S2.3.e Benefit exclusions to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S2.3.f Treatment Plan Requirements No No 
    S2.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

Yes Yes 

      S2.3.g.1 Please Explain The reimbursement methodology used by MH/SUD is per diem
based. While M/S reimbursement methodologies can be per
diems, other methodologies that may be used are DRG, Case
Rate, % of charges, and invoice costs (for technologies such as
implants). While the methodology may differ, the factors,
evidentiary standards, and source information used to negotiate
and establish MH/SUD INN facility reimbursement rates were
comparable to, and applied no more stringently than, the factors, 
evidentiary standards and source information used to negotiate
and establish M/S INN facility reimbursement rates. 
Reimbursements are established through mutually negotiated 
rates based on facility type, services or programs provided,
network need, location, and/or facility proposed rate relative to
market pricing. Both M/S and MH/SUD negotiated facility
reimbursements are also informed by market research. 

The reimbursement methodology used by MH/SUD is per diem
based. While M/S reimbursement methodologies can be per
diems, other methodologies that may be used are DRG, Case
Rate, % of charges, and invoice costs (for technologies such as
implants). While the methodology may differ, the factors,
evidentiary standards, and source information used to negotiate
and establish MH/SUD INN facility reimbursement rates were
comparable to, and applied no more stringently than, the factors, 
evidentiary standards and source information used to negotiate
and establish M/S INN facility reimbursement rates. 
Reimbursements are established through mutually negotiated 
rates based on facility type, services or programs provided,
market dynamics including facility leverage, network need, 
facility volume, and/or facility proposed rate relative to market
pricing. Both M/S and MH/SUD negotiated facility 
reimbursements are also informed by market research. 

    S2.3.h Physician Credentialing/Admission Standards No No 
    S2.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S3 In-Patient & Out-of-Network NQTL Practices 
s3.1 Are there any procedural differences between the treatment No No 
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of any similar in-patient care delivered between 
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 
s3.2 Are there any fundamental differences between the
inpatient admissions and approval processing standards between 
the OON MH/SUD services and the OON Med/Surg services?

No No 

s3.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    s3.3.a Medical necessity criteria No No 
    s3.3.b Prior-authorizations No No 
    s3.3.c Concurrent reviews No No 
    s3.3.d Retrospective reviews No No 
    s3.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    s3.3.f Treatment Plan Requirements No No 
    s3.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    s3.3.h Physician Credentialing/Admission Standards No No 
    s3.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S4 Out-Patient & In-Network NQTL Practices 
S4.1 Are there any contractual differences on any similar
out-patient care delivered, between the MH/SUD & Med/Surg
Provider-Facility arrangements? 

No No 

S4.2 Are there any fundamental differences between the
out-patient care and delivery standards between the INN
MH/SUD services and the INN Med/Surg services? 

No No 

S4.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S4.3.a Medical necessity criteria No No 
    S4.3.b Prior-authorizations No No 
    S4.3.c Concurrent reviews No No 
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    S4.3.d Retrospective reviews No No 
    S4.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S4.3.f Treatment Plan Requirements No No 
    S4.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

Yes Yes 

      S4.3.g.1 Please Explain The reimbursement methodology used by MH/SUD is per diem
based. M/S reimbursement methodologies can be Ambulatory
Surgical Groupings, Case Rate, % of charges, and invoice costs
(for technologies such as implants). While the methodology
may differ, the factors, evidentiary standards, and source
information used to negotiate and establish MH/SUD INN
facility reimbursement rates were comparable to, and applied no 
more stringently than, the factors, evidentiary standards and
source information used to negotiate and establish M/S INN
facility reimbursement rates. Reimbursements are established 
through mutually negotiated rates based on facility type,
services or programs provided, network need, location, and/or
facility proposed rate relative to market pricing. Both M/S and
MH/SUD negotiated facility reimbursements are also informed 
by market research. 

The reimbursement methodology used by MH/SUD is per diem
based. M/S reimbursement methodologies can be Ambulatory
Surgical Groupings, Case Rate, % of charges, and invoice costs
(for technologies such as implants). While the methodology
may differ, the factors, evidentiary standards, and source
information used to negotiate and establish MH/SUD INN
facility reimbursement rates were comparable to, and applied no 
more stringently than, the factors, evidentiary standards and
source information used to negotiate and establish M/S INN
facility reimbursement rates. Reimbursements are established 
through mutually negotiated rates based on facility type,
services or programs provided, market dynamics including 
facility leverage, network need, facility volume, and/or facility
proposed rate relative to market pricing. Both M/S and
MH/SUD negotiated facility reimbursements are also informed 
by market research. 

    h Physician Credentialing/Admission Standards No No 
    S4.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S5 Outpatient & OUT-OF-NETWORK 
S5.1 Are there any procedural differences between the
treatment of any similar out-patient care delivered between
non-participating MH/SUD & Med/Surg Provider(s) and 
Facilities’? 

No No 

S5.2 Are there any fundamental differences between the
out-patient care and delivery standards between the OON
MH/SUD services and the OON Med/Surg services? 

No No 

S5.3 Does any substantive difference exist between any of the
similar care classification qualification standards between 
MH/SUD services and Med/Surg services within the following
Scope(s)? 
    S5.3.a Medical necessity criteria No No 
    S5.3.b Prior-authorizations No No 
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    S5.3.c Concurrent reviews No No 
    S5.3.d Retrospective reviews No No 
    S5.3.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S5.3.f Treatment Plan Requirements No No 
    S5.3.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

No No 

    S5.3.h Physician Credentialing/Admission Standards No No 
    S5.3.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S6 Emergency Care Treatment & Services (INN & OON)
S6.1 Are there any procedural or fundamental differences
between Emergency Care Treatment and Services between 
MH/SUD Provider(s) and Facilities’ & Med/Surg Provider(s) 
and Facilities’? 

No No 

S6.2 Does any substantive difference exist between any
Emergency Care Treatment between MH/SUD services and
Med/Surg services within the following Scope(s)? 
    S6.2.a Medical necessity criteria No No 
    S6.2.b Prior-authorizations No No 
    S6.2.c Concurrent reviews No No 
    S6.2.d Retrospective reviews No No 
    S6.2.e Benefit exclusions (to include experimental & 
Investigational treatments, Clinical trials & 
technologies/techniques) 

No No 

    S6.2.f Treatment Plan Requirements No No 
    S6.2.g Participating & Non-Participating Provider/Facility 
Reimbursement Rates/Structures/Arrangements 

Yes Yes 

      S6.2.g.1 Please Explain The INN network reimbursement methodology used by 
MH/SUD is per diem based. M/S INN reimbursement
methodologies can be Case Rate, % of charge, or % of CMS
(CT Scans/MRIs). While the methodology may differ, the
factors, evidentiary standards, and source information used to
negotiate and establish MH/SUD INN facility reimbursement 
rates were comparable to, and applied no more stringently than,
the factors, evidentiary standards and source information used to 

The INN network reimbursement methodology used by 
MH/SUD is per diem based. M/S INN reimbursement
methodologies can be Case Rate, % of charge, or % of CMS
(CT Scans/MRIs). While the methodology may differ, the
factors, evidentiary standards, and source information used to
negotiate and establish MH/SUD INN facility reimbursement 
rates were comparable to, and applied no more stringently than,
the factors, evidentiary standards and source information used to 
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negotiate and establish M/S INN facility reimbursement rates.
Reimbursements are established through mutually negotiated 
rates based on facility type, services or programs provided,
network need, location, and/or facility proposed rate relative to
market pricing. Both M/S and MH/SUD negotiated facility
reimbursements are also informed by market research. 

negotiate and establish M/S INN facility reimbursement rates.
Reimbursements are established through mutually negotiated 
rates based on facility type, services or programs provided,
market dynamics including facility leverage, network need, 
facility volume, and/or facility proposed rate relative to market
pricing. Both M/S and MH/SUD negotiated facility 
reimbursements are also informed by market research. 

    S6.2.h Physician Credentialing/Admission Standards No No 
    S6.2.i Network Tiering & Adequacy or Formulary 
Tiering/Grouping/Stepping/Pricing/Limiting 

No No 

S7 Rx Formulary Design, Management and Pharmacy Services
NQTL Practices 
S7.1 Do any of your pharmaceutical segmentation practices in
your formulary networks ever use inconsistent, unmatched, or
noncomparable evaluation standards, factors, or processes 
(involving both the clinical & non-clinical decision-making) 
within their tiering, prior-authorization, quantity limiting or 
step-therapy review analysis between MH/SUD drugs & 
Med/Surg drugs? 

No No 

S7.2 Are there any meaningful clinical or administrative
differences within the development and standardization process 
of your MH/SUD Formularies and your Med/Surg Formularies? 

No No 

S7.3 Do you use any formulary design factors or development
standards beyond the scope of generally accepted clinical
standards from FDA approvals/indication’s, drug compendia’s, 
medical society guidance, clinical efficacy/Safety (side-effects, 
interactions, contraindications, dosing-dispensing standards & 
potential for abuse), potential for fraud/waste/abuse, clinical 
cost-effectiveness, and utilization management on cost for 
comparative alternatives?   

No No 

S7.4 Do you use the same approach and process for defining the 
potential Fraud, Waste and Abuse populations under the
MH/SUD Formularies as you do when developing the Med/Surg 
Formularies? 

Yes Yes 

S7.5 Are there any fundamental differences in how Pharmacy
Benefit Managers are accessed and used under your MH/SUD
Formularies and within your Med/Surg Formularies?  

No No 

S7.6 Are you subject to any MH/SUD drug to any drug testing
policy, rule, procedure or requirement? 

No No 

S8 Prior-Authorization NQTL Practices 
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S8.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for prior authorization review identical
between the similarly classified MH/SUD benefits and 
Med/Surg benefits? 

Yes Yes 

S8.2 Are your Prior-Authorization decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits. 

Yes Yes 

S8.3 Are there any substantive differences between the
treatment and benefit services populations (frequency & 
volume) subject to prior authorization review and between the
MH/SUD services offered & the Med/Surg services offered?

No No 

S8.4 Are there any substantive differences between the prior
authorization rates of approvals and denials between MH/SUD
benefits provided and Med/Surg benefits provided? 

No No 

S8.5 Are the timeframes, thresholds, factors, ratios, limits and
rules subject to qualified prior-authorizations the same for
MH/SUD services as for Med/Surg services? 

Yes Yes 

    S8.5.a Please Explain The factors, evidentiary standards and sources used to design
and apply prior authorization were compared. The factors used
in the design and application of inpatient prior authorization are
the same for both M/S and  MH/SUD.
M/S and MH/SUD prior authorization determination timeframes 
are defined by state, federal, and accreditation requirements for
both urgent and non-urgent services. The same determination
timeframes apply to M/S and MH/SUD determinations. 

The factors, evidentiary standards and sources used to design
and apply prior authorization were compared. The factors used
in the design and application of inpatient prior authorization are
the same for both M/S and  MH/SUD.
M/S and MH/SUD prior authorization determination timeframes 
are defined by state, federal, and accreditation requirements for
both urgent and non-urgent services. The same determination
timeframes apply to M/S and MH/SUD determinations. 

S8.6 Are your automated (auto-adjudicated) claims rules for
prior authorization qualification the same for MH/SUD services
as they are for Med/Surg services? 

Yes Yes 

    S8.6.a Please Explain Prior Authorization requests for both M/S and MH/SUD are
approved when the clinical information supports the service
requested. 

Prior Authorization requests for both M/S and MH/SUD are
approved when the clinical information supports the service
requested. 

S8.7 Are there any substantial differences in the prior
authorization benefit Complaints, Appeals or Overturned on 
Appeal Rates between the subject MH/SUD services and the
subject Med/Surg services? 

No No 

S8.8 Are there any differences in your RX Prior Authorization
or Step Therapy qualification requirements for MH/SUD drugs
and Med/Surg drugs? 

No No 
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S8.9 Are there any substantial differences between the total Rx
populations that are subject to prior authorization or step
therapy between the MH/SUD drugs offered and the Med/Surg
drugs offered? 

No No 

S8.10 Are there any substantial differences in the services being
subject to prior authorization because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S8.11 Please demonstrate how you’re In-Network & 
Out-of-Network prior-authorization MH/SUD & Med/Surg 
benefits are comparable. 

The plan terms relating to inpatient prior authorization
requirements were reviewed. The COC applies to M/S and
MH/SUD services. ConnectiCare reviewed the M/S and 
MH/SUD services subject to prior authorization which showed
the limitation applied to M/S and MH/SUD benefits in the
classifications.  
The factors, evidentiary standards and sources used to design
and apply prior authorization were compared. The factors used
in the design and application of inpatient prior authorization are
the same for both M/S and  MH/SUD.
The operational policies and procedures and processes related to 
prior authorization were compared. Both M/S and MH/SUD
follow state and federal regulations, accreditation requirements, 
and IRR assessment processes. Similarly, processes relating to
committee review, clinical criteria, clinical reviews, timeframes, 
notifications, and staff qualifications were compared. 
ConnectiCare demonstrated the methodologies, processes, and 
written policies and procedures used to implement and apply
prior authorization for MH/SUD were comparable to and
applied no more stringently than the methodologies, processes,
and written policies and procedures used to implement prior
authorization for M/S “as written.”  
 
ConnectiCare conducted an analysis of prior authorization 
approval and denial rates, as well as appeal data. Additionally,
IRR assessment results were analyzed. The analysis confirmed
that prior authorization processes are designed and applied in a
comparable manner “in operation”.   
 
ConnectiCare demonstrated that the strategies, processes, 
factors, evidentiary standards, and source information used to
design and apply MH/SUD prior authorization were comparable 
to, and applied no more stringently than, the strategies,
processes, factors, evidentiary standards, and source information 
used to design and apply M/S prior authorization “as written”
and “in operation.”  

The plan terms relating to inpatient prior authorization
requirements were reviewed. The COC applies to M/S and
MH/SUD services. ConnectiCare reviewed the M/S and 
MH/SUD services subject to prior authorization which showed
the limitation applied to M/S and MH/SUD benefits in the
classifications.  
The factors, evidentiary standards and sources used to design
and apply prior authorization were compared. The factors used
in the design and application of inpatient prior authorization are
the same for both M/S and  MH/SUD.
The operational policies and procedures and processes related to 
prior authorization were compared. Both M/S and MH/SUD
follow state and federal regulations, accreditation requirements, 
and IRR assessment processes. Similarly, processes relating to
committee review, clinical criteria, clinical reviews, timeframes, 
notifications, and staff qualifications were compared. 
ConnectiCare demonstrated the methodologies, processes, and 
written policies and procedures used to implement and apply
prior authorization for MH/SUD were comparable to and
applied no more stringently than the methodologies, processes,
and written policies and procedures used to implement prior
authorization for M/S “as written.”  
 
ConnectiCare conducted an analysis of prior authorization 
approval and denial rates, as well as appeal data. Additionally,
IRR assessment results were analyzed. The analysis confirmed
that prior authorization processes are designed and applied in a
comparable manner “in operation”.   
 
ConnectiCare demonstrated that the strategies, processes, 
factors, evidentiary standards, and source information used to
design and apply MH/SUD prior authorization were comparable 
to, and applied no more stringently than, the strategies,
processes, factors, evidentiary standards, and source information 
used to design and apply M/S prior authorization “as written”
and “in operation.”  

S8.12 Please describe all avenues or portals to request MH/SUD providers can submit prior authorization requests M/S providers can submit prior authorization requests 
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prior-authorizations and benefit approvals. Please describe any 
differences and demonstrate comparability. 

electronically, by telephone, or fax. electronically or by telephone. 

S8.13 Please identify and describe any specific benefit that
follows a different prior-authorization process than the general
standards or majority guidelines. 

There are no specific MH/SUD benefits that follow a different
prior authorization process than the general standards or
majority guidelines. 

There are no specific M/S benefits that follow a different prior
authorization process than the general standards or majority
guidelines. 

S9 Concurrent Review Benefit NQTL Practices 
S9.1 Are the anticipated or projected Return on Investment rates 
that are being targeted for concurrent reviewed benefits,
identical between the similarly classified MH/SUD benefits and
Med/Surg benefits? 

Yes Yes 

S9.2 Are your concurrent Review decision processes, 
established decision turnaround times and averaged decision 
turnaround times experienced (both Urgent & Standard) the
same for the similarly classified mental health/substance use
disorder (MH/SUD) benefits and medical surgical (M/S) 
benefits? 

Yes Yes 

S9.3 Are there any substantive differences between the ongoing
treatment reviews and their total benefit servicing populations
(frequency & volume) subject to concurrent review and between 
the MH/SUD services offered & the Med/Surg services offered? 

No No 

S9.4 Are there any substantive differences between the
concurrent authorization rates of approvals and denials between
MH/SUD benefits provided and the Med/Surg benefits 
provided? 

Yes Yes 

    S9.4.a Please Explain For concurrent review for IP INN we see a higher approval %
for MH/SUD vs M/S ( 99.6% vs 84%) and a lower denial % for
MH/SUD vs M/S ( .4 % vs 11%). For OON IP there is a higher
approval % for MH/SUD vs M/S (97.6% vs 62%) and a lower
denial % for MH/SUD vs M/H (1.8% vs 38%).
The findings demonstrated concurrent review requirements 
applied to MH/SUD services were comparable to, and applied
no more stringently than concurrent review requirements 
applied to M/S services.  

For concurrent review for IP INN we see a higher approval %
for MH/SUD vs M/S ( 99.6% vs 84%) and a lower denial % for
MH/SUD vs M/S ( .4 % vs 11%). For OON IP there is a higher
approval % for MH/SUD vs M/S (97.6% vs 62%) and a lower
denial % for MH/SUD vs M/H (1.8% vs 38%)

S9.5 Are the timeframes, thresholds, factors, ratios, limits, and
rules subject to qualifying a concurrent review treatment the
same for MH/SUD services as they are for Med/Surg services?

Yes Yes 

S9.6 Are there any substantive differences within the concurrent 
review process (i.e. ongoing treatment evaluation process, 
peer-to-peer review, determining patient clinical care/needs, 
Medical necessity review, framework to review all the clinical
criteria, clinical judgement decisions &/or review for the

No No 
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appropriateness in the level of care provided) between the
MH/SUD services provided and the Med/Surg services 
provided? 
S9.7 Are there any substantial differences in the concurrent
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S9.8 Are there any differences in your RX concurrent review or
Step Therapy qualification requirements for MH/SUD drugs and 
Med/Surg drugs? 

No No 

S9.9 Are there any substantial differences between the total Rx
populations that are subject to concurrent review or step therapy 
practices between the MH/SUD drugs offered and the Med/Surg 
drugs offered? 

No No 

S9.10 Are there any substantial differences in the treatment and
benefit services that are subject to concurrent review because of
fraud, waste & abuse between MH/SUD services and Med/Surg
services? 

No No 

S10 Retrospective Review Benefit NQTL Practices 
S10.1 Are there any substantive differences between the
treatment and services populations (frequency & volume) that
are subject to retrospective reviews within the MH/SUD
services offered & the Med/Surg services offered?

No No 

S10.2 Are there any substantive differences between the
retrospective review rates of approvals and denials between
MH/SUD benefits provided and Med/Surg benefits provided? 

Yes Yes 

    S10.2.a Please Explain For retro review INN IP there is a higher approval % for
MH/SUD vs M/S ( 84.6% vs 50.2%) and a lower denial % for
MH/SUD vs M/S ( 15.4% vs 45%). There is no substantive
differences in the approval or denial % for OON IP and OP
between MH/SUD and M/S.  
The findings demonstrated retrospective review requirements 
applied to MH/SUD services were comparable to, and applied
no more stringently than retrospective review requirements 
applied to M/S services.  

For retro review INN IP there is a higher approval % for
MH/SUD vs M/S ( 84.6% vs 50.2%) and a lower denial % for
MH/SUD vs M/S ( 15.4% vs 45%). There is no substantive
differences in the approval or denial % for OON IP and OP
between MH/SUD and M/S.  

S10.3 Are the timeframes, thresholds, benchmarks, factors, 
ratios, limits, and benefit eligibility rules subject to retrospective 
review the same for MH/SUD services as for Med/Surg
services?  

Yes Yes 

    S10.3.a Please Explain For services subject to retrospective review, the factor used to
design the retrospective NQTL was reviewed. The same factor

For services subject to retrospective review, the factor used to
design the retrospective NQTL was reviewed. The same factor
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applies to both M/S and MH/SUD services, a review was not
conducted for a service in which a prior authorization and/or
concurrent review was required. Similarly, the same factor of
clinical appropriateness is used in the application of
retrospective review for both M/S and MH/SUD. State
regulations may apply to M/S and/or MH/SUD.

applies to both M/S and MH/SUD services, a review was not
conducted for a service in which a prior authorization and/or
concurrent review was required. Similarly, the same factor of
clinical appropriateness is used in the application of
retrospective review for both M/S and MH/SUD. State
regulations may apply to M/S and/or MH/SUD 

S10.4 Are there any substantive differences within the
retrospective review process (i.e. prior certification 
requirements, Medical necessity review, appropriateness of care 
&/or benefit eligibility) between the MH/SUD services provided 
and the Med/Surg services provided? 

No No 

S10.5 Are your automated (auto-adjudicated) claims rules for
retrospective review qualification the same for MH/SUD 
services as they are for Med/Surg services? 

Yes Yes 

S10.6 Are there any substantial differences in the retrospective
review benefit Complaints, Appeals or Overturned on Appeal
Rates between the subject MH/SUD services and the subject
Med/Surg services? 

No No 

S10.7 Are there any differences in your RX retrospective review 
qualification requirements for MH/SUD drugs and Med/Surg 
drugs? If yes, please explain. 

No No 

S10.8 Are there any substantial differences between the total Rx 
populations that are subject to retrospective reviews between the 
MH/SUD drugs offered and the Med/Surg drugs offered?

No No 

S10.9 Are there any substantial differences in the services being
subject to retrospective review because of fraud, waste & abuse
between MH/SUD services and Med/Surg services? 

No No 

S11 Clinical Procedure Coding, Billing Coding and Process
NQTL Practices 
S11.1 Are there any differences in how you apply and use your
billing/clinical/medical coding resources (i.e. CPT, ICD, AMA, 
Centers for Medicare & Medicaid Services, IT Systems &
HCPCS) throughout your operations and implementation 
practices between MH/SUD services and Med/Surg Services?  * 
Please include in this comparative analysis any differences that
might exist between In-Network and Out-Of-Network 
practices/procedures and also between In-House and any 
Outsourced practices/procedures or functions. 

No No 

S11.2 Are there any processing differences within your
automated or auto-adjudicated claims handling practices 
involving your coding resources between the MH/SUD services

No No 
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and Med/Surg services? 
S11.3.a Are there any processing differences within your
administrative claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.3.b Are there any processing differences within your
clinical claims handling practices involving your coding 
resources between MH/SUD services and Med/Surg services? 

No No 

S11.4.a Are any of your administrative claims handling
practices involving coding resources outsourced for MH/SUD 
services or Med/Surg services? 

No No 

S11.4.b Are any of your clinical claims handling practices
involving coding resources outsourced for MH/SUD services 
and Med/Surg services? 

No No 

S12 Case & Medical Management NQTL Practices 
S12.1 Do you offer any Voluntary Case-Medical Management
programs? 

Yes Yes 

    S12.1.a Do these programs track or identify prospective 
adverse determinations? 

No No 

    S12.1.b Are they applied differently between MH/SUD and 
Med/Surg services? 

No No 

    S12.1.c Do they make benefit decision/determinations? No No 
    S12.1.d Do they recommend a lower level of care or 
alternative forms of treatment? 

No No 

    S12.1.e Do they count any care approved, that is less than the 
treating provider requested, as a denial or partial denial with all
applicable grievance rights? 

Partial Denial Partial Denial 

S12.2 Do you offer any Involuntary Case-Medical Management
programs? 

No No 

S12.3 Do you offer any voluntary Case-Rx Management
programs? 

No No 

S12.4 Do you offer any Involuntary Case-Rx Management
programs? 

No No 

S12.5 Do your case managers whether exercised in Rx, Medical 
or MH/SUD services recommend medically necessary care or
different levels of medically necessary care or alternative plans
of treatments? 

No No 

S12.6 Are there any differences in any of your Case
Management programs Albeit Voluntary or Involuntary between 

No No 
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similar ones practiced within MH/SUD services and Med/Surg
service’s? 
S12.7 Please identify and indicate if any of these programs
engage with or interact with Care Coordination, Utilization
Review or any form of treatment planning. 

Case management supports members in navigating care and
resources but does not conduct medical necessity/utilization 
review or deny/modify care.  

Case management supports members in navigating care and
resources but does not conduct medical necessity/utilization 
review or deny/modify care.  

S12.8 Please provide the total number of care & patient cases
managed during the most recent plan year. Please break it out by 
MH/SUD and Med/Surg and voluntary and non-voluntary. 

All MH/SUD case management is voluntary. 428 cases were
enrolled in case management in 2025.  

All M/S case management is voluntary.  706 cases were enrolled 
in 2025 inclusive of Complex, TOC and short term CM.

S12.9 Please provide comparative analysis of these programs
based on their policies, procedures, rules, requirements and
guidelines between MH/SUD benefits and Med/Surg benefits. 

For both programs, a members’ choice to participate in case
management does not impact clinical coverage determinations, 
the provider’s reimbursement, or member’s cost-share for 
covered services. MH/SUD case management does not incur a
co-pay or cost-sharing payment. MH/SUD case management 
programs are voluntary, additional benefits available to 
members and have no impact on utilization management nor
otherwise limit the scope of benefits for treatment under the
member’s benefit plan. 

For both programs, a members’ choice to participate in case
management does not impact clinical coverage determinations, 
the provider’s reimbursement, or member’s cost-share for 
covered services. M/S case management does not incur a co-pay 
or cost-sharing payment. M/S case management programs are
voluntary, additional benefits available to members and have no
impact on utilization management nor otherwise limit the scope
of benefits for treatment under the member’s benefit plan.

S12.10 Are members opting-in or opting-out of any of these
programs ever subject to adverse consequences. Such as
financial penalties, limitations or service-care access? 

No No 

S12.11 Please identify and describe all your Peer Review
Programs and include both pre- & post- adverse benefit
determination types. Please describe whenever a peer review
program is executed differently between MH/SUD & Med/Surg
providers and demonstrate comparability. 

If a request cannot be approved during an initial clinical review,
the case is referred to a clinical peer reviewer (Medical Director
or Psychologist in alignment with applicable standards per
C.G.S. § 38a-591a (7)) for a second level clinical review.
Clinical peer reviewers review the applicable member clinical
information and consult clinical criteria to make clinical
coverage benefit determinations. Clinical peer reviewers may 
request more clinical information as needed.  
 
If the case cannot be approved, the requesting provider is
offered the opportunity for a peer-to-peer conversation, 
consistent with federal, state, and accreditation requirements, 
before an adverse determination is issued. If the requesting
provider fails to complete the peer-to-peer discussion, the
clinical peer reviewer makes a determination based on the
information available.  
 
If a clinical peer reviewer issues an adverse benefit
determination (e.g., the admission is not medically necessary
and is not approved), then the adverse benefit determination is
communicated, including appeal rights, to the member and
provider consistent with applicable federal, state, and 
accreditation requirements. Only qualified clinical peer 

In the event the Plan renders an adverse determination without
attempting to discuss such matter with the enrollee's health care
provider who specifically recommended the health care service,
procedure or treatment under review, such health care provider
shall have the opportunity to request a peer-to-peer
review/reconsideration of the adverse determination. An adverse 
determination is an initial denial for lack of medical necessity or 
lack of information (LOI). This process is to ensure the provider 
has the opportunity to discuss a Utilization Management (UM)
determination with a Clinical Peer Reviewer before the
completion of the appeal process, as well as to allow the
provider the opportunity to present additional clinical 
information and/or receive a rationale for the original initial
adverse  determination.
The Plan notifies the treating practitioner about the opportunity
to discuss a medical necessity denial in the denial notice or by
telephone, including leaving a voicemail. The Plan documents
the name of the individual at the organization who notified the
treating practitioners/provider or left the voicemail, and the date 
and time of the notification or  voicemail.
If the peer-to-peer decision does not reverse the adverse
determination, the member, the member’s legal representative, 
or the practitioner on behalf of the member, may pursue the
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reviewers (Medical Directors or Psychologists) can issue 
adverse benefit  determinations.
 
A practitioner/facility may request an opportunity to discuss
reconsideration of an adverse benefit determination with the
Peer Reviewer who made the decision. The Peer Reviewer who
made the determination will conduct the reconsideration, when
possible.
 
The only difference between the M/S Peer Review process and
the MH/SUD Peer Review process is that for MH/SUD, the
provider has an opportunity with MH/SUD to engage with a
peer review prior to an adverse determination, as well as after an 
adverse determination. Therefore, the process is less stringent
for MH/SUD.    

appeal  process.
The peer-to-peer process is not a prerequisite to the standard or
urgent/ expedited appeal process.                                                   
                                             ConnectiCare (CCI) complies with 
CT State  Statute:
After a health carrier notifies a covered person, a covered
person's authorized representative or a covered person's health
care professional of an initial adverse determination that was
based, in whole or in part, on medical necessity, of a concurrent
or prospective utilization review or of a benefit request, the
health carrier shall offer a covered person's health care
professional the opportunity to confer, at the request of the
covered person's health care professional, with a clinical peer of 
such health carrier, provided such covered person, covered
person's authorized representative or covered person's health 
care professional has not filed a grievance of such initial adverse 
determination prior to such conference. Such conference shall
not be considered a grievance of such initial adverse
determination. (Conn State Statute Sec. 38a-591d). 

S12.12 Please provide the total number of Peer Reviews
conducted in the most recent full plan year under Med/Surg and
under MH/SUD. Include any unique or non-traditional peer
review approaches but include them separately. 

192 total MH/SUD peer reviews were conducted in 2025. 104 peer to peer reviews were conducted in 2025.

S12.13 Do you maintain any pre-adverse benefit determination
Peer Review programs? 

Yes No 

    S12.13.a please provide the total number performed in the 
most recent full plan year and how many resulted in a full
approval, partial approval and denial. 

192 total MH/SUD peer reviews were conducted in 2025. Total
full approvals = 141; Total partial approvals = 22; Total denials
= 29 

S13 Network Adequacy & Provider Reimbursement Rates 
S13.1 Are your geographic access adequacy time and distance
standards experienced in your Networks throughout Connecticut 
regions, comparable between similarly skilled & qualified 
MH/SUD providers and Med/Surg providers? 

Yes Yes 

S13.2 Are the provider to member ratios in your Networks
throughout the Connecticut geographical regions comparable 
when analyzed between the similarly skilled & qualified
MH/SUD providers & Med/Surg providers? 

Yes Yes 

    S13.2.a Please explain any differences and how they might be 
comparable? 

Both MH/SUD and MS use state-specific standards when state
regulations identify provider to member ratios. The ratios may
be differ as patient needs may differ by specialty. For example,
a higher ration would be required for primary care providers,
which would be expected to be access in greater numbers than a 

Both MH/SUD and MS use state-specific standards when state
regulations identify provider to member ratios. The ratios may
be differ as patient needs may differ by specialty. For example,
a higher ration would be required for primary care providers,
which would be expected to be access in greater numbers than a 
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cardiothoracic surgeon. cardiothoracic surgeon. 
S13.3 Do you perform any comparative cross-validations on the
actual patient-centered network adequacy outcome rates or 
experience levels between similarly skilled & trained networks
of MH/SUD providers and Med/Surg providers (i.e. patient wait 
times and acceptance rates)? 

Yes Yes 

    S13.3.a Please explain any differences in the new patient 
acceptance rate or the patient appointment wait times between
similarly skilled/licensed providers or facilities (throughout 
Connecticut regions but within the travel time and distance
parameters)?? 

Both MH/SUD and MS use state-specific standards when state
regulations identify time and distance standards.  The ratios may 
be differ as patient needs may differ by specialty. For example,
a higher standard would be required for primary care providers,
which would be expected to be access in greater numbers than a 
cardiothoracic surgeon or psychiatrist.   

Both MH/SUD and MS use state-specific standards when state
regulations identify time and distance standards.  The ratios may 
be differ as patient needs may differ by specialty. For example,
a higher standard would be required for primary care providers,
which would be expected to be access in greater numbers than a 
cardiothoracic surgeon. 

S13.4 What is the mean percentage on your in-network and
out-of-network provider reimbursement rates when compared as 
a percent of the Medicare reimbursement rates? Please provide
this averaged percentage broken out by MH/SUD and
Medical/Surgical benefits and compiled using the ICD and
DSM standards and the CPT billing codes. 

MD Avg =94% (CPT 90792,  99213)
MH/SUD Non-MD Avg=111% (CPT 90791, 90834, 90792,
99213)
MD  Median=99%
Non-MD Median=113% 

M/S MD Mean of CMS = 113% (CPT 99213, 99214)
M/S Non-MD Mean of CMS = 122% (CPT 99213, 99214)
M/S MD Median =  113%
M/S Non-MD Median = 122% 

    S13.4.a Are your in-network and out of network provider 
reimbursement rates for similarly qualified MH/SUD & 
Med/Surg providers on similarly classified 
services/care/treatment comparable when benchmarked to the 
applicable CMS medicare reimbursement rates? 

Yes Yes 

    S13.4.c Please explain any material differences between them 
and how they are comparable. Please address any
non-comparable material differences in the reimbursement rates 
for Psychiatrists, Psychologists or LCSWs in the context of their 
network patient wait times and acceptance rates. 

The plan sets reimbursement based on provider type, licensure,
and market benchmarks using the same methodology across all
specialties. Rate variations reflect differences in provider 
training, degree type, and market rates—not distinctions 
between medical/surgical and mental health/substance use 
disorder  services.
 
M/S MD and Non-MD wait times are not comparable to
Psychologist and Psychiatrist wait times. Behavioral health is a
specialty practice; therefore, a Psychologist and Psychiatrist are
akin to a medical specialist, not a general PCP. The wait time
for MD Specialist was reported at 9.7 days, which is
comparable to the wait times for a Psychologist (7 days) and a
Psychiatrist (10 days).   PCPs are not an appropriate comparison 
for this specific measure, as every member is
required/recommended to have a PCP, necessitating a higher
ratio of PCPs needed for the membership. In contrast, not every
member needs a Psychiatrist or Psychologist. Telehealth
behavioral providers are also available to members to support
timely access to care. 

The plan sets reimbursement based on provider type, licensure,
and market benchmarks using the same methodology across all
specialties. Rate variations reflect differences in provider 
training, degree type, and market rates—not distinctions 
between medical/surgical and mental health/substance use 
disorder  services.
 
M/S MD and Non-MD wait times are not comparable to
Psychologist and Psychiatrist wait times. Behavioral health is a
specialty practice; therefore, a Psychologist and Psychiatrist are
akin to a medical specialist, not a general PCP. The wait time
for MD Specialist was reported at 9.7 days, which is
comparable to the wait times for a Psychologist (7 days) and a
Psychiatrist (10 days).   PCPs are not an appropriate comparison 
for this specific measure, as every member is
required/recommended to have a PCP, necessitating a higher
ratio of PCPs needed for the membership. In contrast, not every
member needs a Psychiatrist or Psychologist. Telehealth
behavioral providers are also available to members to support
timely access to care. 
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S13.5 Are your similarly classified MH/SUD Rx & Med/Surg
Rx-Pharmaceutical reimbursement rates (whether INN or OON/ 
inside or outside the formulary/ or voluntary or involuntary)
comparable when benchmarked to the CMS Medicare rates
based off the average pharmaceutical wholesale pricing index
(AWP)? 

Yes Yes 

    S13.5.a Please explain any differences and how they might be 
comparable? 

ESI does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.
CMS Medicare rates are not published for prescription drug
benefits.  

ESI does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.
CMS Medicare rates are not published for prescription drug
benefits.  

    S13.5.b If any of your pharmaceutical reimbursement rates 
are paid at a rate less than the average pharmaceutical wholesale 
pricing index benchmark rate, please provide a list of them
broken out by MH/SUD Rx and Med/Surg Rx?

ESI does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.

ESI does not differentiate drug reimbursement based upon
whether the drug is M/S or MH/SUD.

S13.6 Do you maintain Telehealth Networks or Provider
Arrangements/Agreements with Providers or Facilities? 

Yes Yes 

    S13.6.a Do you perform comparative analysis between 
similarly skilled, qualified & licensed Medical/Surgical and 
Mental Health/Substance Use Providers, assuming Network 
adequacy time and distance parameters, and specific within
Telehealth, Virtualhealth or In-person care network 
Arrangements? Were there any differences, imbalances or 
disparities between their processes or workflow design 
requirements? 

MH/SUD does have Telehealth only provider arrangements. 
Whether that care is clinically appropriate to be delivered via
telehealth or in-person is defined by the state’s scope of practice 
requirements, and the Plan follows state guidance on this care
delivery.  

M/S does have Telehealth only provider arrangements. Whether
that care is clinically appropriate to be delivered via telehealth
or in-person is defined by the state’s scope of practice
requirements, and the Plan follows state guidance on this care
delivery.  

S13.7 For MH/SUD providers; are you relying on
telehealth/on-line care to meet the Network Adequacy 
requirements for In-Patient care? 

No No 

S13.8 Please detail and explain the rules, procedures and
guidelines used to negotiate and establish the specific rates for
providers. Please explain and identify any differences in factors, 
processes or methodology approaches between MH/SUD 
providers and Med/Surg providers and demonstrate 
comparability. 

OBHS offers a contract and reimbursement rate package to the
provider. If the provider rejects the contract proposal, OBHS
may negotiate with the provider using the following factors:
provider services, network adequacy requirements/need, 
provider type, and the provider’s geographic location.
When initially offering a contract and reimbursement rate
package to the provider, OBHS starts with an internally
developed standard fee schedule based on the CMS national
physician fee schedule rates and CMS locality-specific rates for
the provider’s region.  
Providers may request to negotiate different rates, or providers
already in the network may request to negotiate rate
adjustments. For negotiations, OBHS considers the provider 
services, network adequacy requirements/ need, provider type, 
and the provider’s geographic location to reach agreement with
providers.

Providers that express an interesting in becoming participating
with CCI would be offered a contract and reimbursement terms.  
If the provider does not want to accept what CCI has proposed,
they may try to negotiate alternative terms. The decision to
consider alternative terms can be driven by the type of services
offered, provider location, network gaps  (adequacy).
 
For any initial rate offerings to providers, CCI would look to
offer a standard schedule. The components of the schedule
would depend on the provider type (facility, physician, etc).
 
The factors, evidentiary standards, and source information used
to negotiate and establish MH/SUD INN reimbursement rates
were comparable to, and applied no more stringently than, the
factors, evidentiary standards and source information used to
negotiate and establish M/S INN reimbursement rates.
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The factors, evidentiary standards, and source information used
to negotiate and establish MH/SUD INN reimbursement rates
were comparable to, and applied no more stringently than, the
factors, evidentiary standards and source information used to
negotiate and establish M/S INN reimbursement rates. 

S13.9 Please identify any differences between MH/SUD 
provider and Med/Surg provider contract term periods. Please
demonstrate comparability. 

Standard contracts are evergreen. Providers have an opportunity
to negotiate the contract every year and therefore this difference
is not more stringent. 

Standard contracts are evergreen and providers have the ability
to negotiate the negotiates every year.  Hospital delivery systems 
and large provider groups may negotiate specific time periods
for which the contract will be effective which may be longer
than the standard contract period. 

S13.10 Do any of your provider contracts have automatic
adjustments (up or down) built into them?

Yes Yes 

    S13.10.a Please identify and demonstrate comparability. MH/SUD agreements include negotiated escalators, which 
automatically increase or modify rates for subsequent contract
years. No adjustments down/deflators.   

M/S agreements include negotiated escalators, which 
automatically increase or modify rates for subsequent contract
years. No adjustments down/deflators.   

S13.11 Please elaborate further and explain in detail all the
component parts of market dynamics, market demand and
market drivers on your final negotiated rates. Please describe
any noteworthy trends, new developments or variable shifting
that maybe impacting the assumptions in your final rate setting
model. 

The development of rates vary based on market dynamics such
as the provider services, network adequacy requirements/need, 
provider type, and the provider’s geographic location. MH/SUD 
considers network adequacy requirements/need when 
developing and/or negotiating a fee schedule. Gaps in network
adequacy can result in higher reimbursement if MH/SUD
determines a provider is necessary to meet a regulatory standard 
for member access to MH/SUD services. Supply and demand
for a provider type is also evaluated. For instance, if members
are heavy users of the target provider, the greater the rate
demand. MH/SUD also considers network the provider type.
Providers owned or employed by large health systems within a
given geographic market have more leverage than those who are 
not, e.g., solo practitioner. Similarly, specialists unique to their
market may also have more leverage due to network need for
that provider type (e.g., pediatric specialists). Typically, the
more specialized, the greater the provider’s rate demand.
MH/SUD also considers a provider’s geographic location. For
example, providers with broader proximity to members, who are 
serving members in geographic isolation, and/or who have a
higher cost structure due to their location often request higher
reimbursement for these considerations.   

The development of rates vary based on market dynamics such
as member/employer demand for a provider, provider leverage,
network adequacy, location, and services being offered.
Member/employer demand for a provider can affect the level of
reimbursement if the provider understands there is a market
need for them. An insurer is also required to maintain
minimum network adequacy requirements that relate to either
patient wait times or time/distance standards. As a result, a
provider’s location where they are more geographically isolated
with less providers will increase their leverage. There are also
some services that are only provided by certain providers given
their resource and technical intensity.   
 
With respect to trends and developments, continued 
consolidation of provider delivery systems and groups make it
increasingly difficult to negotiate competitive rates. As these
entities become larger, they control significant numbers of
providers, which may result in limited alternative contracting
opportunities in a given geographic area or specialty.  The health 
plan continues to try and advocate for the state's health care cost 
benchmarks but these are largely dismissed and / or ignored by
providers. Providers frequently submit terminations notices to
the health plan to generate leverage in a negotiation.



Re: S12.1e Response 

e. Do they count any care approved, that is less than the treating provider requested, as a 
denial or partial denial with all applicable grievance rights? 

For both MH/SUD and M/S the response is N/A. Case management does not 
conduct medical necessity/utilization review or deny/modify care. There were no 
options to select that represented this response, so Partial Denial was selected only 
so the survey would submit as you must answer all questions to submit the survey. 

 

Regards 

 

Brooke Souders 

AVP Marketplace Government Contracts 
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www.ct.gov/cid 
P.O. Box 816 Hartford, CT 06142-0816 

Affirmative Action/Equal Employment Opportunity Employer 
 

 

Certification Cover Letter 
Company Submission for Mental Health Parity NQTL Annual Report  
 
Date : ______________________ 
 
Re: Mental Health Parity NQTL Annual Report 
  
Entities Reporting:_____________________________________________________ 
 
 
The State of Connecticut, under C.G.S. sec. 38a-477ee, requires all managed health care companies 
sitused in the state to complete this report by March 1st of every calendar year, beginning in 2020.   
 
Please consolidate all your data and information from all subsidiaries and any Individual, Small Group 
and Large Group lines of business into Exhibit-A, following the 5-step analysis instructions. The 
department expects that you will need to expand this exhibit to provide this aggregated snapshot of your 
business, but it doesn’t expect you to structurally reformat it or to provide any separate attachments 
outside the analysis required within Exhibit-A and within the context framed by the 5-steps. 
 
Please omit any corporate names, individual names, or subsidiaries from this document since it may be 
used in legislative or public testimony.  
 
The period under review and requiring analysis is the previous calendar year from January 1st to 
December 31st.  The reporting period extends to all fully insured commercial health insurance plans, 
both inclusive and exclusive of utilization review activities, and involving all enrollees within 
Connecticut issued plans.  Medicaid, FEP, Medicare and Self-Funded plan enrollees are to be excluded 
from this inquiry. 
 
We request that all the information be provided by March 1st of each calendar year and be submitted to 
the Market Conduct Electronic Mailbox at: cid.mc@ct.gov 
  
Submitted By: 
 
 
 
Signature: ________________________________________________  
 
Print Name: ______________________________________________ 
 
Title of Officer: ___________________________________________ 

03/01/2026

ConnectiCare Benefits Inc., ConnectiCare Insurance Company Inc., ConnectiCare Inc.

Mark Meador

Plan President, ConnectiCare

Docusign Envelope ID: 10D33DF9-6669-4739-A023-0A38E3E0F4DA
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STATE OF CONNECTICUT 
INSURANCE DEPARTMENT 

CERTIFICATION FORM 

I hereby certify that _______________________________________________________________ is duly organized 
(Name of Insurer(s) - ‘All Entities Reporting’) 

under the laws of the State of Connecticut and has completed a review of such health carrier’s administrative practices 

for compliance with the state and federal mental health and substance use disorder benefit reporting requirements 

pursuant to Conn. Gen. Stat. §38a-477ee, §38a-488a, §38a-488c, §38a-488d, §38a-510, §38a-514, §38a- 514c, §38a-

514d, and §38a-544 and the provisions of the federal Paul Wellstone and Pete Domenici Mental Health Parity and 

Addiction Equity Act of 2008. 

Please select one: 

I hereby acknowledge that the insurer named above has maintained administrative practices for the 

immediately preceding calendar year that comply with the state and federal mental health and substance use 

disorder benefit reporting requirements, including the requirements specified in the Connecticut Insurance 

Law as identified above, and the attached report includes all such supportive and conclusive findings. 

I hereby acknowledge that the insurer named above has maintained administrative practices for the 

immediately preceding calendar year that fail to comply with the state and federal mental health and 

substance use disorder benefit reporting requirements, including the requirements specified in the 

Connecticut Insurance Law as identified above, and the attached report states and identifies each 

administrative practice not in compliance with such state and federal mental health and substance use disorder 

benefit reporting requirements and the specific actions that the health carrier is taking to bring these 

administrative practices into compliance. 

AFFIRMATION 

I subscribe and affirm, under penalty of perjury, that the statements made in this form have been examined by me 

and to the best of my knowledge and belief are true, correct and complete, and that I am duly authorized to execute 

this affirmation. 

(Authorized Representative/Officer Signature) 

(Printed Name) 

Date: ___________________________________ 

www.ct.gov/cid 
P.O. Box 816 Hartford, CT 06142-0816 

Affirmative Action/Equal Employment Opportunity Employer 

ConnectiCare Benefits Inc., ConnectiCare Insurance Company Inc., ConnectiCare Inc.

Mark Meador

3/1/2026

Docusign Envelope ID: 10D33DF9-6669-4739-A023-0A38E3E0F4DA
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