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Medical Necessity

All M/S and MH/SUD services, whether
in-network or out-of-network must be
medically necessary. Services
determined by Cigna not to be medically
necessary would excluded under the
terms of the plan unless otherwise
dictated by regulatory requirement or
specific plan design.

Cigna Health Management, Inc., an affiliate of Cigna
HealthCare performs utilization reviews for most
medical/surgical (M/S) benefits. A separate entity,
eviCore, reviews certain M/S services for Cigna,
American Specialty Health, reviews physical therapy
and occupational therapy on behalf of Cigna
HealthCare and both national and regional
vendors to perform UM. All entities adhere to
Cigna’s policies and procedures when performing
utilization reviews, and all of the data provided is
inclusive of utilization reviews of certain M/S
services.

Cigna employs the same definition of medical
necessity to (M/S) and mental health/substance use
disorder (MH/SUD) benefits. Cigna Medical
Directors apply the definition of “medical necessity”
set forth in the governing plan instrument or the
definition required by state law. Notwithstanding the

Evernorth Behavioral Health (“Evernorth,” “EBH”
or “Behavioral Health” formerly Cigna Behavioral
Health) an affiliate of Cigna HealthCare, performs
utilization reviews for MH/SUD benefits. No separate
entities review MH/SUD services for Cigna
HealthCare.

Cigna employs the same definition of medical
necessity to medical/surgical (M/S) and mental
health/substance use disorder (MH/SUD) benefits.
Cigna Medical Directors apply the definition of
“medical necessity” set forth in the governing plan
instrument or the definition required by state law.
Notwithstanding the above, Cigna's standard
definition of “medical necessity” is as follows:

“Medically Necessary/Medical Necessity
Health care services, supplies and medications
provided for the purpose of preventing,
evaluating, diagnosing or treating a Sickness,

A review of Cigna’s written policies and processes
reveals the comparable application of Medical
Necessity to M/S and MH/SUD services within the
applicable benefit classification. Cigna's Medical
Necessity coverage policy development and
application process is consistent between M/S and
MH/SUD. Cigna applies comparable evidence-based
guidelines to define established standards of effective
care in both M/S and MH/SUD benefits. Compliance
is further demonstrated through Cigna’s uniform
definition of Medical Necessity for M/S and
MH/SUD  benefits.  Consistency in  policy
development, process and application evidences
compliance with the NQTL requirement that the
medical management process be applied comparably,
and no more stringently, to MH/SUD services than to
M/S services.

Peer to Peer Review Variation
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above, Cigna's standard definition of “medical
necessity” is as follows:

“Medically Necessary/Medical Necessity
Health care services, supplies and medications
provided for the purpose of preventing,
evaluating, diagnosing or treating a Sickness,
Injury, condition, disease or its symptoms, that
are all of the following as determined by a
Medical Director or Review Organization:

e required to diagnose or treat an illness,
Injury, disease or its symptoms;

e in accordance with generally accepted
standards of medical practice;

o clinically appropriate in terms of type,
frequency, extent, site and duration;

e not primarily for the convenience of the
patient, Physician or other health care
provider;

e not more costly than an alternative
service(s), medication(s) or supply(ies) that
is at least as likely to produce equivalent
therapeutic or diagnostic results with the
same safety profile as to the prevention,
evaluation, diagnosis or treatment of your
Sickness, Injury, condition, disease or its
symptoms; and

e rendered in the least intensive setting that is
appropriate for the delivery of the services,
supplies or medications. Where applicable,
the Medical Director or Review

Injury, condition, disease or its symptoms, that
are all of the following as determined by a
Medical Director or Review Organization:
required to diagnose or treat an illness, Injury,
disease or its symptoms;

in accordance with generally accepted standards
of medical practice;

clinically appropriate in terms of type,
frequency, extent, site and duration;

not primarily for the convenience of the patient,
Physician or other health care provider;

not more costly than an alternative service(s),
medication(s) or supply(ies) that is at least as
likely to produce equivalent therapeutic or
diagnostic results with the same safety profile as
to the prevention, evaluation, diagnosis or
treatment of your Sickness, Injury, condition,
disease or its symptoms; and rendered in the
least intensive setting that is appropriate for the
delivery of the services, supplies or
medications. Where applicable, the Medical
Director or Review Organization may compare
the cost-effectiveness of alternative services,
supplies, medications or settings when
determining least intensive setting.

rendered in the least intensive setting that is
appropriate for the delivery of the services,
supplies or medications. Where applicable, the
Medical Director or Review Organization may
compare the cost-effectiveness of alternative

With respect to MH/SUD benefits, and in contrast to
the process for performing M/S benefit reviews,
Cigna ensures that any potential denial of MH/SUD
benefits is preceded by a proactive offer to the
provider of a peer-to-peer review for certain services
including Inpatient and Outpatient All Other benefit
classifications. The objectives of proactively seeking
a peer-to-peer review isto minimize the risk of issuing
a denial where, in fact, the enrollee’s clinical situation
warrants an approval for medically necessary care yet
the provider’s request may have incompletely or
imprecisely stated the case for medical necessity, or,
if a denial is nonetheless issued, mitigating disruption
if the loss of coverage results in the enrollee moving
to a different treatment type or level of care. This
process is beneficial for the enrollee and results in
greater approvals and fewer appeals of medical
necessity denials.

Cigna’s medical necessity review of MH/SUD
services is guided by the ASAM Criteria, MCG and
Cigna’s Clinical Coverage policies and plan
documents approved for use in care management
determinations. Cigna’s Peer-to-Peer review program
is triggered when a care manager receives clinical
information that does not appear to meet the ASAM
Criteria, MCG and Cigna’s Clinical Coverage
policies and plan documents for initial or prior
authorization for level of care requested. In this
instance, care managers may offer a lower level of
care to ensure there is no delay or impediment to care
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Organization may compare the cost-
effectiveness of alternative services,
supplies, medications or settings when
determining least intensive setting.

Where applicable, the Medical Director or Review
Organization may compare the cost-effectiveness of
alternative services, supplies, medications or settings
when determining least intensive setting.

In determining whether health care services, supplies,
or medications are Medically Necessary, the Cigna
Medical Director or Review Organization may rely on
the clinical coverage policies maintained by Cigna or
the Review Organization. Clinical coverage policies
may incorporate, without limitation and asapplicable,
criteria relating to U.S. Food and Drug
Administration-approved labeling, the standard
medical reference compendia and peer-reviewed,
evidence-based scientific literature or guidelines.”

Development of Clinical Criteria

Cigna utilizes its own internally developed Coverage
Policies (medical necessity criteria) and the MCG™
Guidelines when conducting medical necessity
reviews of M/S services, procedures, devices,
equipment, imaging, diagnostic interventions and its
own internally developed Coverage Policies and the
MCG™ Care Guidelines.

services, supplies, medications or settings when
determining least intensive setting.

Where applicable, the Medical Director or Review
Organization may compare the cost-effectiveness of
alternative services, supplies, medications or settings
when determining least intensive setting.

In determining whether health care services, supplies,
or medications are Medically Necessary, the Cigna
Medical Director or Review Organization may rely on
the clinical coverage policies maintained by Cigna or
the Review Organization. Clinical coverage policies
may incorporate, without limitation and asapplicable,
criteria relating to U.S. Food and Drug
Administration-approved labeling, the standard
medical reference compendia and peer-reviewed,
evidence-based scientific literature or guidelines.”

Development of Clinical Criteria

Cigna utilizes its own internally developed Coverage
Policies (medical necessity criteria) and the MCG™
Guidelines when conducting medical necessity
reviews of MH services, procedures, devices,
equipment, imaging, diagnostic interventions and the
ASAM criteria for conducting medical necessity
reviews of SUD services.

The Medical Technology Assessment Committee
(MTAC) establishes and maintains clinical guidelines
and medical necessity criteriain the form of published

where the medical necessity criteria is met. If that
level of care is not accepted by the requesting provider
(treating practitioner), the case is referred to Peer-to-
peer review with a behavioral health physician
reviewer.

The Peer-to-Peer review is available for any coverage
request for which Cigna anticipates issuing a denial
Cigna incorporates into its MH/SUD utilization
review process a requirement that — prior to issuing a
denial — a Cigna clinician proactively solicit a peer-
to-peer review with the rendering provider. After
completing the peer-to-peer review with the rendering
provider, the Cigna Medical Director makes a
decision to approve or deny the requested service,
based on all of the clinical information provided.
Peer-to-peer reviews that are declined by the
requesting provider result in the Cigna Medical
Director making a decision to approve or deny the
requested service based on the clinical information
that was submitted and obtained by the Cigna
clinician. All reconsideration and appeal options are
available if a case results in a denial, just as they are
available for denials issues for an M/S request.

If Cigna’s pro-active, volunteer Peer-to-Peer review
were not applicable to MH/SUD services, and such
services followed a similar process to the M/S benefit,
services that were approved due to such Peer-to-Peer
review, would have been much more likely to have
resulted in a denial without additional information or
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The Medical Technology Assessment Committee
(MTAC) establishes and maintains clinical guidelines
and medical necessity criteriain the form of published
Coverage Policies pertaining to the various medical
and behavioral health services, therapies, procedures,
devices, technologies and pharmaceuticals to be used
for utilization management purposes. This includes
Coverage Policies that address M/S services
determined to be experimental and investigational.

Clinical coverage policies may incorporate, without
limitation and as applicable, criteriarelating to U.S.
Foodand Drug Administration-approved labeling, the
standard medical reference compendia and peer-
reviewed, evidence-based scientific literature or
guidelines.

While Cigna's Coverage Policies and vendor
guidelines are reviewed at least once annually, re-
review of Coverage Policies and/or topics for new
Coverage Policies are identified through multiple
channels including requests from the provider
community, customers, frontline reviewers, CPU and
the impetus of new, emerging and evolving
technologies.

Also, the company’s routine (occurring no less
frequently than annually) Inter-Rater Reliability
(IRR) process is used to evaluate consistency of
clinical decision-making across reviewers and to
identify any potential revisions to coverage policies

Coverage Policies pertaining to the various medical
and behavioral health services, therapies, procedures,
devices, technologies and pharmaceuticals to be used
for utilization management purposes. This includes
Coverage Policies that address MH/SUD services
determined to be experimental and investigational.

Clinical coverage policies may incorporate, without
limitation and as applicable, criteriarelating to U.S.
Foodand Drug Administration-approved labeling, the
standard medical reference compendia and peer-
reviewed, evidence-based scientific literature or
guidelines.

While Cigna's Coverage Policies and vendor
guidelines are reviewed at least once annually, re-
review of Coverage Policies and/or topics for new
Coverage Policies are identified through multiple
channels including requests from the provider
community, customers, frontline reviewers, CPU and
the impetus of new, emerging and evolving
technologies.

Also, the company’s routine (occurring no less
frequently than annually) Inter-Rater Reliability
(IRR) process is used to evaluate consistency of
clinical decision-making across reviewers and to
identify any potential revisions to coverage policies
that may be warranted. Of note, the company’s most
recent MH/SUD IRR exercise did not reveal a need to

discussion to meet clinical criteria. The provider has
the right to decline the peer review and move forward
retaining the same rights post-decision/denial.
Cigna’s pro-active Peer-to-Peer review is more
favorable to the enrollee and the rendering/requesting
provide resulting in a less stringent, more
advantageous process for MH/SUD claims because it
is proactive, as compared to the process for M/S
claims whereby any peer-to-peer review is, unless
otherwise required by state law, conducted reactively,
i.e., if the rendering provider outreaches to Cigna.

Cigna has not identified any additional discrepancies
in operational policies between MH/SUD and M/S
benefits where the discrepancies present a
comparability or stringency problem within the
context of the NQTL requirement. Instances where
discrepancies between the process of administering
MH/SUD and M/S benefits do not present an NQTL
issue include, for example, situations where a
discrepancy in process is more advantageous to the
administration of MH/SUD benefits than M/S
benefits such as the pro-active behavioral health peer-
to-peer review process outlined herein. The Peer-to-
Peer analysis is addressed in the “in operation”
section of this submission set forth below.

Cigna regularly reviews utilization management data
to evaluate and ensure operational compliance of the
medical management suite of NQTLs, including
Medical Necessity and Appeals, Prior Authorization
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that may be warranted. Of note, the company’s most
recent MH/SUD IRR exercise did not reveal a need to
revise its coverage policies governing reviews of
MH/SUD benefits.

Factors

Cigna maintains medical necessity criteria (also
referred to as clinical criteria) for all medical health
services.  These criteria are either nationally
recognized criteria sets, such as those developed by
MCG or are developed by Cigna from the comparison
of national, scientific and evidenced based criteria
sets. Cigna's Medical Technology Assessment
Committee (“MTAC”) reviews clinical research and
guidelines for new clinical procedures and
technologiesto determine whether these services have
demonstrated clinical efficacy or are still deemed
experimental/investigational. Cigna reviews medical
and behavioral health national clinical practice
guidelines on an annual and bi-annual basis to inform
medical necessity criteria and the clinical decision
process.

Cigna requires all services theoretically be medically
necessary as a condition of coverage; therefore,
Medical Necessity applies to all M/S benefits in each
benefit classification based on objective clinical
criteria unless otherwise dictated by regulatory
requirement or specific plan design. This is an
industry standard for health insurance coverage.
Clinical coverage policies may incorporate, without

revise its coverage policies governing reviews of
MH/SUD benefits.

Factors

Cigna maintains medical necessity criteria (also
referredtoas clinical criteria) for all behavioral health
services.  These criteria are either nationally
recognized criteria sets, such as those developed by
MCG, the American Society of Addiction Medicine
(“ASAM”) or are developed by Cigna from the
comparison of national, scientific and evidenced
based criteria sets. Cigna's Medical Technology
Assessment Committee (“MTAC”) reviews clinical
research and guidelines for new clinical procedures
and technologies to determine whether these services
have demonstrated clinical efficacy or are still
deemed experimental/investigational. Cigna reviews
medical and behavioral health national clinical
practice guidelines on an annual and bi-annual basis
to inform medical necessity criteria and the clinical
decision process.

Cigna requires all services theoretically be medically
necessary as a condition of coverage; therefore,
Medical Necessity applies to all MH/SUD benefits in
each benefit classification based on objective clinical
criteria unless otherwise dictated by regulatory
requirement or specific plan design. This is an
industry standard for health insurance coverage.
Clinical coverage policies may incorporate, without
limitation and as applicable, criteriarelating to U.S.

and Concurrent Review. Data is reviewed by benefit
classification and sub-classification to calculate
denial rates to ensure comparability. Cigna’s
application of the medical necessity

NQTL, specifically approvals and denials rates, for
Prior Authorization, Retrospective Review, and
Concurrent Review across benefit classifications for a
sampling of Cigna plans revealed no statistically
significant discrepancies in medical necessity denial
rates as-between MH/SUD and M/S benefits for the
Cigna book of business including all commercial data
Medical Necessity denial rates.

Cigna utilizes appeals data to review the number of
utilization review decisions across the book-of-
business. Appeals data is delineated by pre and post
services and includes prior authorization and
concurrent review, overturned for the same time
period relating to the utilization management data
metrics included in Cigna's book of business data.
Data reflected overall comparable overturn rates
across benefit classifications.

While the rate of appeals, where the original denial
for lack of medical necessity was upheld, is higher for
MH/SUD than for M/S claims for the Cigna book of
business. This appeal rate, coupled with the utilization
management data reflecting higher Medical Necessity
denial rates for M/S claims than for MH/SUD claims
is representative of Cigna’s proactive approach to
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limitation and as applicable, criteriarelating to U.S.
Foodand Drug Administration-approved labeling, the
standard medical reference compendia and peer-
reviewed, evidence-based scientific literature or
guidelines.

Sources and Evidentiary Standards

The use of the various guidelines for clinical
criteria/medical necessity (both external and internal)
do not overlap and there is no hierarchical weight
assigned to the standard, source, or guideline in any
given review for clinical criteria. In other words,
where a specific Cigna medical policy applies, that
medical policy applies in whole without regard to
other more general guidelines, like the ASAM
Criteria or MCG Cigna's Coverage Policy Unit
(CPU), in partnership with Cigna's Medical
Technology Assessment Committee (“MTAC”),
conducts evidence-based assessments of the 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.

MTAC is composed of physicians and nurses and
includes specialists from both medical and behavioral
health disciplines. Internal subject matter experts
include, but are not limited to orthopedists,
neurologists, neurosurgeons, OBGYNs, oncologists,
primary care physicians, internist, surgeons,

Food and Drug Administration-approved labeling, the
standard medical reference compendia and peer-
reviewed, evidence-based scientific literature or
guidelines.

Sources and Evidentiary Standards

The use of the various guidelines for clinical
criteria/medical necessity (both external and internal)
do not overlap and there is no hierarchical weight
assigned to the standard, source, or guideline in any
given review for clinical criteria. In other words,
where a specific Cigna medical policy applies, that
medical policy applies in whole without regard to
other more general guidelines, like the ASAM
Criteria or MCG Cigna's Coverage Policy Unit
(CPU), in partnership with Cigna's Medical
Technology Assessment Committee (“MTAC”),
conducts evidence-based assessments of the 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.

MTAC is composed of physicians and nurses and
includes specialists from both medical and behavioral
health disciplines. Internal subject matter experts
include, but are not limited to orthopedists,
neurologists, neurosurgeons, OBGYNs, oncologists,
primary care physicians, internist, surgeons,
urologists, pulmonologists cardiologists,
psychologists and psychiatrists.

peer-to-peer review. Approximately 37% of all pre-
service MH/SUD peer-to-peer reviews inclusive of
read only reviews, which includes a Medical Director
review of the medical file without discussion when a
peer-to-peer is scheduled but the requesting provider
does not attend, in Cigna’s book-of-business data
resulted in approvals that may have otherwise have
resulted in a medical necessity denial.

Additionally, Cigna conducts routine (occurring no
less frequently than annually) Inter-Rater Reliability
(IRR) testing is used to evaluate consistency of
clinical decision-making across reviewers and to
identify any potential revisions to coverage policies
that may be warranted. Corrective action is initiated if
a score falls below 85% and if the results are below
90% the Medical Director will evaluate the scores and
decide whether to convene a review process with the
Medical Directors/Physician Reviewers. Of note, the
company’s most recent MH/SUD IRR exercise did
not reveal a need to revise its coverage policies
governing reviews of MH/SUD benefits.

The number of utilization review decisions across the
Cigna book of business data, reflects comparable
average denial rates based upon Medical Necessity
across all benefit classifications for utilization
management programs including prior authorization,
concurrent review and retrospective review with
medical necessity denials for M/S services on average
higher than medical necessity denials of MH/SUD
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urologists, pulmonologists
psychologists and psychiatrists.

cardiologists,

The Cigna-employed Medical Directors responsible
for the development and/or review of medical
necessity criteria of M/S and MH/SUD services
include:  Coverage Policy Author: The medical
professionals who review and draft medical necessity
coverage policies, in consultation with Coverage
Policy SMEs, as part of the annual clinical review.
These recommendations are offered to MTAC for
discussion and ultimately require a vote of the
majority to be accepted to go in to effect. The
Committee may send it back for further review, reject
recommendations, or propose an alternative, or any
combination of those outcomes. The committee also
discusses relevant health equity concerns. Coverage
Policy SME: These are clinical subject matter experts
— representing a range of clinical specialties,
including, as relevant, MH/SUD experts (see the
“Behavioral Health” clinicians listed in the “Coverage
Policy SME” tab — consulted when drafting or
reviewing coverage policies).

The MTAC’s evidence-based medicine approach
ranks the categories of evidence and assigns greater
weight to categories with higher levels of scientific
evidence as set forth below in Cigna’s “Levels of
Scientific Evidence Table” adapted from the Centre
for Evidence Based Medicine, University of Oxford,
March 2009 and evidenced in Cigna’s Medical

The Cigna-employed Medical Directors responsible
for the development and/or review of medical
necessity criteria of M/S and MH/SUD services
include: Coverage Policy Author: The medical
professionals who review and draft medical necessity
coverage policies, in consultation with Coverage
Policy SMEs, as part of the annual clinical review.
These recommendations are offered to MTAC for
discussion and ultimately require a vote of the
majority to be accepted to go in to effect. The
Committee may send it back for further review, reject
recommendations, or propose an alternative, or any
combination of those outcomes. The committee also
discusses relevant health equity concerns. Coverage
Policy SME: These are clinical subject matter experts
— representing a range of clinical specialties,
including, as relevant, MH/SUD experts (see the
“Behavioral Health” clinicians listed in the “Coverage
Policy SME” tab — consulted when drafting or
reviewing coverage policies).

The MTAC’s evidence-based medicine approach
ranks the categories of evidence and assigns greater
weight to categories with higher levels of scientific
evidence as set forth below in Cigna’s “Levels of
Scientific Evidence Table” adapted from the Centre
for Evidence Based Medicine, University of Oxford,
March 2009 and evidenced in Cigna’s Medical
Technology Assessment and Coverage Process for

services. The sample size for Georgia specific data
did not allow for a statistically significant sample in
any category. While 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,
comparable outcomes can help evidence compliance
with the in-operation component of the NQTL
requirement.

Cigna concludes the Medical Necessity NQTL is
applied comparably and no more stringently to
MH/SUD benefitsthan to M/S benefits. In performing
the ‘as written’ comparative analysis Cigna reviewed
applicable policies, processes and procedures to
ensure comparability of the application of Medical
Necessity to M/S and MH/SUD services which
revealed the application of Medical Necessity to be
applied to MH/SUD services no more stringently than
M/S Services. In performing the operational analysis
of the application of UM, Cigna reviewed denial rates
for both M/S and MH/SUD within each classification
of benefits and for benefits subject to prior
authorization, concurrent review, and retrospective
review.
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Limitation (M/S) Benefits
(NQTL) (MH/SUD)

Technology Assessment and Coverage Process for | Determination of Medical Necessity Coverage
Determination of Medical Necessity Coverage | Criteria Recommendations Policy (OPS-48) ):

Criteria Recommendations Policy (OPS-48):
Level 1: Randomized Controlled Trials

Level 1: Randomized Controlled Trials (RCT). Randomized, blinded, placebo-
(RCT). Randomized, blinded, placebo- controlled, clinical trials and systematic
controlled, clinical trials and systematic reviews of RCTs and meta-analysis of
reviews of RCTs and meta-analysis of RCTs.
RCTs.

Level 2: Non-randomized controlled trials
Level 2: Non-randomized controlled trials (an experimental study, but not an ideal
(an experimental study, but not an ideal design). Also systematic reviews and meta-
design). Also systematic reviews and meta- analyses of non-randomized controlled trials.

analyses of non-randomized controlled trials.
Level 3: Observational studies — e.g. cohort,

Level 3: Observational studies — e.g. cohort, case-control studies (non-experimental
case-control studies (non-experimental studies). Also systematic reviews and meta-
studies). Also systematic reviews and meta- analyses of observational studies.

analyses of observational studies.
Level 4: Descriptive studies, case reports,

Level 4: Descriptive studies, case reports, case series, panel studies (non-experimental
case series, panel studies (non-experimental studies), and retrospective analyses of any
studies), and retrospective analyses of any kind. Also systematic reviews and meta-
kind. Also systematic reviews and meta- analyses of retrospective studies.

analyses of retrospective studies.
Level 5: Professional/organizational

Level 5: Professional/organizational recommendations when based upon a valid
recommendations when based upon a valid evidence-based assessment of the available
evidence-based assessment of the available literature.

literature.
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Comparative Analysis Conclusions

The MTAC 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.

Medical Necessity Appeals

Cigna uses the same factors, sources and evidentiary
standards applicable to the medical necessity NQTL
for the Medical Necessity Appeals.

Internal Appeals. Cigna follows the same internal
appeal process for resolving disputes regarding
pre/post-service benefit coverage and medical
necessity denials of requested benefits for both M/S
and MH/SUD. For medical necessity reviews a
second health care professional, who was not
involved in any previous decision and is not a
subordinate of the individual in the previous decision,
performs an appeal, whether expedited or standard.

Expedited appeals are completed within 72 hours.
Standard level 1 and level 2 pre-service medical
necessity appeals are completed within 15 calendar
days and standard post-service level 1 and level 2
medical necessity appeals are completed within 30
calendar days, post-service administrative appeals are
completed within 30 calendar days. The assigned
appeal processor notes the adverse determination as a
denial in our system and communicates the

The MTAC 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.

Medical Necessity Appeals

Cigna uses the same factors, sources and evidentiary
standards applicable to the medical necessity NQTL
for the Medical Necessity Appeals.

Internal Appeals. Cigna follows the same a single-
level internal appeal process for resolving disputes
regarding pre/post-service benefit coverage and
medical necessity denials of requested benefits for
both M/S and MH/SUD. For medical necessity
reviews a second health care professional, who was
not involved in any previous decision and is not a
subordinate of the individual in the previous decision,
performs an appeal, whether expedited or standard.

Expedited appeals are completed within 72 hours
receipt. Standard level 1 and level 2 pre-service
medical necessity appeals are completed within 15
calendar days and standard post-service level 1 and
level 2 medical necessity appeals are completed
within 30 calendar days, post-service administrative
appeals are completed within 30 calendar days. The
assigned appeal processor notes the adverse
determination as a denial in our system and
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determination by phone to the requesting party if the
appeal was handled as expedited. At each step in the
process, Cigna provides written notification of the
outcome and resolution, including the clinical
rationale for the determination to the member and the
treating provider or facility.

External Appeals. Cigna informs customers of their
right to request an external appeal to an IRO, at no
cost to the Customer, in the final internal appeal
denial letter for both M/S and MH/SUD external
appeals. The communication provides the Customer
with all information regarding the right of appeal,
applicable time limitations and specific instructions
on the initiation of an appeal by the Customer or the
Customer’s designate. The National Appeals
Organization will facilitate the appeal through the
provision of program information and IRO program
description.

All records and materials relevant to the adverse
determination and included in the previous appeal
files are presented for review to an Independent
Review Organization (IRO). New information and
documentation submitted with the external review
request is forwarded to the IRO to consider. The
decision of the IRO is final and is binding on us and
the plan. Relevant portions of the Customer’s contract
(e.g., Certificate of Coverage, Summary Plan
Description) are included in the materials for external
review. The IRO will render a decision without

communicates the determination by phone to the
requesting party if the appeal was handled as
expedited. Ateach step inthe process, Cignaprovides
written notification of the outcome and resolution,
including the clinical rationale for the determination
to the member and the treating provider or facility.

External Appeals. Cigna informs customers of their
right to request an external appeal to an IRO, at no
cost to the Customer, in the final internal appeal
denial letter for both M/S and MH/SUD external
appeals. The communication provides the Customer
with all information regarding the right of appeal,
applicable time limitations and specific instructions
on the initiation of an appeal by the Customer or the
Customer’s designate. =~ The National Appeals
Organization will facilitate the appeal through the
provision of program information and IRO program
description.

All records and materials relevant to the adverse
determination and included in the previous appeal
files are presented for review to an Independent
Review Organization (IRO). New information and
documentation submitted with the external review
request is forwarded to the IRO to consider. The
decision of the IRO is final and is binding on us and
the plan. Relevant portions of the Customer’s contract
(e.g., Certificate of Coverage, Summary Plan
Description) are included in the materials for external
review. The IRO will render a decision without
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deference to the previous decisions. Standard external
appeals are completed within 45 days and expedited
external appeals are completed within 72 hours.

deference to the previous decisions. Standard external
appeals are completed within 45 days and expedited
external appeals are completed within 72 hours.

Prior Authorization/Pre-Certification Review

Process — Include all services for which prior
authorization/pre-certification review is required.
Describe any step-therapy or “fail first” requirements
and requirements for submission of treatment request

forms or treatment plans.

Inpatient, In-Network

Prior Authorization is applied to all non-
emergent inpatient benefits, including
residential services. The MH/SUD and
MV/S services assigned to the inpatient
classification include non-emergent
MH/SUD and M/S services rendered by
a hospital or other facility to plan
enrollees who are confined overnight to
the hospital or other facility and non-
emergent MH/SUD services. This
specifically includes, for MH/SUD and
M/S benefits.

M/S Inpatient Services :
e Acute Inpatient Services,
e Subacute Inpatient Services, i.e.
Skilled Nursing Care, physical

Inpatient, In-Network Services Subject to Prior
Authorization

All non-emergent M/S inpatient services are subject
to pre-service medical necessity review (i.e., prior
authorization, precertification review (PCR)
including Inpatient, In-Network benefits.

Process

For a service subject to prior authorization, the
enrollee’s treating provider submits a request for
benefit authorization of an inpatient level of care
electronically or by phone, fax or mail. If the request
cannot be authorized using an approved algorithm, the
case is referred to a nurse reviewer/care manager who
collects and reviews the supporting clinical
information for medical necessity. If the nurse
reviewer/care manager determines the enrollee meets
criteriafor the inpatient level of care requested, he/she
authorizes the services at issue. If the nurse

Inpatient, In-Network Services Requiring Prior
Authorization

All non-emergent MH/SUD inpatient services are
subject to pre-service medical necessity review (i.e.,
prior authorization, precertification review (PCR))
including Inpatient, In-Network benefits

Process

For a service subject to prior authorization, the
enrollee’s treating provider submits a request for
benefit authorization of an inpatient level of care
electronically or by phone, fax or mail. . If the request
cannot be authorized using an approved algorithm, t
the case is referred to a nurse reviewer/care manager
who collects and reviews the supporting clinical
information for medical necessity. If the nurse
reviewer/care manager determines the enrollee meets
criteriafor the inpatient level of care requested, he/she
authorizes the services at issue. If the nurse

Cigna has assessed several components of its
utilization management program for NQTL
compliance, including the methodology for
determining which services will be subject to
utilization management, the process for reviewing
utilization management requests, and the process for
applying coverage criteria.

A review of Cigna’s written policies and processes
reveals the comparable process by which MH/SUD
and M/S services are selected for application of prior
authorization within  the applicable benefit
classification the evidences comparability and
equivalent stringency in-writing and in-operation.

First, a committee of Cigna-employed Medical
Directors determines which M/S and MH/SUD
services shall be subject to prior authorization or
concurrent review. To the extent any MH/SUD
services within the inpatient or outpatient
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rehabilitation hospitals, etc.
e Inpatient Professional Services

MH/SUD Inpatient Services:

e Mental Health Acute Inpatient
Services

e Mental Health Subacute
Residential Treatment

e Mental Health Inpatient
Professional Services

e SUD Acute Inpatient Services

e SUD Acute Inpatient
Detoxification

e SUD Subacute Residential
Treatment

e SUD Inpatient Professional
Services

No MH/SUD inpatient benefits are
subject to fail-first and/or step therapy
requirements.

reviewer/care manager assesses the enrollee does not
appear to meet medical necessity criteria for the
inpatient level of care at issue, he/she refers the case
to a peer reviewer (e.g. Medical Director) who
reviews the clinical information and determines
whether the enrollee meets medical necessity criteria
for the inpatient level of care at issue (i.e., peer
reviewer may authorize or deny benefit authorization
depending upon the information provided by the
treating provider). Cignatypically authorizes 1-4 M/S
or MH/SUD inpatient days upon pre-service review.
(See Peer to Peer Variation Analysis in Medical
Necessity Section).

Factors

Services covered under a Cigna-administered benefit
plan, including M/S benefits, may require Prior
Authorization to achieve a variety of objectives,
including the wverification of the appropriate
utilization of services by type/level of care and
place/setting of service wunder benefit plans
administered by Cigna (clinical appropriateness) the
value of the service exceeds the administrative costs,
and verification that a service will be rendered for a
covered benefit.

All Inpatient admissions are subject to prior
authorization review, without service/procedure level
distinctions for the inpatient benefit classification

reviewer/care manager assesses the enrollee does not
appear to meet medical necessity criteria for the
inpatient level of care at issue, he/she refers the case
to a peer reviewer (e.g. Medical Director) who
conducts a peer-to-peer review with the treating
provider. The peer reviewer reviews the clinical
information and determines whether the enrollee
meets medical necessity criteria for the inpatient level
of care at issue (i.e., peer reviewer may authorize or
deny benefit authorization depending upon the
information provided by the treating provider). Cigna
typically authorizes 1-4 M/S or MH/SUD inpatient
days upon pre-service review. (See Peer to Peer
Variation Analysis in Medical Necessity Section).

Factors

Services covered under a Cigna-administered benefit
plan, including MH/SUD benefits, may require Prior
Authorization to achieve a variety of objectives,
including the verification of the appropriate
utilization of services by type/level of care and
place/setting of service under benefit plans
administered by Cigna (clinical appropriateness) the
value of the service exceeds the administrative costs,
and verification that a service will be rendered for a
covered benefit.

All Inpatient admissions are subject to prior
authorization review, without service/procedure level
distinctions for the inpatient benefit classification

classifications are considered for inclusion on the
“precertification list” a Cigna-employed Medical
Director with former practice experience as a
psychiatrist and expertise in, and dedicated support
for, behavioral health matters is consulted to ensure
appropriate evaluation of MH/SUD services that may
be considered for application of prior authorization
and concurrent review.

Cignas MTAC - which includes representation
across a number of disciplines, including MH/SUD
expertise — approves any implementation of, or
changes to, coverage policies used to make medical
necessity  determinations to  ensure  the
appropriateness of the same. The inclusion of
appropriate representation of MH/SUD expertise in
the coverage policy development process ensures that
coverage policies for MH/SUD benefits appropriately
incorporate generally-accepted standards of practice,
including consideration of type or duration of
treatment or level of care for patients with specific
MH/SUD conditions.

Comparable representation of expertise in MH/SUD
services is therefore ensured to the extent any
MH/SUD benefits may be considered for inclusionon
the precertification list, thus ensuring comparable
reviews of MH/SUD benefits. Moreover, the list of
services subject to prior authorization and concurrent
review is reviewed no less frequently than annually to
determine if any services, whether MH/SUD or M/S,
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based upon high cost, high risk and complexity for
members receiving the service.

Sources
e Internal claims data
UM program operating costs
UM authorization data
Expert Medical Review
Nationally recognized evidence-based
guidelines

Evidentiary Standards
The evidentiary standard relied on to determine
whether to apply prior authorization to inpatient M/S
benefits is whether application of prior authorization
produces positive financial savings, as measured in
the aggregate across the Cigna-administered book-of-
business. Cigna has determined the value of
subjecting all inpatient In-Network M/S services to
prior authorization/precertification review must
exceed the administrative costs by at least 1:1. The
ROI ratio is calculated using the following formula:
e The actual or anticipated denial rate of the
service multiplied by the average unit cost
(or, as applicable, cumulative cost) of the
service, with the resulting figure divided by
the estimated cost to review the total number
of services.
e For services for which Cigna maintains
historic claims data, Cigna calculates the

based upon high cost, high risk and complexity for
members receiving the service.

Sources
e Internal claims data
UM program operating costs
UM authorization data
Expert Medical Review
Nationally recognized evidence-based
guidelines

Evidentiary Standards
The evidentiary standard relied on to determine
whether to apply prior authorization to inpatient
MH/SUD benefits is whether application of prior
authorization produces positive financial savings, as
measured in the aggregate across the Cigna-
administered  book-of-business. Cigna has
determined the value of subjecting all inpatient In-
Network MH/SUD services to prior
authorization/precertification review must exceed the
administrative costs by at least 1:1. The ROI ratio is
calculated using the following formula:
e The actual or anticipated denial rate of the
service multiplied by the average unit cost
(or, as applicable, cumulative cost) of the
service, with the resulting figure divided by
the estimated cost to review the total number
of services.
e For services for which Cigna maintains

should be removed or added to the list, so the
frequency of review of the continued appropriateness
of application of prior authorization is comparable
across MH/SUD and M/S benefits.

Cigna does not use different factors or evidentiary
standards, or use the same factor and evidentiary
standard differently, when reviewing MH/SUD and
M/S benefits for continued inclusion on the prior
authorization list. Because the benefit or value of
conducting pre-service review of the treatment type
outweighs the administrative costs associated with
conducting the review, the treatment type is subject
to pre-service medical necessity review (prior
authorization).

An “in operation” review of Cigna’s application of the
Prior Authorization NQTL, specifically approvalsand
denial information, in the In-Patient, In-Network
classification for a sampling of plans revealed no
statistically significant discrepancies in denial rates
as-between MH/SUD and M/S benefits for the Cigna
book of business data. The sample size for Georgia
specific data did not allow for a statistically
significant sample for inpatient prior authorization.
While operational outcomes are not determinative of
NQTL compliance, and an insurer may comply with
the NQTL requirement notwithstanding a disparate
outcome for an NQTL applied to MH/SUD benefits
as compared to M/S benefits, comparable outcomes
can help evidence compliance with the in-operation
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denial rate by reference to the actual denial
rate as reflected in the historic book-of-
business claims data it maintains. The
average unit cost of the service is calculated
based on Cigna's historical paid claims for
the service across its commercial book of
business. The estimated cost to perform a
coverage review is $40 per review, which is
informed by costs/expenses such as
personnel salaries and time.

Clinical Appropriateness is defined as those
services that as determined in the exercise of the
professional judgement of Cigna’s internal medical
experts, are in accordance with generally accepted
standards of care and nationally recognized
guidelines. Nationally recognized guidelines are
included in Cigna’s “Levels of Scientific Evidence
Table” adapted from the Centre for Evidence
Based Medicine, University of Oxford, March
2009 as outlined in the development of clinical
criteria of Medical Necessity.

historic claims data, Cigna calculates the
denial rate by reference to the actual denial
rate as reflected in the historic book-of-
business claims data it maintains. The
average unit cost of the service is calculated
based on Cigna's historical paid claims for
the service across its commercial book of
business. The estimated cost to perform a
coverage review is $100 per review, which
is informed by costs/expenses such as
personnel salaries and time.

Clinical Appropriateness is defined as those
services that as determined in the exercise of the
professional judgement of Cigna’s internal medical
experts, are in accordance with generally accepted
standards of care and nationally recognized
guidelines. Nationally recognized guidelines are
included in Cigna’s “Levels of Scientific Evidence
Table” adapted from the Centre for Evidence
Based Medicine, University of Oxford, March
2009 as outlined in the development of clinical
criteria of Medical Necessity.

component of the NQTL requirement. Consequently,
Cigna concludes that the NQTL was applied
comparably and no more stringently to MH/SUD
benefits than to M/S benefits.

Cigna also reviewed the ROIs for both MH/SUD and
M/S non-emergent inpatient admissions. For the
purposes of the ROI calculation, the estimated costs
to perform a coverage review, which is informed by
costs/expenses for personnel salaries and time to
review. Cigna reviewed the ROI for both M/S and
MH/SUD non-emergent inpatient admissions. M/S
services for non-emergent inpatient admissions
calculated at 9:1 for 2019, 8:0 for 2020 and 10:1 for
partial year 2021 and ROIs for MH/SUD services for
non-emergent inpatient admissions calculated at
2.93:1 for 2019, 2.05:1 for 2020 and 2.03:1 for partial
year 2021 respectively. These calculations are
consistent with the factor/evidentiary standard
outlined in Steps 2 and 3, namely that the application
of prior authorization to inpatient M/S benefits
produces a positive savings for both MH/SUD and
M/S benefits, as measured in the aggregate across the
Cigna-administered book-of-business. Tobe clear, if
the number preceding the colon is greater than 1 (e.g.,
2.93), then the application of prior authorization
produces a positive ROl and thus meets the
evidentiary standard for application of the same to
MH/SUD or M/S inpatient benefits.
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The process by which services are considered for
application of Prior Authorization is comparable in
writing and in operation across MH/SUD and M/S
benefits, as evidenced by Cigna’s assessment of
several components of the prior authorization
determination process in the overall context of its
utilization management programs.

Outpatient Office Visits, In-Network

Not Applicable.

Not Applicable.

Cigna sub-classifies the outpatient benefit
classification into Outpatient-Office Visit and
Outpatient-All Other for MH/SUD and M/S benefits.
The Prior Authorization NQTL does not apply to
MH/SUD or M/S services assigned to the Outpatient-
Office Visits sub-classification.

All Other Outpatient Services, In-
Network

The Prior Authorization NQTL is applied
to certain Outpatient-All Other MH/SUD
and M/S services sub-classification
including:

M/S Outpatient-All Other Services
Advanced imaging services (e.g., CT
scans, PET scans, MRIs, diagnostic
cardiology)

Certain outpatient surgical procedures
Certain cardiology procedures
Clinical trials

All Other Outpatient, In-Network Services
Subject to Prior Authorization

The Prior Authorization NQTL is applied to certain
Outpatient, In-Network M/S services in the All Other
sub-classification (typically those subject to higher
cost and/or utilization).

Process

For an AIll Other Outpatient, In Network service
subject to prior authorization, the enrollee’s treating
provider submitsa request for benefit authorization of
an outpatient service electronically or by phone, fax
or mail. The case is referred to a nurse reviewer/care
manager who collects and reviews the supporting
clinical information for medical necessity. If the nurse

All Other Outpatient, In-Network Services
Subject to Prior Authorization

The Prior Authorization NQTL is applied to certain
Outpatient In-Network MH/SUD services in the All
Other sub-classification (typically those subject to
higher cost and/ or utilization).

Process

For an All Other Outpatient, In Network service
subject to prior authorization, the enrollee’s treating
provider submitsa request for benefit authorization of
an outpatient service electronically or by phone, fax
or mail. The case is referred to a nurse reviewer/care
manager who collects and reviews the supporting
clinical information for medical necessity. If the nurse

Cigna has assessed several components of its
utilization management program for NQTL
compliance, including the methodology for
determining which services will be subject to
utilization management, the process for reviewing
utilization management requests, and the process for
applying coverage criteria.

As Written

A review of Cigna’s written policies and processes
reveals the comparable process by which MH/SUD
and M/S services are selected for application of prior
authorization within the applicable benefit
classification the evidences comparability and
equivalent stringency in-writing and in-operation.
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Procedures that may be considered
cosmetic in nature

Durable Medical Equipment (DME)
Experimental / Investigational /
Unproven (EIU) Procedures

Genetic testing

Home Health Care (HHC) / home
infusion therapy

Hormone Implant

Hyperbaric Oxygen Therapy
Infertility services

Infused / injectable medications
Medical oncology

Musculoskeletal services (major joint
surgery and pain management services)
Negative Pressure Wound Therapy
Outpatient Therapy Services (Outpatient
Acute Rehabilitation, Cardiac
Rehabilitation, Cognitive Rehabilitation,
Speech Therapy, Hearing Therapy,
Occupational Therapy, Physical
Therapy, Chiropractic, Acupuncture)
Outpatient radiation therapy services
Sleep testing

Speech Therapy

Therapeutic apheresis (aka
Extracorporeal photopheresis (ECP)
External Counterpulsation

Unlisted procedures or services (note:
the phrase “unlisted procedure or
service” refers to an instance where a

reviewer/care manager determines the enrollee meets
criteria for the outpatient service requested, he/she
authorizes the services at issue. If the nurse
reviewer/care manager assesses the enrollee does not
appear to meet medical necessity criteria for the
outpatient service at issue, he/she refers the case to a
peer reviewer (e.g. Medical Director) who reviewsthe
clinical information and determines whether the
enrollee meets medical necessity criteria for the
outpatient service at issue (i.e. peer reviewer may
authorize or deny benefit authorization depending
upon the information provided by the treating
provider). (See Peer to Peer Variation Analysis in
Medical Necessity Section).

Pre-Certification List

Services covered under a Cigna-administered benefit
plan, including M/S benefits, may require Prior
Authorization to achieve a variety of objectives,
including the verification of the appropriate
utilization of services by type/level of care and
place/setting of service under benefit plans
administered by Cigna, as well as verification that a
service will be rendered for a covered benefit.

When determining which M/S All Other Outpatient
benefits are subject to pre-service medical necessity
review (prior authorization/ precertification), Cigna
conducts at least annually, a Precertification Code
Review Procedure by the Total Health and Network

reviewer/care manager determines the enrollee meets
criteria for the outpatient service requested, he/she
authorizes the services at issue. If the nurse
reviewer/care manager assesses the enrollee does not
appear to meet medical necessity criteria for the
outpatient service at issue, he/she refers the case to a
peer reviewer (e.g. Medical Director) who conducts a
peer-to-peer review with the treating provider. The
peer reviewer reviews the clinical information and
determines whether the enrollee meets medical
necessity criteria for the outpatient service at issue
(i.e. peer reviewer may authorize or deny benefit
authorization depending upon the information
provided by the treating provider). (See Peer to Peer
Variation Analysis in Medical Necessity
Section).

Pre-Certification List.

Services covered under a Cigna-administered benefit
plan, including MH/SUD benefits, may require Prior
Authorization to achieve a variety of objectives,
including the verification of the appropriate
utilization of services by type/level of care and
place/setting of service under benefit plans
administered by Cigna, as well as verification that a
service will be rendered for a covered benefit.

When determining which MH/SUD All Other
Outpatient benefits are subject to pre-service medical
necessity review (prior
authorization/precertification), Cigna conducts at

First, a committee of Cigna-employed Medical
Directors determines which M/S and MH/SUD
services shall be subject to prior authorization or
concurrent review. To the extent any MH/SUD
services within the inpatient or outpatient
classifications are considered for inclusion on the
“precertification list” a Cigna-employed Medical
Director with former practice experience as a
psychiatrist and expertise in, and dedicated support
for, behavioral health matters is consulted to ensure
appropriate evaluation of MH/SUD services that may
be considered for application of prior authorization
and concurrent review.

Cigna's MTAC - which includes representation
across a number of disciplines, including MH/SUD
expertise — approves any implementation of, or
changes to, coverage policies used to make medical
necessity  determinations to  ensure  the
appropriateness of the same. The inclusion of
appropriate representation of MH/SUD expertise in
the coverage policy development process ensures that
coverage policies for MH/SUD benefits appropriately
incorporate generally-accepted standards of practice,
including consideration of type or duration of
treatment or level of care for patients with specific
MH/SUD conditions.

Comparable representation of expertise in MH/SUD
services is therefore ensured to the extent any
MH/SUD benefits may be considered for inclusionon
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procedure or service is billed as
“unlisted,” meaning that no existing CPT
code exists for the procedure or service)

MH/SUD Outpatient-All Other
Services

Partial Hospitalization

Applied Behavior Analysis (ABA)
Transcranial Magnetic Stimulation

Operations and Medical Economics Coverage Policy,
Precertification Team (“Precertification Team”).
Precertification Team workgroup leaders include
Coding Team Supervisors, the Total Health and
Network Operations (“THN”’) Medical Director and
ad hoc members including Cigna Medical Directors
and subject matter expertise with the ability to
exercise professional judgement. The Precertification
Team makes a final recommendation to the THN
medical and clinical leadership, a final determination
is made and the Precertification List is updated,
operationalized and provider notifications are
communicated.

Factors

To determine whether a service may be subject to
prior authorization, one or more of the following
variables (i) whether the service is determined to be
experimental, investigational or unproven according
to clinical evidence (ii) whether the service may
present a serious customer safety risk; (iii) whether
the treatment type is a driver of high-cost growth; (iv)
variability in cost, quality and utilization based upon
diagnosis, treatment, provider type and/or geographic
region; and (v) treatment type subject to a higher
potential for fraud, waste and/or abuse must be met
first, then a Return on Investment (“ROI”) threshold
must be established for the service to be subject to
prior authorization/concurrent review.

The factors used to determine that the Prior

least annually, a Precertification Code Review
Procedure by the Total Health and Network
Operations and Medical Economics Coverage Policy,
Precertification Team (“Precertification Team”).
Precertification Team workgroup leaders include
Coding Team Supervisors, the Total Health and
Network Operations (“THN”) Medical Director and
ad hoc members including Cigna Medical Directors
and subject matter expertise with the ability to
exercise professional judgement. The Precertification
Team makes a final recommendation to the THN
medical and clinical leadership, a final determination
is made and the Precertification List is updated,
operationalized and provider notifications are
communicated.

Factors

To determine whether a service may be subject to
prior authorization, one or more of the following
variables (i) whether the service is determined to be
experimental, investigational or unproven according
to clinical evidence (ii) whether the service may
present a serious customer safety risk; (iii) whether
the treatment type is a driver of high-cost growth; (iv)
variability in cost, quality and utilization based upon
diagnosis, treatment, provider type and/or geographic
region; and (v) treatment type subject to a higher
potential for fraud, waste and/or abuse must be met
first, then a Return on Investment (“ROI”) threshold
must be established for the service to be subject to
prior authorization/concurrent review.

the precertification list, thus ensuring comparable
reviews of MH/SUD benefits. Moreover, the list of
services subject to prior authorization and concurrent
review is reviewed no less frequently than annually to
determine if any services, whether MH/SUD or M/S,
should be removed or added to the list, so the
frequency of review of the continued appropriateness
of application of prior authorization is comparable
across MH/SUD and M/S benefits.

Cigna does not use different factors or evidentiary
standards, or use the same factor and evidentiary
standard differently, when reviewing MH/SUD and
M/S benefits for continued inclusion on the prior
authorization list. The factor and its accompanying
evidentiary standard used to determine whether prior
authorization will apply to an outpatient service
pursuant to the processes described herein, namely the
ROI metric, is likewise uniform for MH/SUD and
M/S benefits.

In Operation

An “in operation” review of Cigna’s application of the
Prior Authorization NQTL, specifically approvalsand
denial information, in the Outpatient All Other, In-
Network classification for a sampling of plans
revealed no statistically significant discrepancies in
denial rates as-between MH/SUD and M/S benefits.
The sample size for Georgia specific data did not
allow for a statistically significant sample for
outpatient prior authorization.
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Authorization NQTL will apply to either M/S benefits
in the Outpatient All Other benefit classifications is
whether at least one of the non-quantitative variables
set forth above, plus the projected return on
investment (ROI) to review the service must generally
exceed a ratio of 3.0.

Sources

e COGNOS Internal claims database including
measures for volume of services approved,
denied, total authorizations, denial rates
estimated average cost, cost to review,
estimated savings, per member per month
savings, return on investment and contracted
rates.

e Expert Medical Review

e Input from national vendors

e Medical Economics biannual provider and
facility analyses report for codes not included
on precertification list

e Nationally recognized evidence-based
guidelines and CMS and HCPS updates

e Industry accepted procedures codes
developed by:

o American Medical Association (AMA)
publication of the Current Procedural
Terminology (CPT) book

o American Hospital Association (AHA)
publication of revenue codes

o American Formulary Association
(AFA) publication of codes

The factors used to determine that the Prior
Authorization NQTL will apply to either MH/SUD
benefits in the Outpatient All Other benefit
classifications is whether at least one of the non-
guantitative variables set forth above, plus the
projected return on investment (ROI) to review the
service must generally exceed a ratio of 3.0.

Sources

e COGNOS Internal claims database including
measures for volume of services approved,
denied, total authorizations, denial rates
estimated average cost, cost to review,
estimated savings, per member per month
savings, return on investment and contracted
rates.

e Expert Medical Review
Input from national vendors
Medical Economics biannual provider and
facility analyses report for codes not included
on precertification list

e Nationally recognized evidence-based
guidelines and CMS and HCPS updates

e Industry accepted procedures codes
developed by:

o American Medical Association (AMA)
publication of the Current Procedural
Terminology (CPT) book

o American Hospital Association (AHA)
publication of revenue codes

Cigna reviewed the ROIs for both MH/SUD and M/S
outpatient services subject to prior
authorization/concurrent review and confirmed that
the MH/SUD outpatient services subject to prior
authorization/concurrent review revealed sufficiently
positive ROIs to warrant continued application of
prior authorization/concurrent review without further
consideration.

Cigna regularly reviews utilization management data
to evaluate and ensure operational compliance of the
NQTL as referenced inthe Medical Necessity Section
of this document. Data is reviewed by benefit
classification and sub-classification to calculate
denial rates to ensure comparability. Cigna’s
application of the medical necessity NQTL,
specifically approvals and denials rates for
Concurrent Review across benefit classifications for a
sampling of Cigna plans revealed no statistically
significant discrepancies in medical necessity denial
rates as-between MH/SUD and M/S benefits.

In the outpatient benefit classification, including the
All Other sub-classification, denial rates for MH/SUD
were on average lower than M/S services for the In
Network Outpatient All Other sub-classification for
the Cigna book of business data.
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o Centers for Medicare and Medicaid
Services (CMS) publication of codes

Evidentiary Standard

The evidentiary standards for factors that must be
established to trigger a ROl evaluation for the
application of Prior Authorization in the Outpatient
All Other sub-classification.

All Other classification are as follows:

(1) whether the service is determined to be
experimental, investigational or unproven
according to clinical evidence: A service is
determined to be experimental,
investigational, or unproven (E1U) according
to available Clinical Evidence?;

(i) whether the service may present a serious
customer safety risk; The service is
potentially life-threatening according to
available Clinical Evidence. Examples of
safety issues considered to be potentially life-
threatening include a service such as rapid
detoxification under anesthesia, or the use of
a service that is the subject of a serious

o American Formulary Association
(AFA) publication of codes

o Centers for Medicare and Medicaid
Services (CMS) publication of codes

Evidentiary Standard

The evidentiary standards for factors that must be
established to trigger a ROI evaluation for the
application of Prior Authorization in the Outpatient
All Other sub-classification.

All Other classification are as follows:

)] whether the service is determined to be
experimental, investigational or unproven
according to clinical evidence: A service is
determined to be experimental,
investigational, or unproven (EIU) according
to available Clinical Evidence?;

(i) whether the service may present a serious
customer safety risk; The service is
potentially life-threatening according to
available Clinical Evidence. Examples of
safety issues considered to be potentially life-
threatening include a service such as rapid

1 Clinical evidence includes publications from professional societies that include nationally recognized specialists in the appropriate field (e.g., American College of Obstetricians and Gynecologists); guidance published by appropriate Government Regulatory Agencies (e.g., CMS, FDA,
NIH); and other original research studies, publish in the English language, peer reviewed, published, evidence-based scientific studies or literature.

2 Clinical evidence includes publications from professional societies that include nationally recognized specialists in the appropriate field (e. g., American College of Obstetricians and Gynecologists); guidance published by appropriate Government Regulatory Agencies (e.g., CMS, FDA,
NIH); and other original research studies, publish in the English language, peer reviewed, published, evidence-based scientific studies or literature.
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(iii)

(iv)

warning or recall (e.g. FDArecall for adevice
or pharmaceutical product);

Whether the treatment type is a driver of
high-cost growth: For a code to be considered
a driver of high-cost growth, to be included
on Cigna’s Precertification List, the code
must include high dollar, low volume or high
denial claim costs. While each is considered
separately, an average facility spend of
$75,000 is considered high dollar. High
volume includes averages of 6000 or more
claims, and denial of services average of 5%
or greater.

Variability in cost, quality and utilization
based upon diagnosis, treatment, provider
type and/or geographic region: Variability in
cost is identified as a high unit cost per
service for consideration in requiring
precertification. The volume of services per
year is also reviewed, including a review of
high denial rates. Cigna does not discriminate
by provider type or region of the country.
Coverage policies apply to all providers
working within the scope of their licensure
(for example, Cigna would not consider a
coverage request for neurosurgery from a
chiropractor). The ideal candidate for
precertification is a service that is expensive
($300 or more), not routinely performed and

(iii)

(iv)

detoxification under anesthesia, or the use of
a service that is the subject of a serious
warning or recall (e.g. FDA recall for adevice
or pharmaceutical product);

Whether the treatment type is a driver of
high-cost growth: For a code to be considered
a driver of high-cost growth, to be included
on Cigna’s Precertification List, the code
must include high dollar, low volume or high
denial claim costs. While each is considered
separately, an average facility spend of
$75,000 is considered high dollar. High
volume includes averages of 6000 or more
claims, and denial of services average of 5%
or greater.

Variability in cost, quality and utilization
based upon diagnosis, treatment, provider
type and/or geographic region: Variability in
cost is identified as a high unit cost per
service for consideration in requiring
precertification. The volume of services per
year is also reviewed, including a review of
high denial rates. Cigna does not discriminate
by provider type or region of the country.
Coverage policies apply to all providers
working within the scope of their licensure
(for example, Cigna would not consider a
coverage request for neurosurgery from a
chiropractor). The ideal candidate for
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(V)

for which data exists from national standards
such as “Choosing Wisely” or other
professional society recommendations that a
denial rate of 15% or more would be expected
when the individual request is measured
against Cigna’s published criteria coverage
(Cigna developed Coverage Policy, MCG, or
ASAM).

Treatment type subject to a higher potential
for fraud, waste and/or abuse: The
evidentiary standard for when a treatment
type subject to a higher potential for fraud,
waste and/or abuse, as identified in
publications by organizations that track
trends regarding fraud/waste/abuse in
utilization of healthcare services consistent
with applicable law and regulation. Cigna
specifically identifies fraud, waste and abuse
as follows:

a. “Fraud” means knowingly and willfully
executing, or attempting to execute, a
scheme or artifice to defraud any
healthcare benefit program or to obtain
(by means of false or fraudulent
pretenses, representations or promises)
any of the money or property owned by,
or under the custody or control of, any
healthcare benefit plan/program. (18
U.S.C. §1347)

(v)

precertification is a service that is expensive
($300 or more), not routinely performed and
for which data exists from national standards
such as “Choosing Wisely” or other
professional society recommendations that a
denial rate of 15% or more would be expected
when the individual request is measured
against Cigna’s published criteria coverage
(Cigna developed Coverage Policy, MCG, or
ASAM).

Treatment type subject to a higher potential
for fraud, waste and/or abuse: The
evidentiary standard for when a treatment
type subject to a higher potential for fraud,
waste and/or abuse, as identified in
publications by organizations that track
trends regarding fraud/waste/abuse in
utilization of healthcare services consistent
with applicable law and regulation. Cigna
specifically identifies fraud, waste and abuse
as follows:

a. “Fraud” means knowingly and willfully
executing, or attempting to execute, a
scheme or artifice to defraud any
healthcare benefit program or to obtain
(by means of false or fraudulent
pretenses, representations or promises)
any of the money or property owned by,
or under the custody or control of, any
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the healthcare system, including health
benefit plans/programs. Itisnot generally
considered to be caused by criminally
negligent actions, but by the misuse of
resources.

C. “Abuse” means actions that may, directly
or indirectly result in unnecessary costs
such as payment for items or services
when there is no legal entitlement to that
payment and the individual or entity has
not knowingly and/or intentionally
misrepresented facts to obtain payment.

The evidentiary standard used for the ROI factor in
the application of Prior Authorization of M/S services
the Outpatient-All Other benefit classification is a
ratio of 3.0. Codes not meeting the 3.0 ROI threshold
are assessed for potential removal from the prior
authorization/concurrent review program, with an
emphasis placed on identifying ways to improve the
cost-effectiveness of the reviews themselves by
reducing administrative cost/expense (e.g., time to
review). Cigna reviews the ROI of codes requiring
precertification based on data contained in Cigna’s
Precertification Dashboard. Codes with ROI greater
than 3 are considered as operationally effective and
are not typically considered for removal, while codes
with ROI less than 3 are considered for removal.

Limitation (M/S) Benefits
(NQTL) (MH/SUD)
b. “Waste” means overutilization of healthcare benefit plan/program. (18
services or other practicesthat, directly or U.S.C. §1347)
indirectly, result in unnecessary costs to b. “Waste” means overutilization of

services or other practicesthat, directly or
indirectly, result in unnecessary costs to
the healthcare system, including health
benefit plans/programs. Itisnot generally
considered to be caused by criminally
negligent actions, but by the misuse of
resources.

C. “Abuse” means actions that may, directly
or indirectly result in unnecessary costs
such as payment for items or services
when there is no legal entitlement to that
payment and the individual or entity has
not knowingly and/or intentionally
misrepresented facts to obtain payment.

The evidentiary standard used for the ROI factor in
the application of Prior Authorization of MH/SUD
services the  Outpatient-All  Other  benefit
classification is a ratio of 3.0. Codes not meeting the
3.0 ROI threshold are assessed for potential removal
from the prior authorization/concurrent review
program, with an emphasis placed on identifying
ways to improve the cost-effectiveness of the reviews
themselves by reducing administrative cost/expense
(e.g., timetoreview). Cignareviewsthe ROI of codes
requiring precertification based on data contained in
Cigna’s Precertification Dashboard. Codes with ROI
greater than 3 are considered as operationally
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Codes are removed with low ROI/savings and codes
are included that have a higher ROIl/savings based
upon utilization review and cost trends.

The ROI ratio is calculated using the following
formula:

e The actual or anticipated denial rate of the
service multiplied by the average unit cost
(or, as applicable, cumulative cost) of the
service, with the resulting figure divided by
the estimated cost to review the total number
of services.

e For services for which Cigna maintains
historic claims data, Cigna calculates the
denial rate by reference to the actual denial
rate as reflected in the historic book-of-
business claims data it maintains. The
average unit cost of the service is calculated
based on Cigna’s historical paid claims for
the service across its commercial book of
business. The estimated cost to perform a
coverage review is $40 per review, which is
informed by costs/expenses such as
personnel salaries and time.

Cigna imposes step therapy and/or fail first
requirements on certain M/S services including for
example, MRI, gastric bypass, lumbar spine fusion
where higher-cost therapies may be denied unless it
can be shown that a lower-cost therapy isnot effective

effectiveand are not typically considered for removal,
while codes with ROI less than 3 are considered for
removal. Codes are removed with low ROIl/savings
and codes are included that have a higher ROl/savings
based upon utilization review and cost trends.

The ROI ratio is calculated using the following
formula:

e The actual or anticipated denial rate of the
service multiplied by the average unit cost
(or, as applicable, cumulative cost) of the
service, with the resulting figure divided by
the estimated cost to review the total number
of services.

e For services for which Cigna maintains
historic claims data, Cigna calculates the
denial rate by reference to the actual denial
rate as reflected in the historic book-of-
business claims data it maintains. The
average unit cost of the service is calculated
based on Cigna’s historical paid claims for
the service across its commercial book of
business. The estimated cost to perform a
coverage review is $100 per review, which
is informed by costs/expenses such as
personnel salaries and time.

Cigna does not impose a Fail First/Step Therapy
NQTL on MH/SUD services where higher-cost
therapies may be denied unless it can be shown that a
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(also known as “fail-first” policies or  step therapy”
protocols).

lower-cost therapy is not effective (also known as
“fail-first” policies or * step therapy” protocols).

Concurrent Care Review

Process — Include frequency and penalties for all
services. Describe any step-therapy or “fail first”
requirements and requirements for submission of

treatment request forms or treatment plans.

Inpatient, In-Network

Concurrent Review is applied to all
inpatient benefits, based upon high cost,
high risk and complexity for members
receiving the service with the exception
of any services reimbursed to the provider
ona case rate/Diagnostic Resource Group
(DRG) basis, including non-emergent
M/S and MH/SUD services rendered by a
hospital or other facility to plan enrollees
who are confined overnight to the
hospital or other facility and certain
outpatient benefits, without
service/procedure level distinctions for
the inpatient benefit classification.
Inpatient services subject to Concurrent
Review include:

M/S Inpatient Services :
e Acute Inpatient Services,
e Subacute Inpatient Services,
i.e. Skilled Nursing Care,

Concurrent Review is applied to all non-emergent
MV/S services rendered by a hospital or other facility
to plan enrollees who are confined overnight to the
hospital or other residential facility based upon high
cost, high risk and complexity for members
receiving the service.

Process

Inpatient Concurrent Care Review occurs when a
facility/provider requests to extend an inpatient stay
beyond the previously authorized length of stay or
more frequently based upon review of the level of care
and clinical criteria. For M/S benefits, the nurse
reviewer/care manager collects the updated clinical
information and/or reviews it for medical necessity. If
the nurse reviewer/care manager determines the
enrollee meets criteria for continued inpatient care,
he/she authorizes the services at issue. If the nurse
reviewer/care manager assesses the enrollee does not
appear to meet medical necessity criteria for
continued inpatient care, he/she refers the case to a
peer reviewer (e.g. Medical Director) who reviewsthe

Concurrent Review is applied to all non-emergent
MH/SUD services rendered by a hospital or other
facility to plan enrollees who are confined overnight
to the hospital or other residential facility based upon
high cost, high risk and complexity for members
receiving the service.

Process

Inpatient Concurrent Care Review occurs when a
facility/provider requests to extend an inpatient stay
beyond the previously authorized length of stay or
more frequently based upon review of the level of care
and clinical criteria. For MH/SUD benefits, the nurse
reviewer/care manager collects the updated clinical
information and/or reviews it for medical necessity. If
the nurse reviewer/care manager determines the
enrollee meets criteria for continued inpatient care,
he/she authorizes the services at issue. If the nurse
reviewer/care manager assesses the enrollee does not
appear to meet medical necessity criteria for
continued inpatient care, he/she refers the case to a
peer reviewer (e.g. Medical Director) who conducts a

Cigna applies the concurrent care review NQTL
consistently to M/S benefits and MH/SUD benefits.
In both M/S and MH/SUD services, concurrent care
reviews are typically initiated by a nurse reviewer for
M/S benefits or Care Manager (licensed behavioral
health clinician) for MH/SUD benefits telephonically
a day or two before the last covered/authorized day.
Cigna does not use different factors or evidentiary
standards, or use the same factor and evidentiary
standard differently, when reviewing MH/SUD and
M/S benefits for Concurrent Review.

DRG Variation

Inpatient services reimbursed on the basis of a
DRG/case rate and otherwise authorized pursuant to a
prior authorization review are not subject to
concurrent review because, for the duration of the
period for which the DRG/case rate applies, the
amount of benefits the plan is obligated to pay for a
facility stay does not depend on the duration of time
that the individual received care in the facility. DRG-
based reimbursement creates incentives for hospitals
to actively manage utilization but DRG-based fees do
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physical rehabilitation
hospitals, etc.
e Inpatient Professional Services

MH/SUD Inpatient Services:

e Mental Health Acute Inpatient
Services

e Mental Health Subacute
Residential Treatment

e Mental Health Inpatient
Professional Services

e SUD Acute Inpatient Services

e SUD Acute Inpatient
Detoxification

e SUD Subacute Residential
Treatment

e SUD Inpatient Professional
Services

clinical information and determines whether the
enrollee meets criteria for continued inpatient care
(i.e. peer reviewer may authorize or deny benefit
authorization depending upon the information
provided by the treating provider). Cigna typically
authorizes 1-4 M/S inpatient days upon concurrent
care review. (See Peer to Peer Variation Analysis in
Medical Necessity Section).

UM coverage determinations of M/S services are
made in accordance with evidence-based treatment
guidelines by physician peer reviewers licensed in the
same or similar specialty area as the treating provider.
Cigna uses MCG Guidelines for ambulatory care,
inpatient and surgical care, recovery facility care,
home care, and behavioral health care for coverage
guidance in utilization review of services that are not
addressed in a Cignamedical, or co-branded coverage

policy.

Factors

Services covered under a Cigna-administered benefit
plan, including M/S benefits, may require Concurrent
Review to achieve a variety of objectives, including
the verification of the appropriate utilization of
services by type/level of care and place/setting of
service under benefit plans administered by Cigna, as
well as verification that a service will be rendered for
a covered benefit. Services covered under a medical
or behavioral benefit administered by Cigna that are
on-going with multiple services over multiple dates of

peer-to-peer review with the treating provider. The
peer reviewer reviews the clinical information and
determines whether the enrollee meets criteria for
continued inpatient care (i.e. peer reviewer may
authorize or deny benefit authorization depending
upon the information provided by the treating
provider). Cigna typically authorizes 1-6 MH/SUD
inpatient days upon concurrent care review. (See Peer
to Peer Variation Analysis in Medical Necessity
Section).

UM coverage determinations of MH/SUD services
are made in accordance with evidence-based
treatment guidelines by physician peer reviewers
licensed in the same or similar specialty area as the
treating provider. Cigna uses MCG for non-SUD
primary diagnosis of behavioral health level of care
and Cignauses ASAM Criteriafor coverage guidance
in utilization review level of care of SUD services.

Factors

Services covered under a Cigna-administered benefit
plan, including MH/SUD benefits, may require
Concurrent Review to achieve a variety of objectives,
including the verification of the appropriate
utilization of services by type/level of care and
place/setting of service under benefit plans
administered by Cigna, as well as verification that a
service will be rendered for a covered benefit.
Services covered under a medical or behavioral

not exist for psychiatric hospitalizations. The lack of
correlation between the length of stay and the plan’s
obligation to pay benefits for the same means that
assessing the ongoing medical necessity of a
continued facility stay for coverage/benefit purposes
is unnecessary for such period of time.

The case rate/DRG payment functions as payment in
full for any and all services rendered to the individual
for the pre-authorized course of treatment for the
length of time covered by the case rate/DRG payment
and over which the individual remains in the facility.
The plan’s liability for payment of benefits for
services, and the individuals’ cost-sharing obligation,
does not increase or decrease depending on how long
the individual remainsin the facility receiving the pre-
authorized treatment in question, unless the
individual’s stay extends beyond the time period that
the DRG/case rate payment covers.

DRG-based reimbursement creates incentives for
hospitals to actively manage utilization but DRG-
based fees do not exist for psychiatric
hospitalizations. Concurrent Review by Cigna is
clinically appropriate and permissible for psychiatric
hospitalizations as general medical hospitalizations
that are not reimbursed based on DRGs are also
subject to concurrent review. Differences in
utilization management of inpatient behavioral health
is not a more stringent application because DRG-

All Cigna productsand services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Healthand Life Insurance Company, Connecticut General Life Insurance Company, Evernorth
Care Solutions, Inc., Evernorth Behavioral Health, Inc.,and HMO or service company subsidiaries of Cigna Health Corporation. The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc.

© Copyright 2023 Cigna.



¢ Cigna.

Mental Health Parity and Addiction Equity Act (MHPAEA)
Non-Quantitative Treatment Limitations (NQTLs) Comparative Analysis

Non-Quantitative Treatment
Limitation
(NQTL)

Medical/Surgical Benefits
(M/S)

Mental Health/Substance Use Disorder
Benefits
(MH/SUD)

Comparative Analysis Conclusions

service beyond the initial period for which coverage
was approved may be subject to Concurrent Review
to confirm level of care and clinical appropriateness.

A Service may be subject to Concurrent Review,
when such Service requires (1) the ongoing
assessment to determine or continue to establish the
medical necessity of continued services; and (2)
appropriateness of current level of care for the
severity; or (3) one or more of the following:

e complexity of the condition and if extension,
expansion, or reduction of services is
appropriate based on nationally recognized
guidelines

e Expected timeframe for clinical
response/outcomes based on literature

e Efficacy of the treatment modality
Progress toward goals of therapy
Discharge / transition planning

Sources
e Industry accepted procedures codes
developed by:

o American Medical Association (AMA)
publication of the Current Procedural
Terminology (CPT) book

o American Hospital Association (AHA)
publication of revenue codes

o American Formulary Association
(AFA) publication of codes

benefit administered by Cigna that are on-going with
multiple services over multiple dates of service
beyond the initial period for which coverage was
approved may be subject to Concurrent Review to
confirm level of care and clinical appropriateness.

A Service may be subject to Concurrent Review,
when such Service requires (1) the ongoing
assessment to determine or continue to establish the
medical necessity of continued services; and (2)
appropriateness of current level of care for the
severity; or (3) one or more of the following:

e complexity of the condition and if extension,
expansion, or reduction of services is
appropriate based on nationally recognized
guidelines

o Expected timeframe for clinical
response/outcomes based on literature

e Efficacy of the treatment modality

e Progress toward goals of therapy

e Discharge / transition planning

Sources
e Industry accepted procedures codes
developed by:

o American Medical Association (AMA)
publication of the Current Procedural
Terminology (CPT) book

o American Hospital Association (AHA)
publication of revenue codes

based fees have not been established for psychiatric
hospitalizations.

An “in operation” review of Cigna’s application of the
Concurrent Review NQTL, specifically approvalsand
denial information, in the “Inpatient, In-Network”
classification revealed no statistically significant
discrepancies in medical necessity denial rates as-
between MH/SUD and M/S benefits. On average,
denial rates for concurrent medical necessity review
of In-Network Inpatient MH/SUD benefits were
lower than M/S services. The sample size for Georgia
specific data did not allow for a statistically
significant sample for inpatient concurrent.

A review of appeals data reveals comparable upheld
and overturn rates and, on average, lower overturn
rates for MH/SUD benefits in the out of-network
outpatient and inpatient classifications for the Cigna
book of business. Specifically, ananalysis of the total
out-of-network appeal overturn rate as-between
inpatient MH/SUD and M/S services includes a 9
percent lower denial rate (about 30% to about 39%)
for MH/SUD services concurrent review appeals for
Out of Network, Out Patient, showed comparable
appeal overturn rates (about 23% as-compared to
about 27%) for MH/SUD and M/S services appeals to
a concurrent review determination. The sample size
for Georgia specific appeals data did not allow for a
statistically significant sample.
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o Centers for Medicare and Medicaid

Services (CMS) publication of codes

Internal claims data

UM program operating costs

UM authorization data

Expert Medical Review of Clinical Criteria

Nationally recognized evidence-based

guidelines

Evidentiary Standards

The evidentiary standard relied on to determine
whether to apply Concurrent Review to inpatient
MH/SUD and M/S benefits is whether application of
Concurrent Review produces positive financial
savings, as measured in the aggregate across the
Cigna-administered book-of-business. The value
associated with inpatient benefit reviews, as
calculated by reference to the expected financial
savings relative to the costs to review benefit claims,
is assessed at the classification level and not at a
service/procedure level.

Cigna has determined the value of subjecting all
inpatient In-Network M/S services to Concurrent
Review must exceed the administrative costs by at
least 1:1. The Concurrent Review NQTL appliesto all
M/S services. The administration is identical.

Cigna imposes step therapy and/or fail firgt
requirements on certain M/S services including for
example, MRI, gastric bypass, lumbar spine fusion

o American Formulary Association
(AFA) publication of codes

o Centers for Medicare and Medicaid
Services (CMS) publication of codes

Internal claims data

UM program operating costs

UM authorization data

Expert Medical Review of Clinical Criteria
Nationally recognized evidence-based
guidelines

Evidentiary Standards

The evidentiary standard relied on to determine
whether to apply Concurrent Review to inpatient
MH/SUD and M/S benefits is whether application of
Concurrent Review produces positive financial
savings, as measured in the aggregate across the
Cigna-administered book-of-business. The value
associated with inpatient benefit reviews, as
calculated by reference to the expected financial
savings relative to the costs to review benefit claims,
is assessed at the classification level and not at a
service/procedure level.

Cigna has determined the value of subjecting all
inpatient In-Network M/S and MH/SUD services to
Concurrent Review must exceed the administrative
costs by at least 1:1. The Concurrent Review NQTL
applies to all MH/SUD and M/S services. The
administration is identical.

Cigna's methodology for determining which M/S
services and which MH/SUD services within a
classification of benefitsare subject to concurrent care
review as written and in operation, as well as its
concurrent care medical necessity review processes
applied to M/S services and for MH/SUD services as
written and in operation reflect they are comparable
and no more stringent for MH/SUD services within a
classification of benefits than for M/S services within
the same classification of benefits.
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where higher-cost therapies may be denied unless it
can be shown that a lower-cost therapy isnot effective
(also known as “fail-first” policies or “ step therapy”
protocols).

Cigna does not impose a Fail First/Step Therapy
NQTL on MH/SUD services where higher-cost
therapies may be denied unless it can be shown that a
lower-cost therapy is not effective (also known as
“fail-first” policies or * step therapy” protocols).

Outpatient Office Visits, In-Network

Not Applicable

Not Applicable

The Concurrent Review NQTL does not apply to
MH/SUD or M/S services assigned to the Outpatient-
Office Visits sub-classification.

All Other Outpatient Services, In-
Network

The Concurrent Review NQTL is applied
to certain Outpatient-All Other MH/SUD
and M/S services sub-classification
including:

M/S Outpatient-All Other Services
Advanced imaging services (e.g., CT
scans, PET scans, MRIs, diagnostic
cardiology)

Certain outpatient surgical procedures
Certain cardiology procedures
Clinical trials

Procedures that may be considered
cosmetic in nature

Durable Medical Equipment (DME)

All Other Outpatient, In-Network Services
Subject to Concurrent Review

Certain non-routine outpatient services are subject to
Concurrent Review for the ongoing assessment to
determine medical necessity of the care provided.

Process

Concurrent care reviews for M/S services are
typically initiated by a provider telephonically a day
or two before the last covered/authorized day.

Factors
When determining which M/S benefits are subject to
concurrent care medical necessity review, Cigna
conducts a cost-benefit analysis based upon the
following factors:

e Cost of treatment/procedure

All Other Outpatient, In-Network Services
Subject to Concurrent Review

Certain non-routine outpatient services are subject to
Concurrent Review for the ongoing assessment to
determine medical necessity of the care provided.

Process

Concurrent care reviews for MH/SUD services are
typically initiated by a provider telephonically a day
or two before the last covered/authorized day.

Factors
When determining which MH/SUD benefits are
subject to concurrent care medical necessity review,
Cigna conducts a cost-benefit analysis based upon
the following factors:

e Cost of treatment/procedure

Cigna applies the Concurrent Review NQTL
consistently to M/S benefits and MH/SUD benefits.
In both M/S and MH/SUD services, concurrent care
reviews are typically initiated by a nurse reviewer for
M/S benefits or Care Manager (licensed behavioral
health clinician) for MH/SUD benefits telephonically
a day or two before the last covered/authorized day.

Coverage determinations of MS services and
MH/SUD services are made in accordance with
evidence-based treatment guidelines by physician
peer reviewers licensed in the same or similar
specialty area as the treating provider. Moreover,
Cigna's methodology for determining which
MH/SUD services within a classification of benefits
are subject to concurrent care review is comparable
to, and applied no more stringently than, its
methodology for determining which M/S services
within the same classification of benefits are subject
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Experimental / Investigational /
Unproven (EIU) Procedures

Genetic testing

Home Health Care (HHC) / home
infusion therapy

Hormone Implant

Hyperbaric Oxygen Therapy

Infertility services

Infused / injectable medications
Medical oncology

Musculoskeletal services (major joint
surgery and pain management services)
Negative Pressure Wound Therapy
Outpatient Therapy Services (Outpatient
Acute Rehabilitation, Cardiac
Rehabilitation, Cognitive Rehabilitation,
Speech Therapy, Hearing Therapy,
Occupational Therapy, Physical
Therapy, Chiropractic, Acupuncture)
Outpatient radiation therapy services
Sleep testing

Speech Therapy

Therapeutic apheresis (aka
Extracorporeal photopheresis (ECP)
External Counterpulsation

Unlisted procedures or services (note:
the phrase “unlisted procedure or
service” refers to an instance where a
procedure or service is billed as
“unlisted,” meaning that no existing CPT
code exists for the procedure or service)

e Whether treatment type is a driver of high cost
growth

e Variability in cost, quality and utilization based
upon diagnosis, treatment type, provider type
and/or geographic region

e Treatment types subject to a higher potential for
fraud, waste and/or abuse

e Projected return on investment and/or savings if
treatment type is subjected to concurrent care
review

Sources
e Industry accepted procedures codes
developed by:

o American Medical Association (AMA)
publication of the Current Procedural
Terminology (CPT) book

o American Hospital Association (AHA)
publication of revenue codes

o American Formulary Association
(AFA) publication of codes

o Centers for Medicare and Medicaid
Services (CMS) publication of codes

Internal claims data

UM program operating costs

UM authorization data

Expert Medical Review

Nationally recognized evidence-based
guidelines

Whether treatment type is a driver of high cost
growth

Variability in cost, quality and utilization based
upon diagnosis, treatment type, provider type
and/or geographic region

Treatment types subject to a higher potential for
fraud, waste and/or abuse

Projected return on investment and/or savings if
treatment type is subjected to concurrent care
review

Sources

Industry accepted procedures codes
developed by:

o American Medical Association (AMA)
publication of the Current Procedural
Terminology (CPT) book

o American Hospital Association (AHA)
publication of revenue codes

o American Formulary Association
(AFA) publication of codes

o Centers for Medicare and Medicaid
Services (CMS) publication of codes

Internal claims data

UM program operating costs

UM authorization data

Expert Medical Review

Nationally recognized evidence-based
guidelines

to concurrent care review.

An “in operation” review of Cigna’s application of the
Concurrent Review NQTL, specifically approvalsand
denial information, in the “Outpatient, In-Network,
Other Items and Services” classification revealed no
statistically significant discrepancies in denial rates
as-between MH/SUD and M/S benefits for the Cigna
book of business. The sample size for Georgia
specific data did not allow for a statistically
significant sample for outpatient concurrent.

While operational outcomes are not determinative of
NQTL compliance, and an insurer may comply with
the NQTL requirement notwithstanding a disparate
outcome for an NQTL applied to MH/SUD benefits
as compared to M/S benefits, comparable outcomes
can help evidence compliance with the in-operation
component of the NQTL requirement. Consequently,
Cigna concludes that the NQTL was applied
comparably and no more stringently to MH/SUD
benefits than to M/S benefits.

A review of concurrent review appeals data reveals
comparable upheld and overturn rates and, on
average, lower overturn rates for MH/SUD benefitsin
the out of-network outpatient and inpatient
classifications for the Cigna book of business.
Specifically, an analysis of the total out-of-network
appeal overturn rate as-between inpatient MH/SUD
and M/S services includes a 9 percent lower denial
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MH/SUD Outpatient-All Other
Services

Partial Hospitalization

Applied Behavior Analysis (ABA)
Transcranial Magnetic Stimulation

Evidentiary Standards

When evaluating the non-quantitative factors for

applying retrospective review to a service, Cigna

utilizes the following evidentiary standards:

e Whether the service is determined to be
experimental/investigational/unproven: A
service is considered to be EIU if an assessment
of available clinical evidence establishes any of
the following:

o Inadequate volume of existing peer-
reviewed, evidence-based, scientific
literature to establish whether or not a
technology, supplies, treatments,
procedures, or devices is safe and
effective for treating or diagnosing the
condition or sickness for which its use is
proposed,;

o when subject to U.S. Food and Drug
Administration (FDA) or other
appropriate regulatory agency review,
not approved to be lawfully marketed for
the proposed use;

o the subject of review or approval by an
Institutional Review Board for the
proposed use except as provided in a
clinical trial; or

o the subject of an ongoing phase I, 11 or
I11 clinical trial, except for routine
patient care costs related to qualified
clinical trials.

o Whether the service is/may be excluded from

Evidentiary Standards

When evaluating the non-quantitative factors for

applying retrospective review to a service, Cigna

utilizes the following evidentiary standards:

e Whether the service is determined to be
experimental/investigational/unproven: A
service is considered to be EIU if an assessment
of available clinical evidence establishes any of
the following:

o Inadequate volume of existing peer-
reviewed, evidence-based, scientific
literature to establish whether or not a
technology, supplies, treatments,
procedures, or devices is safe and
effective for treating or diagnosing the
condition or sickness for which its use is
proposed;

o when subject to U.S. Food and Drug
Administration (FDA) or other
appropriate regulatory agency review,
not approved to be lawfully marketed for
the proposed use;

o the subject of review or approval by an
Institutional Review Board for the
proposed use except as provided in a
clinical trial; or

o the subject of an ongoing phase I, Il or
111 clinical trial, except for routine
patient care costs related to qualified
clinical trials.

o Whether the service is/may be excluded from

rate (about 30% to about 39%) for MH/SUD services
concurrent review appeals for Out of Network, Out
Patient, and nearly identical appeal overturn rates
(about 23% as-compared to about 27%) for MH/SUD
and M/S services appeals to a concurrent review
determination. The sample size for Georgia specific
appeals datadid notallow for astatistically significant
sample.

Cigna's methodology for determining which M/S
services and which MH/SUD services within a
classification of benefitsare subject to concurrent care
review as written and in operation, as well as its
concurrent care medical necessity review processes
applied to M/S services and for MH/SUD services as
written and in operation reflect they are comparable
and no more stringent for MH/SUD services within a
classification of benefits than for M/S services within
the same classification of benefits.
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coverage: Cigna assesses whether the
plan/policy excludes from coverage a particular
service, or for a particular use. Specifically, a
service may be rendered for one or more uses
covered by a benefit plan and one or more uses
that are excluded by the benefit plan, or the
intended use of the service cannot be identified
based on the information provided in a submitted
benefit claim. For example, benefit plan may
exclude a service if it is rendered for cosmetic
purposes, but the benefit plan may cover a
service if it is rendered to treat a covered
condition. The clinically appropriate uses for a
service are determined through an assessment of
available Clinical Evidence for the service.

Whether the service presents a serious risk to
enrollee safety: Whether a service presents a
serious risk to enrollee safety is determined
through an assessment of available Clinical
Evidence for the service. Examples of safety
issues considered to be potentially life-
threatening include a service such as rapid
detoxification under anesthesia, or the use of a
service that is the subject of a serious warning or
recall.

Whether the service demonstrates significant

variations from evidence-based care: A variation
in evidence-based care must reflect a statistically
significant standard deviation from the standard

coverage: Cigna assesses whether the
plan/policy excludes from coverage a particular
service, or for a particular use. Specifically, a
service may be rendered for one or more uses
covered by a benefit plan and one or more uses
that are excluded by the benefit plan, or the
intended use of the service cannot be identified
based on the information provided in a submitted
benefit claim. For example, benefit plan may
exclude a service if it is rendered for cosmetic
purposes, but the benefit plan may cover a
service if it is rendered to treat a covered
condition. The clinically appropriate uses for a
service are determined through an assessment of
available Clinical Evidence for the service.

Whether the service presents a serious risk to
enrollee safety: Whether a service presents a
serious risk to enrollee safety is determined
through an assessment of available Clinical
Evidence for the service. Examples of safety
issues considered to be potentially life-
threatening include a service such as rapid
detoxification under anesthesia, or the use of a
service that is the subject of a serious warning or
recall.

Whether the service demonstrates significant

variations from evidence-based care: A variation
in evidence-based care must reflect a statistically
significant standard deviation from the standard
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frequency or duration in treatment using the
service, while accounting for operational and
knowledge variations that may exist across
providers and geographic areas. What is
considered statistically-significant will vary by
the type of service, as the frequency or duration
in treatment standard may vary by service type.

e Whether there is a high incidence of fraud,
waste, and/or abuse as identified in publications
by organizations that track trends regarding
fraud waste, and abuse in utilization of
healthcare services.

e Whether the service is associated with a high
average cost. Based on an assessment of Cigna's
historical paid claims for the service across its
commercial book of business, the average unit
cost of the service must exceed five hundred
dollars ($500), unless either:

a. The service is an unlisted or non-specific
code where the unit cost may vary from
far less than $500 to far more than $500;
or

b. The service is associated with serial use
where the cumulative average use of the
services may be represented by a single
prior authorization and therefore exceed
the dollar threshold.

e Performing coverage reviews for a service is

frequency or duration in treatment using the
service, while accounting for operational and
knowledge variations that may exist across
providers and geographic areas. What is
considered statistically-significant will vary by
the type of service, as the frequency or duration
in treatment standard may vary by service type.

e Whether there is a high incidence of fraud,
waste, and/or abuse as identified in publications
by organizations that track trends regarding
fraud waste, and abuse in utilization of
healthcare services.

e Whether the service is associated with a high
average cost. Based on an assessment of Cigna's
historical paid claims for the service across its
commercial book of business, the average unit
cost of the service must exceed five hundred
dollars ($500), unless either:

a. The service is an unlisted or non-specific
code where the unit cost may vary from
far less than $500 to far more than $500;
or

b. The service is associated with serial use
where the cumulative average use of the
services may be represented by a single
prior authorization and therefore exceed
the dollar threshold.

e Performing coverage reviews for a service is

All Cigna productsandservices are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Healthand Life Insurance Company, Connecticut General Life Insurance Company, Evernorth
Care Solutions, Inc., Evernorth Behavioral Health, Inc.,and HMO or service company subsidiaries of Cigna Health Corporation. The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc.

© Copyright 2023 Cigna.



¢ Cigna.

Mental Health Parity and Addiction Equity Act (MHPAEA)

Non-Quantitative Treatment Limitations (NQTLs) Comparative Analysis

Non-Quantitative Treatment
Limitation
(NQTL)

Medical/Surgical Benefits
(M/S)

Mental Health/Substance Use Disorder
Benefits
(MH/SUD)

Comparative Analysis Conclusions

projected to meet or exceed a certain return on
investment ratio. The ROI ratio is calculated
using the following formula:

a. The actual or anticipated denial rate of
the service multiplied by the average unit
cost (or, as applicable, cumulative cost)
of the service, with the resulting figure
divided by the estimated cost to review
the total number of services.

b. For services for which Cigna maintains
historic claims data, Cigna calculates the
denial rate by reference to the actual
denial rate as reflected in the historic
book-of-business claims data it
maintains. The average unit cost of the
service is calculated based on Cigna's
historical paid claims for the service
across its commercial book of business.
The estimated cost to perform a coverage
review is $100 per review, which is
informed by costs/expenses such as
personnel salaries and time.

"Clinical evidence" as referenced above includes
publications from professional societies that include
nationally recognized specialists in the appropriate
field (e.g., American College of Obstetricians and
Gynecologists); guidance published by appropriate
Government Regulatory Agencies (e.g., CMS, FDA,
NIH); and other original research studies, publish in

projected to meet or exceed a certain return on
investment ratio. The ROI ratio is calculated
using the following formula:

a. The actual or anticipated denial rate of
the service multiplied by the average
unit cost (or, as applicable, cumulative
cost) of the service, with the resulting
figure divided by the estimated cost to
review the total number of services.

b. For services for which Cigna maintains
historic claims data, Cigna calculates the
denial rate by reference to the actual
denial rate as reflected in the historic
book-of-business claims data it
maintains. The average unit cost of the
service is calculated based on Cigna's
historical paid claims for the service
across its commercial book of business.
The estimated cost to perform a coverage
review is $100 per review, which is
informed by costs/expenses such as
personnel salaries and time.

"Clinical evidence" as referenced above includes
publications from professional societies that include
nationally recognized specialists in the appropriate
field (e.g., American College of Obstetricians and
Gynecologists); guidance published by appropriate
Government Regulatory Agencies (e.g., CMS, FDA,
NIH); and other original research studies, publish in
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the English language, peer reviewed, published,
evidence-based scientific studies or literature.

Notably, the above-stated standards used to apply the
factors as previously described may not in each case
be associated with a specific quantitative threshold at
whichthe NQTL is triggered, asnot every factor lends
itself to simply quantitative assessment. Rather, the
quantitative factors mentioned above in each case
requires subject matter experts like clinicians to
qualitatively assess publications that do not define the
factors relied on by Cigna to design its NQTLs in a
numerical threshold or formula. By contrast, the
guantitative factors that Cigna considers when
deciding whether to apply prior authorization to
MH/SUD and M/S benefits are defined by reference
to specific thresholds at which the factor is met.

the English language, peer reviewed, published,
evidence-based scientific studies or literature.

Notably, the above-stated standards used to apply the
factors as previously described may not in each case
be associated with a specific quantitative threshold at
which the NQTL is triggered, asnot every factor lends
itself to simply quantitative assessment. Rather, the
quantitative factors mentioned above in each case
requires subject matter experts like clinicians to
qualitatively assess publications that do not define the

Retrospective Review

Process, including timeline and penalti

€s

Inpatient, In-Network
Outpatient, In-Network (including
applicable sub-classifications)

Cigna defines Retrospective Review of
M/S services as its review of a claim after
the service has already been provided, but
before the claim for that service has been
paid. Specifically, these are reviews of

All non-emergent M/S and MH/SUD inpatient and
outpatient services are theoretically subject to a
medical necessity review. Cigna also employs the
same definition of medical necessity to M/S and
MH/SUD benefits.

Cigna employs the same definition of medical
necessity to (M/S) and mental health/substance use
disorder (MH/SUD) benefits. Cigna Medical

coverage authorizations that were not

Directors apply the definition of “medical necessity”

All non-emergent MH/SUD inpatient and outpatient
services are theoretically subject to a medical
necessity review. Cigna also employs the same
definition of medical necessity to M/S and /SUD
benefits.

Cigna employs the same definition of medical
necessity to (M/S) and mental health/substance use
disorder (MH/SUD) benefits. Cigna Medical
Directors apply the definition of “medical necessity”

As written: Cigna has assessed several components
of its utilization management program for NQTL
compliance, including the methodology for
determining which services will be subject to
utilization management, the process for reviewing
utilization management requests, and the process for
developing coverage criteria.

Cigna's methodology for determining which M/S
services and which MH/SUD services within a
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approved prior to the service being
rendered. Cigna does not incorporate
language related to Retrospective Review
in its certificate or benefits booklet.

set forth in the governing plan instrument or the
definition required by state law. Notwithstanding the
above, Cigna's standard definition of “medical
necessity” is as follows:

“Medically Necessary/Medical Necessity
Health care services, supplies and medications
provided for the purpose of preventing,
evaluating, diagnosing or treating a Sickness,

Injury, condition, disease or its symptoms, that

are all of the following as determined by a

Medical Director or Review Organization:

e requiredtodiagnoseor treatanillness, Injury,
disease or its symptoms;

e in accordance with generally accepted
standards of medical practice;

o clinically appropriate in terms of type,
frequency, extent, site and duration;

o not primarily for the convenience of the
patient, Physician or other health care
provider;

e not more costly than an alternative service(s),
medication(s) or supply(ies) that is at least as
likely to produce equivalent therapeutic or
diagnostic results with the same safety profile
as to the prevention, evaluation, diagnosis or
treatment of your Sickness, Injury, condition,
disease or its symptoms; and

o rendered in the least intensive setting that is
appropriate for the delivery of the services,
supplies or medications. Where applicable,

set forth in the governing plan instrument or the
definition required by state law. Notwithstanding the
above, Cigna's standard definition of “medical
necessity” is as follows:

“Medically Necessary/Medical Necessity
Health care services, supplies and medications
provided for the purpose of preventing,
evaluating, diagnosing or treating a Sickness,

Injury, condition, disease or its symptoms, that

are all of the following as determined by a

Medical Director or Review Organization:

e requiredtodiagnoseor treatanillness, Injury,
disease or its symptoms;

e in accordance with generally accepted
standards of medical practice;

o clinically appropriate in terms of type,
frequency, extent, site and duration;

e not primarily for the convenience of the
patient, Physician or other health care
provider;

e not more costly than an alternative service(s),
medication(s) or supply(ies) that is at least as
likely to produce equivalent therapeutic or
diagnostic results with the same safety profile
as to the prevention, evaluation, diagnosis or
treatment of your Sickness, Injury, condition,
disease or its symptoms; and

o rendered in the least intensive setting that is
appropriate for the delivery of the services,
supplies or medications. Where applicable,

classification of benefits are subject to retrospective
review as written and in operation, as well as its
retrospective medical necessity review processes
applied to M/S services and for MH/SUD services as
written and in operation reflect they are comparable
and no more stringent for MH/SUD services within a
classification of benefits than for M/S services within
the same classification of benefits.

In operation: Cigna has conducted a review of its
application of the Retrospective Review NQTL,
specifically approvals and denial information, which
revealed no statistically significant discrepancies in
denial rates as-between MH/SUD and M/S benefits
for the Cigna book of business. The sample size for
Georgia specific data did not allow for a statistically
significant sample for inpatient and outpatient
retrospective. While operational outcomes are not
determinative of NQTL compliance, and an insurer
may comply with the NQTL requirement
notwithstanding a disparate outcome for an NQTL
applied to MH/SUD benefits as compared to M/S
benefits, comparable outcomes can help evidence
compliance with the in-operation component of the
NQTL requirement. Consequently, Cigna concludes
that the NQTL was applied comparably and no more
stringently to MH/SUD benefits than to M/S
benefits.

The comparative analysis performed for application
of Retrospective Review to inpatient and outpatient

All Cigna productsand services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Healthand Life Insurance Company, Connecticut General Life Insurance Company, Evernorth
Care Solutions, Inc., Evernorth Behavioral Health, Inc.,and HMO or service company subsidiaries of Cigna Health Corporation. The Cigna name, logo, and other Cigna marks are owned by Cigna Intellectual Property, Inc.

© Copyright 2023 Cigna.



¢ Cigna.

Mental Health Parity and Addiction Equity Act (MHPAEA)
Non-Quantitative Treatment Limitations (NQTLs) Comparative Analysis

Non-Quantitative Treatment
Limitation
(NQTL)

Medical/Surgical Benefits
(M/S)

Mental Health/Substance Use Disorder
Benefits
(MH/SUD)

Comparative Analysis Conclusions

the Medical Director or Review Organization
may compare the cost-effectiveness of
alternative services, supplies, medications or
settings when determining least intensive
setting.”

Where applicable, the Medical Director or Review
Organization may compare the cost-effectiveness of
alternative services, supplies, medications or settings
when determining least intensive setting. In
determining whether health care services, supplies, or
medications are Medically Necessary, all elements of
Medical Necessity must be met as specifically
outlined in the individual’s benefit plan documents,
the Medical Director or Review Organization may
rely on the clinical coverage policies maintained by
Cigna or the Review Organization.

Factors

When developing coverage criteria to evaluate the
medical necessity of services, Cigna's Coverage
Policy Unit (CPU), in partnership with Cigna's
Medical Technology Assessment Committee,
conducts evidence-based assessments of the 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. The
Medical Technology Assessment Committee’s
evidence-based medicine approach ranks the
categories of evidence and assigns greater weight to

the Medical Director or Review Organization
may compare the cost-effectiveness of
alternative services, supplies, medications or
settings when determining least intensive
setting.”

Where applicable, the Medical Director or Review
Organization may compare the cost-effectiveness of
alternative services, supplies, medications or settings
when determining least intensive setting. In
determining whether health care services, supplies, or
medications are Medically Necessary, all elements of
Medical Necessity must be met as specifically
outlined in the individual’s benefit plan documents,
the Medical Director or Review Organization may
rely on the clinical coverage policies maintained by
Cigna or the Review Organization.

Factors

When developing coverage criteria to evaluate the
medical necessity of services, Cigna's Coverage
Policy Unit (CPU), in partnership with Cigna's
Medical Technology Assessment Committee,
conducts evidence-based assessments of the 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. The
Medical Technology Assessment Committee’s
evidence-based medicine approach ranks the
categories of evidence and assigns greater weight to

benefits evidences compliance with the MHPAEA
NQTL requirement, in writing and in operation.
Cigna's analysis of the process and policies governing
the application of Retrospective Review across
MH/SUD and M/S benefits, as well as the process by
which MH/SUD and M/S services are selected for
application of Retrospective Review, evidences
comparability and equivalent stringency, in writing
and in operation. The written process, the trigger for
application of Retrospective Review, and the medical
necessity standard used to review services subject to
Retrospective Review, comparable across MH/SUD
and M/S benefits, but the assessment of denial rates
across a sample of Cigna-administered benefit plans
do not reveal any potential “warning signs”
warranting further assessment and/or changes to how
the Retrospective Review NQTL is designed or
applied to MH/SUD benefits.

The factor and its accompanying evidentiary standard
used to determine whether Retrospective Review will
apply to an inpatient or outpatient service pursuant to
the above-described process, namely the ROI metric,
is likewise uniform for MH/SUD and M/S benefits.
Cigna does not use different factors or evidentiary
standards, or use the same factor and evidentiary
standard differently, when reviewing MH/SUD and
M/S benefits for continued inclusion on the list of
services subject to Retrospective Review.
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categories with higher levels of scientific evidence as
set forth below in Cigna’s “Levels of Scientific
Evidence Table” adapted from the Centre for
Evidence Based Medicine, University of Oxford:

Level 1: Randomized Controlled Trials
(RCT). Randomized, blinded, placebo-
controlled, clinical trials and systematic
reviews of RCTs and meta-analysis of
RCTs.

Level 2: Non-randomized controlled trials
(an experimental study, but not an ideal
design). Also systematic reviews and meta-
analyses of non-randomized controlled trials.

Level 3: Observational studies — e.g. cohort,
case-control studies (non-experimental
studies). Also systematic reviews and meta-
analyses of observational studies.

Level 4: Descriptive studies, case reports,
case series, panel studies (non-experimental
studies), and retrospective analyses of any
kind. Also systematic reviews and meta-
analyses of retrospective studies.

Level 5: Professional/organizational
recommendations when based upon a valid
evidence-based assessment of the available
literature.

categories with higher levels of scientific evidence as
set forth below in Cigna’s “Levels of Scientific
Evidence Table” adapted from the Centre for
Evidence Based Medicine, University of Oxford:

Level 1: Randomized Controlled Trials
(RCT). Randomized, blinded, placebo-
controlled, clinical trials and systematic
reviews of RCTs and meta-analysis of
RCTs.

Level 2: Non-randomized controlled trials
(an experimental study, but not an ideal
design). Also systematic reviews and meta-
analyses of non-randomized controlled trials.

Level 3: Observational studies — e.g. cohort,
case-control studies (non-experimental
studies). Also systematic reviews and meta-
analyses of observational studies.

Level 4: Descriptive studies, case reports,
case series, panel studies (non-experimental
studies), and retrospective analyses of any
kind. Also systematic reviews and meta-
analyses of retrospective studies.

Level 5: Professional/organizational
recommendations when based upon a valid
evidence-based assessment of the available
literature.

Cigna's methodology for determining which M/S
services and which MH/SUD services within a
classification of benefits are subject Retrospective
Review as written and in operation, as well as its
medical necessity review processes, are no more
stringent for MH/SUD services than for M/S services
within the same classification of benefits.
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Evidentiary Standards

When evaluating the non-quantitative factors for

applying retrospective review to a service, Cigna

utilizes the following evidentiary standards:

e Whether the service is determined to be
experimental/investigational/unproven: A service
is considered to be EIU if an assessment of
available clinical evidence establishes any of the
following:

o Inadequate volume of existing peer-
reviewed, evidence-based, scientific
literature to establish whether or not a
technology, supplies, treatments,
procedures, or devices is safe and
effective for treating or diagnosing the
condition or sickness for which its use is
proposed;

o when subject to U.S. Food and Drug
Administration  (FDA) or  other
appropriate regulatory agency review,
not approved to be lawfully marketed for
the proposed use;

o the subject of review or approval by an
Institutional Review Board for the
proposed use except as provided in a
clinical trial; or

o the subject of an ongoing phase I, 11 or lll
clinical trial, except for routine patient
care costs related to qualified clinical

Evidentiary Standards

When evaluating the non-quantitative factors for

applying retrospective review to a service, Cigna

utilizes the following evidentiary standards:

e Whether the service is determined to be
experimental/investigational/unproven: A service
is considered to be EIU if an assessment of
available clinical evidence establishes any of the
following:

o Inadequate volume of existing peer-
reviewed, evidence-based, scientific
literature to establish whether or not a
technology, supplies, treatments,
procedures, or devices is safe and
effective for treating or diagnosing the
condition or sickness for which its use is
proposed,;

o when subject to U.S. Food and Drug
Administration  (FDA) or  other
appropriate regulatory agency review,
not approved to be lawfully marketed for
the proposed use;

o the subject of review or approval by an
Institutional Review Board for the
proposed use except as provided in a
clinical trial; or

o the subject of an ongoing phase I, 11 or 11
clinical trial, except for routine patient
care costs related to qualified clinical
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trials.

Whether the service is/fmay be excluded from
coverage: Cigna assesses whether the plan/policy
excludes from coverage a particular service, or for
a particular use. Specifically, a service may be
rendered for one or more uses covered by a
benefit plan and one or more uses that are
excluded by the benefit plan, or the intended use
of the service cannot be identified based on the
information provided in a submitted benefit
claim. For example, benefit plan may exclude a
service if it is rendered for cosmetic purposes, but
the benefit plan may cover a service if it is
rendered to treat a covered condition. The
clinically appropriate uses for a service are
determined through an assessment of available
Clinical Evidence for the service.

Whether the service presents a serious risk to
enrollee safety: Whether a service presents a
serious risk to enrollee safety is determined
through an assessment of available Clinical
Evidence for the service. Examples of safety
issues considered to be potentially life-
threatening include a service such as rapid
detoxification under anesthesia, or the use of a
service that is the subject of a serious warning or
recall.

Whether the service demonstrates significant

trials.

Whether the service isfmay be excluded from
coverage: Cigna assesses whether the plan/policy
excludes from coverage aparticular service, or for
a particular use. Specifically, a service may be
rendered for one or more uses covered by a
benefit plan and one or more uses that are
excluded by the benefit plan, or the intended use
of the service cannot be identified based on the
information provided in a submitted benefit
claim. For example, benefit plan may exclude a
service if it is rendered for cosmetic purposes, but
the benefit plan may cover a service if it is
rendered to treat a covered condition. The
clinically appropriate uses for a service are
determined through an assessment of available
Clinical Evidence for the service.

Whether the service presents a serious risk to
enrollee safety: Whether a service presents a
serious risk to enrollee safety is determined
through an assessment of available Clinical
Evidence for the service. Examples of safety
issues considered to be potentially life-
threatening include a service such as rapid
detoxification under anesthesia, or the use of a
service that is the subject of a serious warning or
recall.

Whether the service demonstrates significant
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variations from evidence-based care: A variation
in evidence-based care must reflect a statistically
significant standard deviation from the standard
frequency or duration in treatment using the
service, while accounting for operational and
knowledge variations that may exist across
providers and geographic areas. = What is
considered statistically-significant will vary by
the type of service, as the frequency or duration
in treatment standard may vary by service type.

Whether there is a high incidence of fraud, waste,
and/or abuse as identified in publications by
organizations that track trends regarding fraud
waste, and abuse in utilization of healthcare
services.

Whether the service is associated with a high
average cost. Based on an assessment of Cigna's
historical paid claims for the service across its
commercial book of business, the average unit
cost of the service must exceed five hundred
dollars ($500), unless either:

a. The service is an unlisted or non-specific
code where the unit cost may vary from
far less than $500 to far more than $500;
or

b. The service is associated with serial use
where the cumulative average use of the
services may be represented by a single
prior authorization and therefore exceed

variations from evidence-based care: A variation
in evidence-based care must reflect a statistically
significant standard deviation from the standard
frequency or duration in treatment using the
service, while accounting for operational and
knowledge variations that may exist across
providers and geographic areas. = What is
considered statistically-significant will vary by
the type of service, as the frequency or duration
in treatment standard may vary by service type.

Whether there is a high incidence of fraud, waste,
and/or abuse as identified in publications by
organizations that track trends regarding fraud
waste, and abuse in utilization of healthcare
services.

Whether the service is associated with a high
average cost. Based on an assessment of Cigna's
historical paid claims for the service across its
commercial book of business, the average unit
cost of the service must exceed five hundred
dollars ($500), unless either:

a. The service is an unlisted or non-specific
code where the unit cost may vary from
far less than $500 to far more than $500;
or

b. The service is associated with serial use
where the cumulative average use of the
services may be represented by a single
prior authorization and therefore exceed
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the dollar threshold.

e Performing coverage reviews for a service is
projected to meet or exceed a certain return on
investment ratio. The ROI ratio is calculated
using the following formula:

a. The actual or anticipated denial rate of
the service multiplied by the average unit
cost (or, as applicable, cumulative cost)
of the service, with the resulting figure
divided by the estimated cost to review
the total number of services.

b. For services for which Cigna maintains
historic claims data, Cigna calculates the
denial rate by reference to the actual
denial rate as reflected in the historic
book-of-business claims  data it
maintains. The average unit cost of the
service is calculated based on Cigna's
historical paid claims for the service
across its commercial book of business.
The estimated cost to perform a coverage
review is $100 per review, which is
informed by costs/expenses such as
personnel salaries and time.

"Clinical evidence" as referenced above includes
publications from professional societies that include
nationally recognized specialists in the appropriate
field (e.g., American College of Obstetricians and
Gynecologists); guidance published by appropriate

the dollar threshold.

e Performing coverage reviews for a service is
projected to meet or exceed a certain return on
investment ratio. The ROI ratio is calculated
using the following formula:

a. The actual or anticipated denial rate of
the service multiplied by the average unit
cost (or, as applicable, cumulative cost)
of the service, with the resulting figure
divided by the estimated cost to review
the total number of services.

b. For services for which Cigna maintains
historic claims data, Cigna calculates the
denial rate by reference to the actual
denial rate as reflected in the historic
book-of-business claims data it
maintains. The average unit cost of the
service is calculated based on Cigna's
historical paid claims for the service
across its commercial book of business.
The estimated cost to perform a coverage
review is $100 per review, which is
informed by costs/expenses such as
personnel salaries and time.

"Clinical evidence" as referenced above includes
publications from professional societies that include
nationally recognized specialists in the appropriate
field (e.g., American College of Obstetricians and
Gynecologists); guidance published by appropriate
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Government Regulatory Agencies (e.g., CMS, FDA,
NIH); and other original research studies, publish in
the English language, peer reviewed, published,
evidence-based scientific studies or literature.

Notably, the above-stated standards used to apply the
factors as previously described may not in each case
be associated with a specific quantitative threshold at
whichthe NQTL is triggered, asnot every factor lends
itself to simply quantitative assessment. Rather, the
quantitative factors mentioned above in each case
requires subject matter experts like clinicians to
qualitatively assess publications that do not define the
factors relied on by Cigna to design its NQTLs in a
numerical threshold or formula. By contrast, the
quantitative factors that Cigna considers when
deciding whether to apply prior authorization to
MH/SUD and M/S benefits are defined by reference
to specific thresholds at which the factor is met.

Government Regulatory Agencies (e.g., CMS, FDA,
NIH); and other original research studies, publish in
the English language, peer reviewed, published,
evidence-based scientific studies or literature.

Notably, the above-stated standards used to apply the
factors as previously described may not in each case
be associated with a specific quantitative threshold at
whichthe NQTL is triggered, asnot every factor lends
itself to simply quantitative assessment. Rather, the
quantitative factors mentioned above in each case
requires subject matter experts like clinicians to
qualitatively assess publications that do not define the
factors relied on by Cigna to design its NQTLs in a
numerical threshold or formula. By contrast, the
quantitative factors that Cigna considers when
deciding whether to apply prior authorization to
MH/SUD and M/S benefits are defined by reference
to specific thresholds at which the factor is met.

Emergency Services

Process for emergency services

Emergency M/S services are not subject to prior
authorization or Concurrent Review.

Emergency services that are furnished by a provider
qualified to provide emergency services to evaluate
and stabilize an emergency medical condition,
including ambulance services, are assigned to the
emergency care classification of benefits. An
emergency medical condition exists when a medical
condition manifests itself by acute symptoms of
sufficient severity (including severe pain) such that a

Emergency MH/SUD services are not subject to
prior authorization or Concurrent Review.

Emergency services that are furnished by a provider
qualified to provide emergency services to evaluate
and stabilize an emergency medical condition,
including ambulance services, are assigned to the
emergency care classification of benefits. An
emergency medical condition exists when a medical
condition manifests itself by acute symptoms of
sufficient severity (including severe pain) such that a

Cigna's integrated medical and behavioral health
plans have only one, single benefit for emergency
room and urgent care. Accordingly, there are no
differences between how coverage for M/S and
MH/SUD emergency room and urgent care services.
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prudent layperson, with an average knowledge of
health and medicine, could reasonably expect the
absence of immediate medical attention to result in:

e Serious jeopardy to the health of the individual,
or in the case of a pregnant woman, the health
of the woman or her unborn child;

e Serious impairment to bodily function; or
Serious dysfunction of any bodily organ or part.

prudent layperson, with an average knowledge of
health and medicine, could reasonably expect the
absence of immediate medical attention to result in:

e Serious jeopardy to the health of the individual,
or in the case of a pregnant woman, the health
of the woman or her unborn child;

e Serious impairment to bodily function; or
Serious dysfunction of any bodily organ or part.

Pharmacy Services

NQTLs.

Include all services for which prior authorization is required,
any step-therapy or “fail first” requirements, and any other

Tier 1

Cigna requires prior authorization, step therapy, or
quantity limits for certain prescription drugs to
ensure the prescribed drugs are medically necessary
to treat the enrollee’s condition. Cigna uses the same
medical necessity standard when reviewing coverage
for both M/S and MH/SUD drugs.

Cigna's prior authorization, step therapy, or quantity
limit requirements were developed without regard to
whether the prescription drugs are prescribed to treat
a medical condition or a MH/SUD condition.

Some drugs are not covered on any formulary tier;
these drugs may be referred to as "non-formulary”
drugs. A drugmay be designated as non-formulary or
excluded for one of several possible reasons, whether
it is an M/S or MH/SUD benefit. A drug may be

Same as Medical/Surgical

Cigna has confirmed that its utilization management
programs are applied comparably, and no more
stringently, to MH/SUD drugs as compared to M/S
drugs. Its written policies governing formulary
placement and application of utilization management
do not distinguish between the processes, factors or
standards that inform design and application of the
formulary placement and utilization management
NQTLs. Indeed, Cigna uses one, combined policy to
govern its formulary management and utilization
management requirements across M/S and MH/SUD
benefits, and, while uniformity in processes is not
required by the NQTL requirements (only
comparability), uniformity in processes for designing
and applying an NQTL can evidence comparability
in the NQTL as-written.
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designated as non-formulary because it is excluded
from coverage by the benefit plan irrespective of
medical necessity (e.g. thedrug is not FDA-approved,
or prescribed to treat a condition not covered by the
benefit plan), or because the applicable formulary
committee(s) determine after consideration of several
clinical and non-clinical factors that it doesn't warrant
coverage on the formulary. If the P&T Committee
identifies a drug as “Exclude” or “Optional,” for
example, then the Cigna VAC may designate the drug
as non-formulary if it covers on the formulary a
preferred covered alternative that is lower net cost
option (inclusive of ingredient cost as sourced from
claims/reimbursement information and available
rebate revenue) to Cigna as compared to therapeutic
alternatives.

Notably, Cigna does not apply prior authorization or
step therapy requirements to any drugs used to treat
an opioid use disorder or alcohol use disorder. Cigna
does apply prior authorization or quantity limits to
several MH/SUD drugs. Mental health drugs are
generally considered to be controlled substances
under federal law and, with the exception of drugs
generally used to treat opioid use disorder and alcohol
use disorder, Cigna applies prior authorization to
controlled substances such as opioids used for pain
management.  This approach is consistent with
Cigna’s application of prior authorization to
controlled substances on the basis of identified safety
risks, and regardless of whether the controlled

In terms of operational parity compliance, Cigna
confirmed that all drugs, whether MH/SUD or M/S
drugs, that the P&T Committee designates must be
covered are, in fact, covered on the formulary, and all
drugs’ coverage conform to other P&T Committee
clinical parameters dictating the circumstances under
which a drug can be preferred over another drug
through tier placement or subject to step therapy
requirements mandating use of one drug over another
for coverage purposes. Moreover, Cigna's coverage
of MH/SUD and M/S drugs all conform to the
aforementioned standards established for Tier 1, Tier
2, Tier 3, and, as applicable for policyholders that
elect to offer a specialty drug tier, Tier 4 placement
status, and drugs subject to a utilization management
requirement, including prior authorization, step
therapy, and/or quantity limits, conform to the
aforementioned standards established for inclusion in
a utilization management program. That is, Cigna
does not apply a utilization management requirement
to an MH/SUD drug that does not exhibit the
factors/standards described in the preceding columns
that, as-written, justify application of a utilization
management requirement to a drug, and in terms of
stringency of application of the NQTL no M/S drugs
are omitted from a utilization management
requirement if they  exhibit the same
factors/standards.

While operational outcomes are not determinative of
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Limitation (M/S) Benefits

(NQTL) (MH/SUD)
substance is used to treat an M/S condition, such as NQTL compliance, and an insurer may comply with
pain management, or an MH/SUD condition such as the NQTL requirement notwithstanding a disparate
ADHD or bipolar disorder. Cigna applies prior outcome for an NQTL applied to MH/SUD benefits
authorization to M/S drugs for other reasons, such as as compared to M/S benefits, comparable outcomes
specialty drug/high cost status (i.e. specialty drugs are can help evidence compliance with the in-operation
subject to prior authorization), butthese are rationales component of the NQTL requirement. Consequently,
in addition to, and not exclusive of, the safety risk Cigna concludes that the NQTLs of formulary
factor based on a drug’s status as a controlled management and utilization management were
substance. Cigna also applies step therapy to a applied comparably and no more stringently to
number of brand drugs in certain MH/SUD and M/S MH/SUD benefits than to M/S benefits.
therapeutic classes in order to incentivize the use of
lower net cost (inclusive of ingredient cost and The application of the same NQTL standard across
available manufacturer revenue) generic and/or M/S and MH/SUD benefits demonstrates as written
preferred brand alternatives as identified through an and in operation reflect they are comparable and no
analysis of claims/reimbursement information for the more stringent for MH/SUD services within a
brand drugs. classification of benefits than for M/S services

within the prescription drug classification of
benefits.

Tier 2 Same as Tier 1 Same as Tier 1 Same as Tier 1

Tier 3 Same as Tier 1 Same as Tier 1 Same as Tier 1

Tier 4 Same as Tier 1 Same as Tier 1 Same as Tier 1

Prescription Drug Formulary Design

How are formulary decisions made for
the diagnosis and medically necessary
treatment of medical, mental health,
and substance use disorder
conditions?

Cigna offers a multi-tiered formulary that includes
covered MH/SUD and M/S drugs; a tiered formulary
design is considered an NQTL and, as such, the
methodology by which drugs are placed on specific
formulary tiers is subject to the NQTL parity
requirement.

Cigna offersavariety of prescription drug formularies
comprised of generic, preferred and non-preferred

Same as Medical/Surgical

Cigna does not distinguish, in writing or in
operation, between M/S and MH/SUD benefits in its
prescription drug formulary design for its Standard,
Value, Advantage, Performance, and Legacy
formularies. Formulary tiers are designed based on
reasonable factors, consistent with the requirements
of 45 CFR §146.136.
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brand name drugs, and specialty drugs. The coverage
of drugs covered on Cigna’s formularies are, subject
to a client policyholder’s election, determined by two
internal/affiliated committees that perform different,
but interrelated, functions: the Pharmacy &
Therapeutics Committee ("P&T Committee™); and,
the Cigna Value Assessment Committee (a/k/a
Business Decision Team).

The coverage of drugs covered on Cigna’s
formularies are, subject to a client policyholder’s
election, as applicable, determined by two
internal/affiliated committees that perform different,
but interrelated, functions: the Pharmacy &
Therapeutics Committee (“P&T Committee”); and,
the Cigna Health Plan Value Assessment Committee
(“CHP VAC”).

The P&T Committee is composed of voting external
clinicians across a number of specialties that perform,
among other responsibilities, clinical reviews of drugs
to determine whether a drug must be covered on the
formulary as a clinical matter. In rendering clinical
findings on drugs, the P&T Committee assesses the
FDA labeling and, as appropriate and available,
clinical practice standards/trends and documentation
like clinical literature and guidelines.

The CHP VAC is composed of representatives
representing several functional areas of the combined
company, including, for example, clinicians and

Cigna has confirmed that its formulary management
and utilization management processes are applied
comparably, and no more stringently, to MH/SUD
drugs as compared to M/S drugs. Specifically, all
drugs, whether MH/SUD or M/S drugs, that the P&T
Committee designates must be covered are, in fact,
covered on the formulary, and all drugs conform to
other P&T Committee clinical parameters dictating
the circumstances under which a drug can be
preferred over another drug through tier placement or
subject to step therapy requirements mandating use of
one drug over another for coverage purposes.

Moreover, Cigna's coverage of MH/SUD and M/S
drugs all conform to the aforementioned standards
established for Tier 1, Tier 2, Tier 3, and, as
applicable for policyholders that elect to offer a
specialty drug tier, Tier 4 placement status, and
Cigna's review evidences that the processes and
standards used to determine whether to subject a drug
to utilization review is not only comparable, but
identical, across M/S and MH/SUD drugs. The same
P&Tand CHP VAC committee structure reviews M/S
and MH/SUD drugs for formulary placement and
whether to subject a drug to a prior authorization
requirement, and pursuant to common policies and
procedures. The process for reviewing drugs for
coverage does not differ by whether the drug is used
to treat a M/S condition or a MH/SUD condition.
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representatives from our sales and economics areas,
that have experience with formulary management or
PBM/health plan operations, and is responsible for
deciding - within the clinical parameters established
by the P&T Committee - which drugs will be covered
on the formularies offered by Cigna. If the P&T
Committee finds that a drug must be covered on the
formulary as a clinical matter, then the Value
Assessment Committee must place the drug on the
formulary. If the P&T Committee determines that a
drug may or may not be covered on the formulary as
a clinical matter, then the CHP VAC may consider
other factors, including economic factors, when
deciding whether to place the drug on the formulary.

Factors
In its decision criteria, the CHP VAC primarily
considers the following factors:

1. Pharmacy and Therapeutics (“P&T”)
Committee clinical safety and efficacy
evaluation and designation.

2. Economic implications to enrollees and
plans.

3. Status of drug as a generic, brand, or
specialty drug

4. Competitor/market practices

5. Legal and regulatory requirements.

When deciding whether to place a drug on a three-
tiered formulary, and, if so, on which formulary tier,
the formulary committee considers the following

In terms of operational parity compliance, Cigna has
also assessed as follows across its formularies: a
comparable percentage of MH/SUD drugs are
covered on v. off-formulary as compared to M/S
drugs; a comparable, and in some cases lower,
percentage of MH/SUD drugs are subject to prior
authorization or step therapy requirements as
compared to M/S drugs; and a comparable, and, in
fact, lower, percentage of MH/SUD drugs are covered
on the non-preferred brand tier (Tier 3) of the
formularies offered by Cigna as compared to the
MH/SUD drugs covered on Tiers 1 and 2. Cigna
confirmed that all drugs, whether MH/SUD or M/S
drugs, that the P&T Committee designates must be
covered are, in fact, covered on the formulary, and all
drugs’ coverage conform to other P&T Committee
clinical parameters dictating the circumstances under
which a drug can be preferred over another drug
through tier placement or subject to step therapy
requirements mandating use of one drug over another
for coverage purposes. Moreover, for its large group
formularies Cigna's coverage of MH/SUD and M/S
drugs all conform to the aforementioned standards
established for Tier 1, Tier 2, Tier 3, and, as
applicable for policyholders that elect to offer a
specialty drug tier, Tier 4 placement status.

Cigna has also assessed as follows across its group
formularies.  First, a comparable percentage of
MH/SUD drug NDCs are covered on v. off-formulary
as compared to M/S drug NDCs under such
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factors: the brand or generic status of a drug; whether,
as applicable, a brand drug has available generic
alternatives; whether the drug is the lowest net cost
drug as compared to therapeutic alternatives; and
whether a rebate arrangement exists for the drug to
offset its cost.

The source for the brand or generic status factor is a
publication of drug indicators available from an
external vendor (First DataBank). The sources for
whether a drug has available generic alternatives are
available drug indicators from First DataBank and
other external information about other drugsavailable
inthe same therapeuticclass. The sources for whether
the drug is the lowest net cost drug as compared to
therapeutic alternatives is internal drug claims
utilization information. The source for whether a
rebate arrangement exists for the drug to offset its cost
is rebate contract or billing information.

Evidentiary Standards

In its decision criteria, the CHP VAC considers the
following factors as defined by the noted evidentiary
standards:

e Pharmacy and Therapeutics (“P&T”)
Committee  clinical  evaluation  and
designation. The clinical P&T Committee’s
designations are based on reviews of a drug’s
safety and efficacy and place in therapy,
using available clinical evidence such as FDA

formularies (about 4% of MH/SUD and M/S drug
NDCs each are covered off-formulary, with small
variations to the tenths of a percent across the noted
formularies). Second, a comparable, and, in fact,
lower, percentage of MH/SUD drug NDCs are
covered on the higher cost, non-preferred brand tier
(Tier 3) of the group formularies offered by Cigna as
compared to the MH/SUD drug NDCs covered on
Tiers 1 and 2.

While operational outcomes are not determinative of
NQTL compliance, and an insurer may comply with
the NQTL requirement notwithstanding a disparate
outcome for an NQTL applied to MH/SUD benefits
as compared to M/S benefits, comparable outcomes
can help evidence compliance with the in-operation
component of the NQTL requirement. Consequently,
Cigna concludes that the NQTLs of formulary
management and utilization management were
applied comparably and no more stringently to
MH/SUD benefits than to M/S benefits.

Cigna employs measures to ensure comparability in
both design and application of the multi-tiered
formulary NQTL to MH/SUD and M/S prescription
drug benefits. The written policies governing how
MH/SUD or M/S drugs are placed on the formulary
and tiered are uniform (i.e., on/off-formulary and
tiering factors/standards) to ensure that the in-writing
process and factors/standards relied on are
comparable irrespective of the underlying use of the
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label information and available clinical
literature and guidelines (e.g. federal
regulatory publications or professional
society publications). The P&T Committee
assigns one of several clinical designations to
a drugbased on the drug’s safety/efficacy and
place in therapy: Access, Include, Optional,
or Exclude. These designations dictate
whether, from a clinical perspective a drug
must be covered on the formulary, or,
alternatively, may, but is not required to be,
covered on the formulary, and whether a drug
may be covered more favorably than
therapeutically alternative drugs. A drug
designated “Include” or “Access” must be
covered to the extent medically necessary,
and alternative drugs may not be preferred
over it through application of tier placement
or step therapy. A drug designated
“Optional” may or may not be covered on the
formulary, and may be subject to a step
therapy protocol that requires the use of
alternative drugs.

These formulary placement designations are more
specifically defined as follows, and are subject to any
overriding plan exclusionssuch as exclusions of over-
the-counter drugs or prescription drugs with over-the-
counter alternatives:

drug. Moreover, Cigna assesses outcomes data,
including incidence rates for the application of
utilization management NQTLs (i.e., the proportion
of MH/SUD and M/S drugs that are subject to
utilization management), to ensure that there are no
significant discrepancies in the outcomes of the
NQTLs’ application across MH/SUD and M/S
benefits that warrant further scrutiny of the formulary
decision-making process. Finally, the P&T
Committee annually reviewsthe formulariesto ensure
that the CHP VAC adheres to itsclinical designations,
irrespective of whether they are MH/SUD or M/S
drugs, when making formulary placement/tiering
decisions for Cigna's formularies.

Moreover, as further evidence of comparability and
equivalent stringency in-operation, Cigna has also
assessed as follows across its formularies: a
comparable percentage of MH/SUD drugs are
covered on v. off-formulary as compared to M/S
drugs; a lower absolute number of MH/SUD drugsare
covered off-formulary as compared to M/S drugs; a
comparable, and indeed a lower, percentage of
MH/SUD brand drugs are covered on the non-
preferred brand tier (Tier 3) relative to the total
number of MH/SUD drugs covered on Tiers 1 and 2
of the formulary, as compared to the proportion of
M/S drugs covered on Tier 3 relative to the total M/S
drugs covered on Tiers 1 and 2 of the formulary. As
all generic drugs covered on the formulary are placed
on Tier 1 and no brand drugs are placed on Tier 1,
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Include: A drug may be given an include designation
if it meets at least one of the clinical bases enumerated
below and is anticipated, or validated via claims data,
to treat relatively large patient population (i.e., greater
than 1 in 50,000).

The clinical bases include:

a. It hasa unique indication for use addressing
a clinically significant unmet treatment need;

b. Its efficacy is superior to that of existing
therapy alternatives;

c. lts safety profile is superior to that of
existing therapy alternatives, it has a unique
place in therapy; and/or

d. Ittreats medical condition(s) that necessitate
individualized therapy and for which there
are multiple treatment options.

Include drugs must be placed on a tier of the
applicable formulary by the Value
Assessment Committee but may not be
disadvantaged relative to other drugs in a
drug grouping, as defined by the P&T
Committee, with a less favorable clinical
designation. A drug grouping is a list of
drugs that generally possess the same
mechanism of action and a similar place in
therapy.

Access: A drug may be given an access designation if
it meets at least one of the clinical bases enumerated
below AND the drug iseither anticipated, or validated

whether MH/SUD or M/S benefits, the placement of
drugs on Tier 1 of the formulary is deemed to meet
the NQTL stringency and comparability requirements
for formulary placement. Put differently, there are no
differences in placement of covered generic drugs for
MH/SUD or M/S drugs, as the evidentiary standard —
which was consistently applied to the placement of
MH/SUD and M/S drugs on the formulary — for Tier
1 placement is the generic status of a drug.
Additionally, by including a psychiatrist on the
clinical P&T committee, Cigna ensures that
comparable clinical expertise in treating MH/SUD
conditions and M/S conditions is represented in the
formulary decision-making process.

While physicians, regardless of specialty, are
qualified under their scope of licensure to review the
clinical safety/efficacy profile of an MH/SUD drug
just as readily as M/S drugs used to treat conditions
that the physician may not specialize in treating,
Cigna acknowledges the benefits to its formulary
management process of including MH/SUD expertise
on the clinical P&T Committee. In the context of
NQTL compliance, the inclusion of a physician with
appropriate MH/SUD treatment expertise on the
clinical P&T Committee that assigns clinical
designations to M/S and MH/SUD drugs evidences
the comparability of the process by which formulary
management decisions are made, in writing and in
operation, across M/S and MH/SUD prescriptiondrug
benefits.
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via claims data at the time the P&T Committee
renders a designation on the drug, to treat a relatively
small sub-population. The clinical bases include:
a. Ithasaunique indication for use addressing a
clinically significant unmet treatment need;
b. Its efficacy is superior to that of existing
therapy alternatives;
c. Itssafety profile is superior to that of existing
therapy alternatives;
d. It has a unique place in therapy; and/or
e. Ittreats medical condition(s) that necessitate
individualized therapy and for which there
are multiple treatment options.

Access drugs are forwarded to the Value Assessment
Committee for further analysis of whether the drug
should be covered on the applicable formulary and, if
covered on the formulary, on which tier. The Value
Assessment Committee may either place the drug on
the applicable formulary or designate the drug as non-
formulary. If the Value Assessment Committee does
not place the drug on the formulary, the P&T
Committee shall establish formulary exception
clinical criteria.

Optional: A drug may be given an optional
designation if a significant proportion of its use is
similar in terms of safety and efficacy to other
currently available drug alternatives. In certain
instances, a drug designated as optional may have a
unique use in a small subset of patients in relation to

Relatedly, it also helps to ensure for MH/SUD drugs
the appropriate consideration of the factors and
standards that inform Cigna's formulary management
decisions. Moreover, Cigna does not distinguish, in
writing, between M/S and MH/SUD benefits in its
prescription drug formulary design for its large group
plan formularies, and it takes steps to monitor the
consistency of decision-making across MH/SUD and
M/S drugs by performing policy reviews and
assessing operational outcomes periodically. As
described in detail under the narrative response to
Steps 2 and 3, Cigna considers the same factors and
accompanying evidentiary standards for MH/SUD
and M/S drugs when designing its large group
formularies pursuant to a uniform formulary decision-
making process. The written process for reviewing
drugsfor coverage does not differ by whether the drug
is used to treat an M/S condition or a MH/SUD
condition, and in terms of the timing of decisions, the
P&T Committee and Value Assessment Committee
typically review all new-to-market drugs, whether
MH/SUD or M/S drugs, within six months of market
availability, and typically reviews potential
opportunities to make formulary changes of any kind
outside the context of new-to-market drug entries up
to twice per year.

In summary, the comparative analyses documented
here, which construe the application of the multi-
tiered formulary design NQTL designed based on the
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the overall use of the drug. The P&T Committee shall
establish formulary exceptions to account for cases
where the optional drug may have a unique use in a
relatively small subset of patients. Optional drugs are
forwarded to the Value Assessment Committee for
further analysis of whether the drug should be covered
on the applicable formulary and, if covered on the
formulary, on which tier. The Value Assessment
Committee may either place the drug on the formulary
or designate the drug as non-formulary. If the drug is
not placed onthe formulary, the P&T Committee shall
establish formulary exception clinical criteria.

Exclude: Drugs may be given an exclude designation
for one or more of the following clinical reasons:
efficacy inferior to that of existing therapy
alternatives, a safety profile inferior to that of existing
therapy alternatives, and/or insufficient data to
evaluate the drug. Drugs recalled from the market for
safety reasons are automatically designated as
“Exclude” drugs, pending further P&T Committee
review.

e Economic implications to enrollees and
Cigna. When assessing potential formulary
placement decisions, the CHP VAC reviews
based on projected drug expenditure
information  derived from  available
manufacturer revenue and claims costs
whether a drug is a lower net cost option
relative to any therapeutic alternatives.

factorsarticulated above, demonstrate the compliance
in-writing and in-operation of the NQTL. While
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, comparable outcomes can help
evidence compliance with the in-operation
component of the NQTL requirement. In this case,
there were comparable, and in some cases more
advantageous, outcomes for the placement and tiering
of MH/SUD drugs as compared to M/S drugs based
on the absolute number of, and incidence of, non-
formulary v. formulary and, for on-formulary drugs,
Tier 2 v. Tier 3 drugs under large group formularies.
These comparable outcomes, along with the
confirmation that the evidentiary standards and
factorswere actually applied consistently to MH/SUD
drugs as compared to M/S drugs in terms of the
adherence to P&T Committee clinical designations,
evidence in-operation compliance in terms of
comparability  and equivalent  stringency.
Consequently, Cigna concludes that the NQTL of
formulary management is applied comparably and no
more stringently to MH/SUD benefits than to M/S
benefits.
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e Statusof drugas a generic, brand, or specialty
drug. A drug is identified as generic or brand
based on an algorithm that considers drug
indicators made available by an external
vendor called First DataBank. A drug is
identified as a specialty drug based on the
presence of one more of the following
characteristics: the requirement for frequent
dosing adjustments and intensive clinical
monitoring to decrease the potential for drug
toxicity and increase the probability for
beneficial treatment outcomes; the need for
intensive patient training and compliance
assistance to facilitate therapeutic goals;
limited or exclusive specialty pharmacy
distribution (if a drug is only available
through  limited specialty  pharmacy
distribution it is considered specialty, even if
it doesn’t have other specialty drug
characteristics); or specialized product
handling and/or administration requirements.

e Competitor/market practices. This factor
refers to an assessment of how competitors
are covering drugs on their formularies based
on publicly available information, which,
while never determinative, may be
considered when making certain formulary
decisions.

o Legal and regulatory requirements. This
factor refers to any legal or regulatory
requirements that mandate certain drug
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coverage, such as tier placement
requirements.

Cigna offers several formularies for its large group
insured business. For most formularies, some drugs
are not covered on any formulary tier; these drugs
may be referred to as "non-formulary” drugs. A drug
may be designated as non-formulary or excluded for
one of several possible reasons, whether it is an M/S
or MH/SUD benefit. A drug may be designated as
non-formulary because it is excluded from coverage
by the benefit plan irrespective of medical necessity
(e.g. the drug is not FDA-approved, or prescribed to
treat a condition not covered by the benefit plan), or
because the applicable formulary committee(s)
determine after consideration of several clinical and
non-clinical factorsthat it doesn't warrant coverage on
the formulary. If the P&T Committee identifies a
drug as “Exclude” or “Optional,” for example, then
the Cigna VAC may designate the drug as non-
formulary if it covers on the formulary a preferred
covered alternative that is lower net cost option
(inclusive of ingredient cost as sourced from
claims/reimbursement information and available
rebate revenue) to Cigna as compared to therapeutic
alternatives.

For large group insured plans, Tier 1 of the formulary
includes covered generic drugs. Tier 2 of the
formulary includes covered preferred brand drugs.
Tier 3 of the formulary includes covered non-
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preferred brand drugs. The brand or generic status of
adrug is determined by reference to an algorithm that
analyzes available drug indicators, currently
including First DataBank’s drug indicator file, and not
by reference to the drug’s status as an M/S or
MH/SUD benefit. Once brand drug status is
determined by application of the algorithm, a covered
brand drug is typically placed on Tier 2 for one of
several reasons, including, for example, if the drug
lacks available generic alternatives or if Cigna
maintains a rebate arrangement for the brand drug,
even if the brand drug has generic alternatives.
Conversely, a covered brand drug is typically placed
on Tier 3 if it either has available generic alternatives
or Cigna lacks a rebate arrangement for the brand
drug. Tier 4, if elected by the client plan sponsor,
includes specialty drugs identified based on
application of the above-stated definition.

Describe the pertinent pharmacy
management processes, including, but
not limited to, cost-control measures,
therapeutic substitution, and step
therapy.

Cigna applies, in addition to the formulary
management  and utilization ~ management
requirements in its prior responses regarding NQTL
application to prescription drug benefits, several
kinds of NQTLs. These include, as previously
described,  formulary placement/tiering, and
application of step therapy, prior authorization, and
quantity limits for medical necessity.  Certain
NQTLs, such as exclusions for drugs obtained outside
of the United States, apply uniformly across M/S and
MH/SUD drugs. Of note, and consistent with
Connecticut insurance law, Cigna does not apply

Same as Medical/Surgical

In addition to Cigna's explanations for how its
formulary management decisions, and decisions to
apply utilization management to certain drugs,
complieswith the cited parity standard, Cignahas also
reviewed its utilization management process for
compliance with the parity NQTL requirement.

With respect to parity compliance as-written, Cigna
employed the same medical necessity standard and
operational policies and procedures for reviewing
utilization management approval requests. Similarly
to its process for formulary management, Cigna
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mandatory mail order requirements to any drugs, reviews coverage requests for MH/SUD and M/S
including M/S and MH/SUD drugs. drugs subject to a utilization management

requirement using a uniform, consolidated process
that leverages identical policies and procedures. A
team called the Pharmacy Service Center reviews
initial utilization review requests based on coverage
criteria developed by a uniform approval process, and
a team called the National Appeals Organization
reviews any appeals of denied drug claims, regardless
of whether a drug is an MH/SUD or M/S benefit.
Both teams employ identical procedures, including
turnaround time requirements for standard and
expedited requests, the method by which prescribers
can submit utilization management approval requests,
the issuance of coverage approval or denial
determinations to enrollees and prescribers, and
quality/oversight protocols. Cigna reviews non-
formulary and step therapy coverage exception
requests for any drug, whether a M/S or MH/SUD
benefit, that is non-formulary or subject to a step
therapy requirement. The coverage exception process
ensures that enrollees for which the covered, preferred
alternative drugs are clinically inappropriate can
obtain coverage for drugs otherwise subject to non-
formulary status or a step therapy requirement. If the
enrollee’s prescriber demonstrates that the non-
formulary or, as applicable, drug subject to step
therapy is medically necessary, generally by
evidencing that the preferred drug(s) are inappropriate
or were ineffective for treating the enrollee’s
condition, then Cigna approves coverage of the
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requested drug as medically necessary regardless of
the drug’s status as an MH/SUD or M/S benefit.

In terms of operational parity compliance, a review of
utilization management data across a sampling of
Cigna-administered plans revealed comparable, and,
in fact, lower, medical necessity denial rates for
MH/SUD drugs subject to prior authorization, step
therapy, a quantity limit, or non-formulary status, as
compared to M/S drugs subject to the same utilization
management requirements.

While operational outcomes are not determinative of
NQTL compliance, and an insurer may comply with
the NQTL requirement notwithstanding a disparate
outcome for an NQTL applied to MH/SUD benefits
as compared to M/S benefits, comparable outcomes
can help evidence compliance with the in-operation
component of the NQTL requirement. Consequently,
Cigna concludes that the NQTLs of formulary
management and utilization management were
applied comparably and no more stringently to
MH/SUD benefits than to M/S benefits. The
application of the same NQTL standard across M/S
and MH/SUD benefits demonstrates as written and in
operation reflect they are comparable and no more
stringent for MH/SUD services within a classification
of benefits than for M/S services within the
prescription drug classification.
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What disciplines, such as primary
care physicians (internists and
pediatricians) and specialty physicians
(including psychiatrists) and
pharmacologists, are involved in the
development of the formulary for
medications to treat medical, mental
health, and substance use disorder
conditions?

The clinical P&T committee assesses the utilization
and appropriateness of therapeutic agents and
provides the clinical parameters within which the
CHP VAC’s decisions regarding formulary
placement and application of utilization management
must occur. The P&T committee is comprised of 16
independent, external providers, including 14
physicians and two pharmacists representing the
following clinical practice areas: internal medicine,
pulmonology, geriatrics, pediatrics, OB/GYN,
endocrinology, gastroenterology, oncology,
dermatology, rheumatology, cardiology, pharmacy
(geriatrics), pharmacy (general), psychiatry, and
neurology.

The clinical P&T committee assesses the utilization
and appropriateness of therapeutic agents and
provides the clinical parameters within which the
CHP VAC’s decisions regarding formulary
placement and application of utilization management
must occur. The P&T committee is comprised of 16
independent, external providers, including 14
physicians and two pharmacists representing the
following clinical practice areas: internal medicine,
pulmonology, geriatrics, pediatrics, OB/GYN,
endocrinology, gastroenterology, oncology,
dermatology, rheumatology, cardiology, pharmacy
(geriatrics), pharmacy (general), psychiatry, and
neurology.

By including a psychiatrist on the clinical P&T
committee, Cigna ensures that comparable clinical
expertise in treating MH/SUD conditions and M/S
conditions is represented in the formulary decision
making process. While physicians, regardless of
specialty, may be able to review the clinical
safety/efficacy profile of an MH/SUD drug just as
readily as M/S drugs used to treat conditions that the
physician may not specialize in treating, Cigna
acknowledges the benefits to its formulary
management process of including MH/SUD expertise
on the clinical P&T Committee.

In the context of NQTL compliance, the inclusion of
a physician with appropriate MH/SUD treatment
expertise on the clinical P&T Committee that assigns
clinical designations to M/S and MH/SUD drugs
evidences the comparability of the process by which
formulary management decisionsare made, in writing
and in operation, across M/S and MH/SUD
prescription drug benefits. Relatedly, it also helps to
ensure for MH/SUD drugs the appropriate
consideration of the factors and standards that inform
Cigna's formulary management decisions.

Case Management

What case management services are
available?

Case Management does not impact the
scope of care, treatment or benefits

For Cigna enrollees with complex medical and/or
behavioral health conditions, Cigna provides
voluntary case management services which includes
providing educational information,
assessment/evaluation, planning, facilitation, care

Cigna maintains active support and coaching
programs for autism, eating disorders, intensive
behavioral case management, opioid and pain
management, substance use, and coaching support for
parents and families with these disorders. Each

Participation in case management services is not
required, and an enrollee’s participation in case
management services does not limit the scope or
duration of benefits for either MH/SUD or M/S
benefits. Consequently, case management does not
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delivered to MH/SUD services and
does not function as an NQTL under the
parity requirements.

coordination, discharge planning and other services to
meet an individual’s and family’s comprehensive
health care needs through communication and sharing
available resources to promote optimal patient care.

program retains its own referral and eligibility criteria
including self-referral which remains complimentary
and voluntary.

function as an NQTL under the cited parity
requirement.

What case management services are
required?

Health plan enrollees are not required to participate in
case management services.

Health plan enrollees are not required to participate in
case management services.

Participation in case management services is not
required, and an enrollee’s participation in case
management services does not limit the scope or
duration of benefits for either MH/SUD or M/S
benefits. . Consequently, case management does not
function as an NQTL under the cited parity
reguirement.

What are the eligibility criteria for
case management services?

Case management services are complimentary,
voluntary services offe