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Title:  An act relating to health carrier requirements for prior authorization standards.

Brief Description:  Concerning health carrier requirements for prior authorization standards.

Sponsors:  Senators Short, Keiser and Nguyen.

Brief History:
Committee Activity:

Health Care & Wellness:  3/22/19, 4/2/19 [DPA], 2/12/20, 2/21/20 [DPA].

Brief Summary of Second Engrossed Bill
(As Amended by Committee)

� Changes prior authorization requirements applicable to health carriers.

HOUSE COMMITTEE ON HEALTH CARE & WELLNESS

Majority Report:  Do pass as amended.  Signed by 14 members:  Representatives Cody, 
Chair; Macri, Vice Chair; Schmick, Ranking Minority Member; Chambers, Chopp, Davis, 
DeBolt, Harris, Maycumber, Riccelli, Robinson, Stonier, Thai and Tharinger.

Staff:  Jim Morishima (786-7191).

Background:  

Prior authorization is the requirement that a provider receive approval from a health carrier 
prior to performing a health care service for reimbursement.  A health carrier that imposes 
different prior authorization standards and criteria for a covered service among tiers of 
contracting providers of the same licensed profession in the same health plan must inform an 
enrollee which tier a provider is in by posting the information on its website in a manner 
accessible to both enrollees and providers.

Additionally, a health carrier may not require prior authorization for an initial evaluation and 
management visit and up to six consecutive treatment visits in a new episode of care for the 
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following types of services:  chiropractic, physical therapy, occupational therapy, 
acupuncture and Eastern medicine, massage therapy, or speech and hearing therapy.  The 
visits are subject to the carrier's medical necessity standards and are subject to any 
quantitative treatment limits of the health plan.

"New episode of care" is defined as treatment for a new or recurrent condition for which the 
enrollee has not been treated by the provider within the previous 90 days and is not currently 
undergoing any active treatment.

–––––––––––––––––––––––––––––––––

Summary of Amended Bill:  

The prohibition against prior authorization for chiropractic, physical therapy, occupational 
therapy, acupuncture and Eastern medicine, massage therapy, or speech and hearing therapy 
visits is expanded to prohibit any kind of utilization management or review, including prior, 
concurrent, or post-service authorization.  The prohibition against utilization management or 
review applies to an initial evaluation and management visit and up to six treatment visits for 
each of chiropractic, physical therapy, occupational therapy, acupuncture and Eastern 
medicine, massage therapy, or speech and hearing therapy visits.  

The medical necessity requirement is eliminated for the visits.  Coverage for the visits may 
not be denied or limited on the basis of medical necessity or appropriateness.  Care may not 
be retroactively denied and payment may not be retroactively refused for the visits.  The 
requirement that the visits be consecutive is eliminated.

The definition of "new episode of care" is made applicable to new conditions or diagnoses, 
instead of new or recurrent conditions.  The definition is expanded to include situations 
where an enrollee has been previously treated by a different licensed profession.

The requirements related to prior authorization tiers and chiropractic, physical therapy, 
occupational therapy, acupuncture and Eastern medicine, massage therapy, or speech and 
hearing therapy visits are made applicable to a health carrier's contracted entity, in addition to 
the health carrier itself.  The restrictions on utilization review do not prevent a health carrier 
from denying coverage based on insurance fraud.

Amended Bill Compared to Second Engrossed Bill:  

The amended bill makes terminology consistent by changing "prior authorization" to 
"utilization management or review."

–––––––––––––––––––––––––––––––––

Appropriation:  None.

Fiscal Note:  Available.
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Effective Date of Amended Bill:  The bill takes effect 90 days after adjournment of the 
session in which the bill is passed.

Staff Summary of Public Testimony:  

(In support) Stakeholders did a lot of work on this bill over the interim.  It is similar to the 
version that passed off the House floor last year.  

(Opposed) None. 

(Other) This is a carefully crafted bill.  Advocates worked over the interim making sure 
everything was right.  This bill strikes a balance.  Utilization management is still allowed, the 
six visits are clarified, and carriers can continue to deny coverage for insurance fraud.

Persons Testifying:  (In support) Senator Short, prime sponsor; and Lori Grassi, Washington 
State Chiropractic Association.

(Other) Christine Brewer, Association of Washington Healthcare Plans.

Persons Signed In To Testify But Not Testifying:  None. 
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