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	General Comment
	Commenter is appreciative of DWC’s efforts in proposing regulations to better align with the requirements of SB 1160 and AB 1124.Commenter’s organization recognizes the need for continued changes to the regulatory environment to ensure the overall process aligns with both the legislative and regulatory intent. Commenter supports the proposed changes but had some clarifying questions. 
	Ben Roberts, Vice President UR
Genex
March 14, 2025
Written Comment
	None.
	None.

	General Comment

	Commenter supports DWC’s goal of improving UR procedures, physician reporting, and coordination of care. Commenter appreciates that DWC has addressed many of the concerns raised in our prior public comments. Commenter still has concerns with allowing Requests for Authorization (RFAs) in a narrative report, and he opines that this would create administrative burdens and increase the likelihood of disputes.
	Peter Spalding
Network Specialist
Liberty Mutual Insurance
March 14, 2025
Written Comment
	Based on voluminous comments relating to the proposed PR-1, the Division has concluded that further consideration should be given to this issue. For now, treatment requests shall continue to be made on the DWC Form RFA, which moots the commenter’s concern.
	The Division will rescind the PR-1 for this rulemaking. Changes to pertinent parts of this proposal will be made to revert back to use of the PR-2 and the DWC Form RFA.

	General Comment
	Commenter questions why it is necessary to require medical providers to go through a credentialling process to be accepted into a Medical Provider Network and also be subjected to utilization review for every service they render. Commenter understands that one or the other process being required; however, he opines that requiring both seems to be unnecessary. 

Once the payor/self-insured employer accepts a medical provider into their MPN, commenter states that they should trust their preferred provider and allow them to render the care they believe is medically necessary without the additional time-consuming burden of UR. This is not to say, that the payor/self-insured employer should not monitor their treatment patterns to ensure they are consistent with MTUS. Requiring prior authorization for each medical service rendered just seems to be unnecessary and likely is driving medical providers to drop out of the Workers’ Compensation system causing access problems for injured workers. 

	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope. May consider for future rulemaking.
	None.

	General Comment
	Concentra submitted the identical comments that were originally provided during our 45 day initial comment period.  
	Gregory M. Gilbert
EVP and Chief Government Relations Officer – Concentra
July 24, 2024 
Written Comment
	Please review the 45 Day Comment Chart to review original comments and responses.
	None.

	General Comment
	Commenter supports the bulk of the proposed amendments to the regulations.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	None.
	None.

	9767.6(d)
	Commenter notes that often the injured worker is unaware of their ability to choose a physician of their choice within the MPN after their first visit. More often the injured worker is steered by the claims adjuster to continue to be treated by the initial physician. The same is true for any rehab services. The injured worker believes that they must be treated by the physical therapist that the carrier or One-Call sends them to even if the treating physician has in-office physical/occupational therapy and the injured worker would prefer to be treated by the in-office therapist. 

Commenter recommends that the DWC develop a form informing injured workers of their right to be treated by the physician of their choice within the MPN after the initial visit. Commenter states that this form should be signed by the injured worker acknowledging receipt.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9767.6(e)
9767.6(f) 

	Commenter recommends the following revised language (in bold):

(e) At any point in time after the initial medical evaluation with an MPN physician, the covered employee may select a physician or physical/occupational therapist of his or her choice from within the MPN…

(f)… The insurer or employer shall also provide all selected MPN physicians at the time of scheduling the appointment, the relevant MPN identification number, name, telephone number, fax number, email address, clearinghouse utilized by the payor, and mailing address of the person or entity to whom a request for authorization and bills should be sent.

Commenter recommends these amendments to ensure that the treating physician receives all of the medical information contained in the medical record of the injured worker and information on where to send requests for authorization and how to bill for services for the injured worker. The information needs to be provided at the time of the scheduling of the appointment, so the medical provider can confirm they are in network and able to treat the injured worker. 

Commenter requests that the DWC adopt prescribed penalties that escalate for repeat failures to provide the information to the treating physician.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Comments are outside the scope of this comment period. However, in accordance with the Division’s decision to allow requests for authorization of treatment to be submitted via electronic data interchange (EDI) if made available as an option by the claims administrator, the Division agrees that identification of the clearinghouse utilized by the payor for this purpose is an appropriate addition.


	Amend section 9792.6(f) to add, if applicable as an option, name of payor’s clearinghouse as one of the enumerated data that a claims administrator is required to inform the selected physician of.

	9781
	Commenter notes that this section governs an employee’s right to change physicians in a situation wherein there is no Medical Provider Network (MPN) associated with the injured worker’s employer. On her first reading of this section, she was confused as to why it was included in regulations that were supposedly addressing Utilization Review. However, on closer examination it was noticed that Subsection (d) seems to be adding a 20-day provision for the service of medical records on a treating physician in a non-MPN situation, in parallel fashion to §9767.6(f).  Commenter’s feedback with respect to service of records remains the same as for section 9767.6 and given that this section addresses non-MPN physicians, receiving confirmation that the provider is “ready, willing and able to treat the injured worker” is even more crucial.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9781(c)
9781(c)(1)
9781(c)(2)
9781(d)
	Commenter recommends the following revised language (in bold):

(c) Pursuant to section 4600, after 30 days from the date the injury is reported, the employee shall have the right to be treated by a physician, physical or occupational therapist, or at a facility of his or her own choice within a reasonable geographic area. 

(1) The employee shall notify the claims administrator of the name and address of the physician, physical or occupational therapist, or facility selected pursuant to this subdivision. However, this notice requirement will be deemed to be satisfied if the selected physician, physical or occupational therapist, or facility gives notice to the claims administrator of the commencement of treatment or if the claims administrator receives this information promptly from any source.

(2) If so requested by the selected physician, physical or occupational therapist or facility, the employee shall sign a release permitting the selected physician or facility to report to the claims administrator as required by section 9785. 

(d) When the claims administrator is notified of the name and address of an employee-selected physician, physical or occupational therapist, or facility pursuant to subdivision (c), or of a personal chiropractor or acupuncturist pursuant to paragraph (2) of subdivision (b), the claims administrator shall, in writing, within twenty (20) days of receipt of notice of selected physician:

Commenter opines that since physical/occupational therapists are not considered physicians under the Labor Code, for clarity, commenter states that they also need to be called out in these sections. Commenter states that it is the intent to include all providers that may be needed to treat the injured worker.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9781(d)(5)
	Commenter recommends the following revised language (in bold):

(5) Provide the physician or facility with the name, telephone number, fax number, mailing address, clearinghouse utilized by the payor and, if applicable, email address of the person or entity to whom a request for authorization may be sent.

Commenter request clarification that the medical provider has options as to how to submit their RFAs. No one way could be mandated by a claims adjuster.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. However, the Division agrees that electronic data interchange (EDI) should be added as a means of submitting an RFA if it is an option offered by the insurer (payor).
	Amend this subsection to allow submission of an RFA via EDI if it is an option made available by the insurer (payor).

	9781(d)(7)
	Commenter notes that section 9781 relates to employees’ requests to change medical provider. Commenter recommends implementing non-substantive change from subsection (1) and (2) to instead (A) and (B) to make clear that the reference is not to subsections (1) and (2).
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	Agree that use of “(1)” and “(2)” in this subsection could be confusing. Additionally, they are unnecessary.
	The Division will remove use of “(1)” and “(2),” and reword this subsection.

	9785
	Commenter notes that Subsection(g)(1) of this section has been substantially edited and comingles references to both the PR-1 and PR-2 reports. To make these sections clearer, commenter recommends that this section be separated into two different sections, one addressing the PR-1 report and the other addressing the PR-2 report Commenter appreciates the addition of the required title of “Treating Physician’s Report” in boldface type in situations wherein a narrative report is being submitted in lieu of the standard form PR-1, as well as the physician’s attestation on the PR-1. 
Subsection(h) has the following language added, “A request for authorization can be made by the primary treating physician or a secondary physician…” Commenter  questions if use of the word “can” (rather than “shall” or “must”) is meant to imply that parties other than a primary or secondary physician might also be permitted to submit an RFA on behalf of the injured worker. Commenter notes that §9792.6.1 in current regulations specifies that an RFA must be submitted by a “treating physician”. Perhaps the language of this section could be modified to be consistent with §9792.6.1 if only treating physicians are permitted to submit RFA’s.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Regarding comments pertaining to subdivision (g) and the PR-1 generally, 
based on voluminous comments on this topic, the Division has concluded that further consideration should be given to this issue. For now, treatment requests shall continue to be made on the DWC Form RFA.

Comments pertaining to subsection (h) are outside the scope of this comment period. However, the Division notes that the “can be” wording was not meant to change the law that only physicians can make treatment requests.
	The Division will rescind the PR-1 for this rulemaking. Changes to pertinent parts of this proposal will be made to revert back to use of the PR-2 and the DWC Form RFA.

	9785(d) 
	Commenter recommends the addition of “electronic data interchange (EDI)” and the deletion of “including secure electronic transmission.” The following revised section to read as follows:
(d)… The primary treating physician may transmit reports to the claims administrator by secure email, mail, electronic data interchange (EDI), or FAX or by any other means satisfactory to the claims administrator.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. However, the Division agrees that electronic data interchange (EDI) should be added as an option for submitting an RFA if it is an option offered by the claims administrator.
	Amend this subsection to allow submission of an RFA via EDI if it is an option made available by a payor.

	9785(e)(3)
	Commenter recommends the inclusion of the term “occupational” before “therapists.”  Revised language to read as follows:
(3) Secondary physicians, physical/occupational therapists, and other health care providers to whom the employee is referred shall report to the primary treating physician in the manner required by the primary treating physician.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9785(f)(2)
	Commenter recommends the inclusion of the term “occupational” before “therapists.”  Revised language to read as follows:
(2) … (D) a change in methods of treatment or in required physical/occupational medicine services,…
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9785(g)(1)
PR-1 Form
	Commenter notes that section 9785 relates to the reporting requirements of the treating medical provider.
Commenter recommends eliminating the new PR-1 Form rather than making it optional. Commenter opines that the new form adds unnecessary expense and complexity. For example, claims administrators and utilization review organizations (UROs) have dedicated channels for receiving RFAs. A PR-1 may or may not include a request for authorization. The claims administrators and UROs would need to develop new processes for handling a PR-1 without a request for authorization. It would be far simpler for the providers and the claims administrators and UROs to maintain their existing processes. If the PR-1 is not eliminated, commenter recommends reinstating the 6-month waiting period before the new form can be used. Claims administrators and UROs would need time to adjust their processes to handle the new form.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	Based on voluminous comments relating to the proposed PR-1, the Division has concluded that further consideration should be given to this issue. For now, treatment requests shall continue to be made on the DWC Form RFA.
	The Division will rescind the PR-1 for this rulemaking. Changes to pertinent parts of this proposal will be made to revert back to use of the PR-2 and the DWC Form RFA. 

	PR-2 Form (and reporting under 9785)
	Commenter is requesting clarification regarding a provider that continues to use the PR-2 Form, if it would be acceptable to use a narrative RFA report in order to request authorizations accompanying a DFR or a PR-2.
	Judith Hollenberger
Sr. Director, Occupational Health Information Services
Kaiser Permanente
March 11, 2025
Written Comment
	As the Division has determined to rescind the PR-1, this concern is moot. 
	None.

	DWC Form PR-1
9785.6
	Commenter recommends that emphasis be added to the resubmission selection so it is clear that only checking the box is not sufficient. While the form directions advise the physician to include documentation supporting the claim of change in material fact, the physician is not directed to where that documentation should be included. Commenter recommends adding:
Explain in detail in Additional Physician Comments below – after:
☐Resubmission, Change in Material Fact 
The Notice of Modification to Text of Proposed Regulations and Forms states that the typographical error of RX rather than treatment was corrected; however, it was not corrected on the DWC Form PR-1. 
Commenter recommends deletion of the newly added choices for the response to the requesting physician. Labor Code section 4610(i)(4)(A) requires that “Final decisions to approve, modify, or deny requests by physicians for authorization prior to, or concurrent with, the provision of medical treatment services to employees shall be communicated to the requesting physician within 24 hours of the decision by telephone, facsimile, or, if agreed to by the parties, secure email.” (emphasis added) 
Claims administrators and UROs have established practices to comply with Labor Code notice requirements. Allowing providers to choose methods of notice that are not compliant with the Labor Code would result in duplicate efforts. 
Commenter supports the change from mandatory to optional for the use of the PR-1. Commenter supports the change in the instructions to require that the treating physician submit only those sections that are relevant to that reporting. 
	Sara Widener-Brightwell
SVP Claims and General Counsel – California Workers’ Compensation Institute (CWCI)
March 14, 2025
Written Comment
	After consideration of this and similar comments, the DWC has determined to rescind the proposal (at section 9792.9.2(a)(2)(B)) to require physician review based on marking the checkbox for “Resubmission – Material Change.” Future rulemaking may reconsider this issue.

Remaining comments are moot as the Division has determined to rescind the PR-1 at this time to allow further consideration. For now, treatment requests shall continue to be made on the DWC Form RFA.

	Proposed regulation in question will be amended to indicate that physician review of an RFA for treatment that would otherwise be subject to Labor Code section 4610(k) will be required where the requesting physician makes an express and unequivocal indication that there has been a change in facts material to the basis of the prior denial of same treatment; and if documentation of such change is included.

The Division will rescind the PR-1 for this rulemaking. Changes to pertinent parts of this proposal will be made to revert back to use of the PR-2 and the DWC Form RFA.

	PR-1 Form
	Commenter notes that the PR-1 form is 10 pages long and contains approximately 125 fields.
Commenter is concerned regarding the medical providers’ ability to complete the PR-1 form in a manner that does not cause a delay in care to injured workers and does not reduce providers likelihood of participating in the UR process. If the administrative processes of treating workers compensation patients is too great, this may have an impact on provider access as fewer providers are incentives to accept workers compensation patients. 
Commenter recommends that the Request for Authorization section be separated into its own form to help minimize the administrative burden on providers.
	Ben Roberts, Vice President UR
Genex
March 14, 2025
Written Comment
	Based on voluminous comments relating to the proposed PR-1, the Division has concluded that further consideration should be given to this issue. For now, treatment requests shall continue to be made on the DWC Form RFA.
	The Division will rescind the PR-1 for this rulemaking. Changes to pertinent parts of this proposal will be made to revert back to use of the PR-2 and the DWC Form RFA. 

	PR-1 Form
	Commenter opines that more providers may use the new PR-1 Form if carriers were required to populate with all the basic claims information in advance. 
Commenter recommends that some of the field be identified for what they can tell about the quality of medical care being provided in the workers’ compensation system. Specifically, are medical decisions being made in alignment with the MTUS and if the system is producing optimal clinical outcomes for California’s injured workers.  
Commenter opines that greater electronic reporting and data collection presents the opportunity to track this information and he encourages the DWC and other stakeholders to make this a priority.
	Don Schinske
Legislative Advocate
Western Occupational and Environmental Medical Association (WOEMA)
March 14, 2025
Written Comment
	As the Division will rescind the PR-1 Form, this comment is moot.
	None.

	PR-1 Form
	Commenter recommends eliminating the PR-1 Form rather than making it optional. If not eliminated, commenter recommends reinstating the six-month waiting period before the new form can be used to allow sufficient time to adjust claims processes for the new form. If the PR-1 Form is not eliminated, commenter recommends that Sections A-1 and A-2 be modified because the line for physicians to indicate how they want to be informed of the administrators’ response conflicts with Sections 9792.9.4(b) & 9792.9.5(c), which direct the claims administrator to initially communicate an approval “by telephone, facsimile or, if agreed to by the parties, secure electronic e-mail.” Commenter states that allowing the physician to specify a preferred method is likely to cause litigation regarding whether the claims administrator is bound by the physician’s choice and whether a response is timely if sent through a different method. Commenter states that the choice of communication method should be up to the claims administrator. Commenter states, in Section B, the checkbox for use when a patient’s condition has not changed should be removed. Checking a box on a form does not provide sufficient information to the claims administrator.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	Based on voluminous comments relating to the proposed PR-1, the Division has concluded that further consideration should be given to this issue. For now, treatment requests shall continue to be made on the DWC Form RFA.
	The Division will rescind the PR-1 for this rulemaking. Changes to pertinent parts of this proposal will be made to revert back to use of the PR-2 and the DWC Form RFA. 

	9786
	Commenter notes that this section accounts for situations where an injured worker would like to change physician, as well as situations where the claim examiner desires a change in physician. Commenter states that the proposed rules in this section do not address a situation where the treating physician has elected to remove himself as a treating physician for an injured worker. Commenter recommends that the rules be amended to provide guidance in this situation.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.6.1 (k)
	Commenter notes and appreciates the additions to Subsection(k) addressing “Expert Reviewers” and providing for an “extension of time” to determine medical necessity while waiting on an expert reviewer. Commenter notes that no specific timeline is included for an “extension”, and is concerned that there may be a penalty issued for taking “too long” although the timeframe is not specified. Commenter recommends that the wording be amended to a “reasonable extension of time” to provide for flexibility with expert timelines while also putting some parameters in place.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. However, the Division notes that the timeline in the scenario described by the commenter already exists in the regulations at current regulation 9792.9.1(f), which is renumbered under this rulemaking as section 9792.9.6.
	None.

	9792.6.1(k)
	Commenter recommends the following revised language (in bold):
"Expert reviewer" means a medical doctor, doctor of osteopathy, psychologist, acupuncturist, optometrist, dentist, podiatrist, or chiropractic practitioner licensed by any state or the District of Columbia, competent to evaluate the specific clinical issues involved in the medical treatment services and where these services are within the individual's regular practice and their scope of practice, whose consultation for a specialized review has been requested by the claims administrator or utilization review organization, necessitating an extension of time, prior to the determination of medical necessity.
Commenter opines that because MDs/DOs have a plenary license and all medical services are technically within their scope of practice, it is important to note that the service also has to be part of their regular practice. For example, it would be inappropriate for a non-surgeon to be an expert reviewer for a surgical service. The surgical procedure is within their scope of practice, but not part of their regular practice.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.6.1(u)
9785(g)
	Commenter notes that this subsection outlines the requirements for a “Request for authorization” which no longer requires the use of the Request for Authorization (DWC Form RFA), which is replaced by the DWC Form PR-1. The concern is that §9785(g) requires the use of the PR-1, or a “narrative report”. If providers use the PR-1 form to submit requests for authorization, all of the information needed to perform a timely review will be readily available, but the use of a narrative report may result in issues in the handling process.
Commenter opines that by allowing the use of narrative reports as opposed to requiring the use of a specific form when requesting authorization, there will be additional disputes regarding whether or not forms meet the new definition of “Completed” as outlined in §9792.6(u)(2) and potential delays in responding to requests as additional time will be required to evaluate the completeness of submissions. 
Commenter recommends that the language be updated to allow for either a PR-1 or narrative report when the provider is submitting status reports, but when there is a specific request for authorization of treatment, the PR-1 should be mandatory, similar to how the DWC Form RFA is mandatory today. 
Commenter notes that the DWC’s direction to require electronic reporting of UR data in the future, mandatory forms with consistent fields will be very important to the success of the electronic data capture process.
	Ben Roberts, Vice President UR
Genex
March 14, 2025
Written Comment
	Based on voluminous comments relating to the proposed PR-1, the Division has concluded that further consideration should be given to this issue. For now, treatment requests shall continue to be made on the DWC Form RFA.
	The Division will rescind the PR-1 for this rulemaking. Changes to pertinent parts of this proposal will be made to revert back to use of the PR-2 and the DWC Form RFA. 

	9792.6.1(u)(2)
	Commenter notes that this subsection has several new provisions indicating what constitutes a “complete” RFA, including that the requested treatments be identified “with specificity”, that an RFA contained within a narrative report be included on the first page of the report, and that it be accompanied by recent documentation that is dated not more than 30 days prior to the RFA. Commenter supports all of these new provisions. Commenter recommends adding an additional provision to allow a claims examiner/URO to request documentation that is older than 30 days, if needed to augment the more recent documentation to make a UR decision.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. The Division notes, however, that this rule is not intended to change the ability of a UR reviewer to request documentation older than 30 days of the RFA.
	None.

	9792.6.1(u)(3)
	Commenter appreciates the additions to this subsection that provide secure, encrypted e-mail transmission of RFA’s, as well as the use of EDI.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	None.
	None.

	9792.6.1(u)(3)
	Commenter recommends the following revised language:
(3) The request for authorization must be signed by the treating physician and may be mailed, faxed, or sent electronically through the use of a secure, encrypted email system or via electronic data interchange (EDI) to the address, fax number, or e-mail address designated by the claims administrator under section 9781(d)(5) for this purpose. By agreement of the parties, the treating physician may submit the request for authorization with an electronic signature. 
Commenter notes that previously the Division has agreed to allow the EDI transmission of the RFA. Commenter opines that the ability to submit electronically, should not be left up to the claims adjuster, so he is objecting to “by agreement of the parties” for the RFA submission. The agreement would be appropriate for using an electronic signature. Commenter states that this clarification was inserted in the wrong section of the proposed regs.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	The Division agrees that electronic data interchange (EDI) should be added as an available means for submitting a request for authorization of treatment (RFA) if it is an option offered by the claims administrator.
	Amend subsection to allow submission of an RFA via EDI if it is an option made available by a payor.

	9792.6.1(w)(1)
	Commenter recommends the following revised language (in bold):
(w)(1) "Reviewer" or “physician reviewer” means a medical doctor, doctor of osteopathy, psychologist, acupuncturist, optometrist, dentist, podiatrist, or chiropractic practitioner licensed by any state or the District of Columbia, competent to evaluate the specific clinical issues involved in medical treatment services, where these services are part of their regular practice and within the scope of the reviewer's or physician reviewer’s practice.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.6.1(aa)
	Commenter recommends that the term “retrospectively” be removed from this subsection.
Commenter opines that retrospective review should no longer be allowed, unless there is evidence of fraud on behalf of the provider. Retrospective review typically happens after the service has been provided. Commenter states that it is unfair to the provider for the payor to approve a service and then change their mind through some sort of retrospective review after the service has been performed. This review should be happening prospectively before they approve the service, not retrospectively.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.6.1(bb)
	Commenter requests the replacement of the term “email” with the term “electronic.” 
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Agree.
	The Division will spell out “email” to be “electronic mail.”

	9792.7
	Commenter notes that this section relates to utilization review standards and applicability of the standards.
Commenter states that the new proposed language would now require the utilization review plan to file modifications by sending the modifications via compact discs or flash drives. The proposed rule would also require original signatures. Commenter opines that these new rules are unnecessary, costly and burdensome. Currently, modifications can be sent by emailing the document. Requiring modifications be sent by compact discs or flash drives is time-consuming, expensive and unnecessary. Commenter recommends that the proposed rule be modified to delete reference to compact discs and flash drives and allow modifications to be sent via electronic means, such as an attachment to an email. Commenter also recommends the language be clarified that electronic signatures may be used rather than original “wet” signatures. Requiring “wet” signatures adds unnecessary time delays to a process that should be efficient and modernized.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	The proposal already accounts for the commenter’s concerns. 
	None.

	9792.7(b)(2)
	Commenter requests the insertion of the term “regular” before the term “practice.”
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.7(c)(1)
	Commenter states that this subsection notes that a UR plan on file with the AD must have a list that “…identifies the claims administrator client(s) on whose behalf it performs any utilization review functions…”. Commenter states that current rules do not require the submission of a Material Modification to the UR Plan when a new client is added. Commenter requests clarification as to whether a Material Modification would now be triggered when new clients are added, because of this new language.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. That said, the Division agrees that a Material Modification would be triggered when a UR organization adds a new client.
	None.

	9792.7(c)(3)
	Commenter notes that this subsection retains language that was added in the prior revised UR draft that grants broad-reaching authority to the DWC to access URAC accreditation information. Commenter mentioned in the previous version of her comments:
This section would purport to give the DIR unfettered access to ALL information that is submitted by a private entity to URAC in support of accreditation. No other state has such a requirement. The wording of this section seems to require private URO’s to give up all privacy rights. Seeing as URAC’s new accreditation standards now include submission of documentation such as meeting notes, competitive advantage information (such as how an entity controls marketing and advertising), contracts, security protocols and risk management strategy information, disclosure of this information is not only inappropriate, but potentially damaging. We are further concerned about where this information could potentially end up with the state government. 
Commenter wondered if perhaps this section was originally drafted while URAC Version 7.3 was still in existence (the current version is 8.1). In Version 7.3, two different and separate submissions were made by a URO, “Core” and “Work Comp UM”, only one of which would generally be reviewed for purposes of evaluating a URO. In the current version (8.1), the submission standards are much more stringent, and all information is combined into a single submission, including documentation of the nature described above. Commenter opines that this section should be stricken in its entirety, with stakeholders convened to come up with an alternative solution that would be more equitable.
Commenter stresses that the scope of URAC accreditation information subject to disclosure must be restricted to relevant information that is directly related to confirmation of a URO’s accreditation status.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.7(d)
	Commenter notes that this subsection provides a process for the DWC to notify a URO applicant submitting an initial plan application or a Material Modification application as to whether the application submitted is “Complete”. Commenter does appreciate receiving notification/confirmation from the DWC as to application status, commenter would also appreciate inclusion of a specific “check list” of submission requirement items to help ensure that the URO is submitting the correct documentation. Furthermore, Subsection(d) also provides that a “complete” submission does not preclude the DWC from requesting additional documentation at a later point to ensure compliance. Commenter understands this provision, but questions what the scope of “additional documentation” could entail. Commenter recommends that this sentence be re-worded to read:
Notice that a utilization review plan submission is complete does not preclude the Administrative Director from later requesting additional documentation or records as required by current regulations to determine a utilization review plan’s compliance with the law.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Disagree. Recommendation is unnecessary as the proposal already states that the intended purpose of requesting additional documentation would be to determine legal compliance.
	None.

	9792.7(e)(1)
	Commenter notes that this subsection outlines the rules by which the DWC will approve, conditionally approve, or deny a URO initial application or Material Modification application. The section mandates a 60-day timeframe for the DWC to issue a decision on an application but does not specify what will occur if the 60 days passes and the decision has not yet issued by the DWC. Commenter recommends that the rules be amended to specify that if the DWC has not responded within the 60-day timeframe, the application shall be deemed to be approved.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Agree that the proposal should state what would happen if no decision has issued after the 60-day time for review.
	Amend the proposal to allow a 60-day extension for review if needed. Proposal will further indicate that no action by the Division after the 60-day extension has elapsed will result in a provisional approval of the UR plan. Further, for better readability, the language will be divided into paragraphs. 

	9792.7(f)
	Commenter notes that this subsection creates an appeals process for a URO to appeal a denial of its application “within 20 days of issuance of the denial”. Commenter recommends that this be modified to read “withing 20 business days of receipt of the denial”, as the URO is not empowered to act on a denial it has not yet received. This also mitigates a situation wherein a lag time exists between “issuance” of the denial and transmission of that denial to the URO Applicant.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. However, the Division notes that, given the proposed process for review of a UR plan, the UR organization would have ample notice of the Division’s intent to deny a UR plan application. Regardless, the Division is sympathetic to the commenter’s concern regarding “lag” time.  
	DWC will amend subdivision to indicate that a URO may appeal a denial of its application within 25 days of receipt of a notice of denial. This extra 5 days should compensate for any “lag” time between issuance and receipt.

	9792.7(h)(1)(E)
	Commenter recommends the new addition of the following language:
(E) The plan fails to utilize the MTUS and any MTUS utilization review checklists adopted by the Division as part of the MTUS, to make their utilization review decisions. 
Commenter notes that the Division is working with The Reed Group to adopt UR checklists to clarify the MTUS Treatment Guidelines. Commneter opines that when these checklists are available and part of MTUS, UR review companies should be required to use the checklists just as they are required to base their UR decisions on MTUS. The checklists will improve communication between medical providers and utilization reviewers.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.7(h)(2)
	Commenter states that this subsection is confusing as it cross-references section “(g)(1)” which is not a section in the proposed rules. Commenter questions if this is a typo.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	DWC thanks the commenter for pointing this out. This is a typo.
	Typo will be corrected to reflect, “(h)(1)” instead of “(g)(1).”

	9792.7(h)(3)(A)
	Commenter notes that this subsection describes a process for issuance of a “Findings and Notice of Action” (requiring a 14-day response timeframe) as opposed to the “Notice of Required Update” described in Subsection(g), which requires a 30-day response timeframe. It was not clear from the proposed rules what types of violations would be issued in each of the two respective categories, or if the “Findings and Notice of Action” would always be issued AFTER a “Notice of Required Update”. Commenter recommends that the rules be clarified.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. That said, language in both subdivision (g) and in (h)(1)(B) are sufficiently related to inform that a Notice of Required Update would issue prior to any consideration of violation under (h)(1)(B). This would also be the equitable approach that the Division would follow.

	None.

	9792.7(h)(1)(D)
	Commenter notes that this subsection permits the DWC to take punitive action against a URO if the URO “…fails to respond to at least two or more repeated requests or inquires by the Administrative Director concerning plan compliance…”, however the rules do not specify if the “two or more” requests are tied to same incident and timeframe, or if they can refer to two completely different incidents. Commenter recommends that the rules be clarified to indicate that punitive action is only appropriate for multiple failings tied to the same incident.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	Form UR-01
9792.7.1
	Commenter recommends deletion of the language regarding unintended approval. The Division is responsible for the review and approval of all utilization review plans. The claims administrator or URO should be able to rely upon the approval of their policies and procedures to conduct utilization review internally for their customers without concern of later consequences.
Commenter recommends the following revised language:
Signature of authorized individual: “I, the undersigned Medical Director of the UR Plan Applicant named herein, have signed this document with knowledge of its contents, and verify that they are true and correct to the best of my knowledge and belief.
	Sara Widener-Brightwell
SVP Claims and General Counsel – California Workers’ Compensation Institute (CWCI)
March 14, 2025
Written Comment
	Disagree. The language in question is being added to put UR organizations on notice that DWC approval of a UR plan is not an endorsement of an unlawful policy in the event that a UR plan, for instance, attempts to and succeeds in sneaking in an unlawful policy. So, while the Division’s approval of a UR plan is a check on the plan, it is not a license to conduct practices that are unlawful. DWC approval does not create exceptions to the law.
	None.

	9792.8(a) 
	Commenter recommends the insertion of the term “and available MTUS checklists.”  The proposed revised language would read as follows:
The criteria for a physician reviewer to determine the medical necessity of requested treatment shall be consistent with the schedule for medical treatment utilization schedule and available MTUS checklists, adopted pursuant to Labor Code section 5307.27, including the methodology for evaluating medical evidence under section 9792.25.1.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.1
	Commenter objects to the requirement that claims administrators either accept a Request for Authorization (RFA) from medical providers sent to a non-designated channel or return it within five business days with instructions to resubmit to the proper channel. Commenter understands the intent behind this proposal but opines that this raises serious concerns about regulatory overreach, retroactive application, and compliance with the California Administrative Procedures Act (APA) (Gov. Code § 11340.5).
Commenter opines that the proposed regulation would establish new legal requirements for how claims administrators handle misdirected RFAs—requirements that did not previously exist in statute or regulation. Historically, many claims administrators have structured their Utilization Review (UR) plans, with DWC approval, to require providers to submit RFAs through designated channels to ensure proper handling and avoid processing delays or loss of requests. Importantly, the DWC has approved UR plans that specifically provide that the claims administrator has no obligation to a respond to an RFA unless it is submitted via a designated channel. The proposed regulation effectively overrides these prior approvals and creates new compliance obligations for claims administrators.
Given this, it is crucial that any regulatory changes imposing new duties on claims administrators apply only prospectively and do not form the basis for retroactive enforcement actions. Agencies cannot impose penalties or enforcement actions based on newly created regulatory requirements. (See Landgraf v. USI Film Products (1994) 511 U.S. 244). Additionally, MacKay v. Superior Court (2010) 188 Cal. App. 4th 1427 affirms that when an agency formally approves a policy, it cannot later penalize a regulated entity for following that policy.
Commenter opines that by introducing this regulation now, DWC is acknowledging that no clear legal standard currently requires claims administrators to process or return RFAs submitted through non-designated channels. If DWC had previously established legal authority for this requirement, this regulation would be unnecessary. This raises concerns that the rule could subject claims administrators to enforcement actions for following a DWC-approved UR plan.
This concern is heightened by the DWC’s intent to require claims administrators’ Medical Director to acknowledge that:
I further understand that the DWC’s approval of the UR Plan identified herein does not equate to approval of policies and procedures that are contrary to law, and any such approval is unintended.
Commenter states that the DWC, the agency charged with enforcing UR laws and regulations is seeking to disclaim responsibility for determining whether UR Plans comply with those laws and regulations. This they cannot do. See MacKay.
Commenter notes that the proposed regulation also raises concerns about whether DWC has the legal authority to impose this new requirement on claims administrators. The statutory framework governing utilization review (UR) does not currently impose a requirement that claims administrators process or return RFAs sent to non-designated channels. California Government Code § 11346.2(a)(1) requires that any new regulation must be supported by clear statutory authority. However, DWC has failed to identify any such authority justifying this proposal.
The California Supreme Court has made clear that agencies may not impose new legal obligations absent clear statutory authority (See Morning Star Co. v. State Water
Resources Control Bd., 38 Cal. 4th 412 (2006)). Given that the proposed regulation seeks to create an entirely new compliance obligation rather than clarifying an existing one, it exceeds the authority granted to DWC under the Labor Code.
Commenter opines that the proposed regulation represents a substantive change to existing law, as it creates a new obligation for claims administrators where none previously existed. It also effectively overrides provisions in previously approved UR plans that designated misdirected RFAs as invalid. The regulation creates a new compliance obligation that will require changes in administrative practices. It modifies prior DWC-approved policies without a clear legal basis for requiring such a change.
Commenter states because this regulation introduces a substantive duty, it requires a 45-day notice period under the California Administrative Procedure Act (APA), rather than a 15-day notice period.
California Government Code § 11346.2(a)(1) requires a 45-day notice period for any regulatory proposal that introduces a substantive change to existing law. A 15-day notice period is permissible only for minor modifications (Gov. Code § 11346.8(c)). Since this proposal imposes an entirely new legal obligation, it does not qualify as a minor change and must be reissued with a full 45-day comment period.
Commenter requests that the DWC withdraw this proposed regulation for lack of authority or, at a minimum, identify the clear authority and clarify that it is purely prospective and cannot be used to justify prior enforcement actions. The proposed regulation creates a new requirement rather than clarifying an existing one, reinforcing the notion that any prior enforcement action lacked clear legal authority. If DWC wishes to implement this policy moving forward, it must expressly state that it does not apply retroactively.
	Patrick Shannon, Esq.
Greenberg Traurig LLP
March 14, 2025
Written Comment
	Upon further consideration, the Division has determined that this proposal contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute.

Regarding commenter’s assertion that the Division seeks to disclaim responsibility for determining whether UR plans comply with the law, the Division disagrees. The language in question notifies UR organizations that the Division’s approval of a UR plan is not an endorsement of a UR provision that is implemented in an unlawful manner or which, upon further review, is determined to be unlawful.  While the Division’s approval of a UR plan is made after a review of the plan, it is not a license to act in an unlawful manner. The Division’s approval does not create exceptions to the law. 
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.”

	9792.9.1
	Commenter recommends revised language to the proposed title of this section:

§9792.9.1. Utilization Review —Receipt of Request for Authorization; Acceptance of Defective Request 


Commenter notes that the DWC proposes to delete the word “Incomplete” from this regulation title and instead use the word “Defective”. Commenter opines that the DWC’s intent to change the wording is not clear nor provided in the Notice of Modification to Text of Proposed Regulations and Forms. The terms “complete” and “incomplete” are consistently used throughout the existing UR regulations and this proposed change to use the term “Defective” is broad, not defined, and inconsistent with existing terminology used in the UR regulations. Commenter recommends that the DWC consider keeping the term “Incomplete” in this regulation title. 

Commenter recommends keeping the term “Incomplete” in this regulation tittle for consistency purposes and requests clarity should the term “Defective” be used.
	Alma Del Real
Claims Regulatory Director, State Compensation Insurance Fund (SCIF)
March 14, 2024
	Agree.
	Change title of section from “Defective” back to “Incomplete.”

	9792.9.1
	Commenter recommends the addition of the following new subsection c:
(c ) The utilization review physician shall be sent all attachments submitted with the Request for Authorization. 
Commenter states that he receives complaints that utilization reviews often are not sent all attachments submitted with the RFA. In the past, some reviewers would seek out the information they needed to make an appropriate decision. Since the Division is now prohibiting the UR physician from seeking additional medical records, it is more critical that all attachments sent with the RFA, be sent to the UR physician so they can make a more informed UR decision.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. Additionally, the Division is confused as to the comment that UR physicians are prohibited from seeking additional medical records. The proposal does not change the fact that UR physicians can request additional information, order a new exam or test, or request a specialized consultation. Commenter is referred to section 9792.9.6 of this proposal. 
	None.

	9792.9.1(a)(1)
	Commenter recommends the insertion of the term “or electronic data interchange.” Revised language to read as follows:
(a) (1) A request for authorization shall be deemed to have been received by the claims administrator or its utilization review organization by facsimile or by electronic mail on the date the form was received if the receiving facsimile, electronic mail address, or electronic data interchange electronically date stamps the transmission when received…
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. However, the Division agrees that providers should have the option of submitting treatment requests via electronic data interchange if it is an option made available by the insurer/payor. 
	Changes to this section (and other affected sections) shall be made to allow for submission of RFAs via EDI.

	9792.9.1(b)(1)
9792.9.1(b)(2)
	Commenter recommends the following revised language (in bold):
(b)(1) Upon receipt of a request for authorization that does not meet the definition of a complete request for authorization under section 9792.6.1(u), a claims administrator, non-physician reviewer as allowed by section 9792.7 or physician reviewer must either accept the request as a complete request for authorization and comply with the requirements in this article or mark it “not complete” and return it to the requesting physician in the same manner as the request was received, specifying the reasons for the return of the request, no later than five (5) business days from receipt. A request for authorization accepted as complete shall be subject to investigation under section 9792.11 and the assessment of administrative penalties under section 9792.12. 
(2) Upon receipt of a request for authorization submitted via a non-designated address, e-mail address, electronic data interchange, or fax number; a claims administrator, non-physician reviewer as allowed by section 9792.7 or physician reviewer must either accept the request as if it had been submitted via a designated point of contact, or, within five (5) business days from receipt, mark it as “Resubmission Required” and return it to the requesting physician with an attached letter or notice specifying the reason for the return of the request in the same manner it was received and the designated facsimile, email, electronic data interchange, or postal address to where the request should be re-sent. A request for authorization accepted as if it were submitted via a designated point of contact shall be subject to investigation under section 9792.11 and the assessment of administrative penalties under section 9792.12.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Comment pertaining to section 9792.9.1(b)(1) is outside the scope of this comment period. 

With respect to comment regarding section 9792.9.1(b)(2), as the Division has determined to rescind proposed section 9792.9.1(b)(2) because it contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute, commenter’s suggested changes are moot.
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.”

	9792.9.1(b)(2) 
	Commenter recommends deleting this entire section. Government Code section 11346.8(c) allows a 15-day notice if a substantive change is “sufficiently related to the original text that the public was adequately placed on notice that the change could result from the originally proposed regulatory action.” Commenter does not believe that this substantial change is sufficiently related to the original proposed modifications to be addressed in a 15-day comment period and that another 45-day notice is required. 
As this section was added during a 15-day comment period rather than another 45-day comment period there is no Statement of Reasons to explain or support this burdensome and likely impossible task. 
There is no definition of a “non-designated address” which could be virtually anything. Claims administrators may have multiple locations, different third-party administrators, email addresses for hundreds of employees, and multiple facsimile numbers for different departments. How would a claims administrator identify treatment requests that were submitted incorrectly and then return them to the requesting provider within five (5) business days of receipt, when the request may not have been received by the correct claims administrator at all? 
Proposed section 9767.6(f) would require that the claims administrator provide all selected MPN physicians with “the relevant MPN identification number, name, telephone number, fax number, email address, and mailing address of the person or entity to whom a request for authorization and bills should be sent.” The provider should then have the responsibility to submit treatment requests to the correct address. The claims administrator should not be required to hunt down errant requests, where even possible, and then respond to a provider that did not follow directions.
	Sara Widener-Brightwell
SVP Claims and General Counsel – California Workers’ Compensation Institute (CWCI)
March 14, 2025
Written Comment
	Upon further consideration, the Division has determined that this proposal contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute.
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.”

	9792.9.1(b)(2)
	Commenter notes that this section pertains to the receipt of requests for authorization and the acceptance of defective requests.
Commenter opines that the language in this section is confusing. The section discusses authorizations sent to “non-designated” addresses without defining or clarifying what constitutes a non-designated address. Moreover, if a non-designated authorization is submitted it is difficult to understand why the non-designated submission should be accepted as valid under any circumstances. It would be better and more effective if the section stated that non-designated submissions shall not be valid and do not require a response. As proposed, commenter opines that this subsection effectively encourages the submission of invalid non-designated requests as there is no real penalty on the invalid submission. 
Commenter states that this section fails to include any responsibility of the ordering medical provider for submitting requests for authorizations to the correct points of contacts. The section unfortunately just adds a new rejection process on the claims administrator and UROs which at best just adds delays and confusion to the process of reviewing and accepting or rejecting medical services. Claims administrators and UROs should not be required reject requests submitted through non-designated channels. Commenter opines that this subsection be deleted or modified to require that requests for authorizations are valid only if sent to the designated address. Otherwise, the rule encourages requests to be sent to non-designated channels. 
In the alternative, while commenter strongly believes requests delivered to non-designated should be considered invalid, if the Division does plan to authorize requests sent to non-designated addresses, she requests that the timeframe for responding to such requests be extended by three business days.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	Upon further consideration, the Division has determined that this proposal contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute.
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.”

	9792.9.1(b)(2)
	Commenter recommends the deletion of the proposed subsection.

Commenter notes that the proposed language to this subsection provides guidance on how to process the receipt of a request for authorization of treatment at a non-designated number or address. 

Commenter opines that this proposed addition to the UR regulations is significant and challenging for a claims administrator’s oversight of receipt of requests for authorization (RFA) of treatment. The proposed language in this provision creates an undue hardship on a claims administrator to timely respond to an RFA that was submitted to a non-designated number or address. Additionally, non-compliance with the timely processing of RFAs will subject a claims administrator to penalties. Commenter requests that the DWC consider the gravity of the burden that this proposed revision will place on a claims administrator and its ability to comply with UR processing timeframes for appropriately submitted RFAs. Commenter requests that the DWC consider there is no current duty to respond to an RFA submitted to a non-designated number or address. Changing this will create an unnecessary burden on a claims administrator.
	Alma Del Real
Claims Regulatory Director, State Compensation Insurance Fund (SCIF)
March 14, 2024
	Upon further consideration, the Division has determined that this proposal contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute.
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.” 

	9792.9.1(b)(2)
	Commenter notes that upon receipt of a request for authorization submitted via a non-designated point of contact, a claims administrator, non-physician reviewer as allowed by section 9792.7 or physician reviewer must either accept the request as if it had been submitted via a designated point of contact, or, within five (5) business days from receipt, mark it as “Resubmission Required” and return it to the requesting physician with an attached letter or notice specifying the reason for the return of the request and the designated facsimile, email, or postal address to where the request should be re-sent. A request for authorization accepted as if it were submitted via a designated point of contact shall be subject to investigation under section 9792.11 and the assessment of administrative penalties under section 9792.12 
Commenter states that when a requesting physician submits a request to a non-designated address, the burden is on the claims administrator to respond and reject the request within 5 days or is deemed received. Commenter opines that this creates an incentive for providers to submit requests through non-standard channels as a way to avoid the full utilization review process.
Commenter recommends that the language be updated to default to an invalid or incomplete request when the request is submitted to a non-designated address unless the claims administrator accepts the request as complete.
	Ben Roberts, Vice President UR
Genex
March 14, 2025
Written Comment
	Upon further consideration, the Division has determined that this proposal contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute.
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.”

	9792.9.1(b)(2)
	Commenter notes that this subsection addresses misdirected RFA’s (i.e., sent to the wrong URO street address). Commenter has some pragmatic concerns with this section that requires a recipient of a misdirected RFA to “…within five (5) business days from receipt, mark it as “Resubmission Required” and return it to the requesting physician with an attached letter or notice specifying the reason for the return of the request and the designated facsimile, email, or postal address to where the request should be re-sent…” Commenter opines that this provision could make sense in a situation where the recipient knows what the document is and is familiar enough with California Workers’ Compensation regulations to act accordingly. However, this provision does not make sense if the reverse is true – i.e., there would be no way for an entity that is not savvy in CA Workers’ Compensation to know to act, and would correspondingly be inappropriate for the URO to whom the RFA was supposed to be directed to be penalized for inaction within 5 days by an entity over which the URO may have no connection or control. Commenter recommends that this section be either appended or re-worded to address situations such as these.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Upon further consideration, the Division has determined that this proposal contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute.
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.”

	9792.9.1(b)(2)
9767.6(f)
	Commenter notes that the proposed language was added after their prior public comments. Commenter finds the language problematic as it requires claims administrators or non-physician reviewers to respond to RFAs that had not been submitted via a designated point of contact. Failure to respond within five business days would presumably constitute untimely UR, which would mean the RFA is presumed approved, and the claims administrator could be subject to financial penalties. 
Commenter’s fundamental concern is that this would hold claims administrators responsible for errors on the part of medical providers. The proposed CCR 9767.6(f) contains language requiring claims administrators to notify providers where RFAs should be sent. Under the circumstances, it’s only fair for providers to be held accountable for following the claims administrator’s instructions. Commenter recognized  that human error can and does happen, but the responsibility should fall on the entity who made the error.
Commenter opines that the proposed language creates a new potential for mischief. As noted in prior public comments, there is evidence of a small but significant number of providers purposely trying to bypass UR. The proposed language would create a new loophole to do so.
Commenter states that as currently drafted, the proposal would allow a provider to send an RFA to any Liberty Mutual email inbox, phone number, or fax number, even if it has nothing to do with Workers Compensation claims. (For example, these points of contact might be aligned with surety bonds, auto insurance, or any number of other products we offer.) However, the onus would be on these other departments to respond. This would be tantamount to someone sending a communication intended for DWC yet sending it to some other state agency— perhaps the Employment Development Department (EDD) or the Business, Consumer Services and Housing Agency (BCSH)— and expecting EDD or BCSH to respond.
Commenter states that this scenario is not hypothetical, since his organization routinely get mis-directed inquiries of this sort despite making every effort to re-direct those inquiries to the proper points of contact, but it can take time to sort out the confusion, which may exceed the five business days noted in the proposal.
Commenter sees opportunity for improvement in order aspects of the UR process, such as how to address the small number of physicians who are driving the volume of IMR requests. Commenter recognizes that broader reforms would require legislative action, which he supports, as they would be a win-win for both injured workers and employers.
	Peter Spalding
Network Specialist
Liberty Mutual Insurance
March 14, 2025
Written Comment
	Upon further consideration, the Division has determined that this proposal contradicts the requirement under Labor Code section 4610 that a claims administrator respond to an RFA that it has knowledge of except under limited circumstances such as, but not limited to, when additional information is needed to properly determine medical necessity or where liability is in dispute.
	Strike proposed section 9792.9.1(b)(2). Revert title of section back from “Defective” to “Incomplete.”

	9792.9.2(a)(2)(B)
	Commenter notes that this subsection addresses situations in which it would be inappropriate for a URO to decline to address a duplicate RFA that had been properly denied previously within a 12-month period. Specifically, this section outlines avenues that a physician may take to resubmit a previously denied RFA when there has been a material change in facts upon which the previous denial decision rested. Commenter appreciates including modified use of the PR-1 or RFA forms with the “checkbox” indicating a Material Change in Facts as acceptable alternatives, and understands the rationale behind inclusion of a specific notation on the first page of a narrative report, commenter does not understand why even more options would be available, as the language of the propose rule specifically states that the alternatives are “not limited to” the options listed above. This places the URO in the dubious position of having to “hunt and peck” and hope that a “Material Change in Facts” notation is not contained in some unlikely location that may be missed, especially when penalties may be imposed upon the URO for failure to act in a timely manner. Commenter recommends that the “not limited to” language be stricken and that the 3 options outlined above will suffice.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	The Division agrees with the concerns.
	Strike the part of the proposal requiring physician review based solely on a requesting physician marking the checkbox for “Resubmission – Material Change.” Proposal will be amended to indicate that physician review of an RFA for treatment that would otherwise be subject to Labor Code section 4610(k) will be required where the requesting physician makes an express and unequivocal indication that there has been a change in facts material to the basis of the prior denial of same treatment; and if documentation of such change is included.

	9792.9.2(a)(2)(B)
	Commenter recommends the inclusion of the following sentence:
…The requesting physician must provide an explanation of why the change is material within the treatment request. Such a request….
Commenter recommends adding language advising the requesting physician that checking the box is not sufficient to support the resubmission of a prior request.
	Sara Widener-Brightwell
SVP Claims and General Counsel – California Workers’ Compensation Institute (CWCI)
March 14, 2025
Written Comment
	The Division agrees with the concerns.
	Strike the part of the proposal requiring physician review based solely on a requesting physician marking the checkbox for “Resubmission – Material Change.” Proposal will be amended to indicate that physician review of an RFA for treatment that would otherwise be subject to Labor Code section 4610(k) will be required where the requesting physician makes an express and unequivocal indication that there has been a change in facts material to the basis of the prior denial of same treatment; and if documentation of such change is included.

	9792.9.2(a)(2)(B)
	Commenter notes that this subsection relates to requests for authorization of treatment for which utilization review would otherwise be precluded cannot be deferred if the requesting physician opines that there has been a change in material facts. The proposed language includes new language that “This includes, but is not limited to, when the physician marks the checkbox at the top of either the DWC Form RFA or the DWC Form PR-1 indicating that the report is a ‘Resubmission--Change of Material Fact’ or if the request is made in a narrative report, includes such express and unequivocal indication of the first page of the report.” 
Commenter opines that this proposed new subsection oversimplifies the medical provider’s responsibility in satisfying the documentation required to show there is a change in material fact to the basis of the original utilization review decision. This new language seems contrary to Labor Code section 4610(k) which requires a documented change in the facts material to the original UR decision. Merely requiring a medical provider to check a box on a form should not constitute sufficient documentation under Labor Code 4610(k). 
Commenter states that it is essential that a medical provider include substantive documentation of a change in material fact to warrant additional utilization review. Commenter recommends the deletion of the underlined section above permitting a provider to merely check a box on a form.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	The Division agrees with the concerns.
	Strike the part of the proposal requiring physician review based solely on a requesting physician marking the checkbox for “Resubmission – Material Change.” Proposal will be amended to indicate that physician review of an RFA for treatment that would otherwise be subject to Labor Code section 4610(k) will be required where the requesting physician makes an express and unequivocal indication that there has been a change in facts material to the basis of the prior denial of same treatment; and if documentation of such change is included.

	9792.9.2(a)(2)(B)
	Commenter notes that the DWC’s proposed modification to this provision is to ensure the requesting physician is clear in communicating a change in facts material to the basis of the prior denial when resubmitting a request for authorization of treatment. Commenter opines that the phrase used “This includes, but is not limited to,” may be interpreted as allowing other forms of communicating the RFA is a resubmission other than what is proposed. The ambiguity may delay the processing of an RFA for resubmission due to the inability to clearly identify the request is a resubmission. Clarity is needed.
To ensure compliance with processing timeframes and ease of identification of RFAs submitted as resubmissions, commenter recommends the DWC consider revising the language in this provision to make certain in this provision what the requirements are for a requesting physician to submit an RFA as a resubmission.
	Alma Del Real
Claims Regulatory Director, State Compensation Insurance Fund (SCIF)
March 14, 2024
	The Division agrees with the concerns.
	Strike the part of the proposal requiring physician review based solely on a requesting physician marking the checkbox for “Resubmission – Material Change.” Proposal will be amended to indicate that physician review of an RFA for treatment that would otherwise be subject to Labor Code section 4610(k) will be required where the requesting physician makes an express and unequivocal indication that there has been a change in facts material to the basis of the prior denial of same treatment; and if documentation of such change is included.

	9792.9.3(a)
	Commenter notes that this subsection has been re-worded to clarify the computation of time for UR deadlines. Commenter appreciates this change, as it clarifies that the timeline runs from the first “working day” and does not begin to run until after the RFA is “completed” or “accepted as complete”.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this rulemaking.
	None.

	9792.9.3(b)
	Commenter recommends the addition of the following sentience at the end of this subsection:
If the response is not received within five (5) business days from the date of receipt of the completed request for authorization, the service is deemed approved.
Commenter states that injured workers and medical providers are left in limbo when the payor does not respond in a timely manner. There needs to be a clarification as to what happens if the medical provider does not receive a response to their treatment request.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this rulemaking.
	None.

	9792.9.3(d)
	Commenter recommends the following addition to this subsection (in bold):
(d) Retrospective decisions to approve, modify, delay, or deny a request for authorization shall be made within 30 days of receipt of the request for authorization or receipt of and medical information regarding rendered medical treatment that is sufficient for a reviewer to make a determination as to whether the treatment was medically necessary, and must be made prior to the rendering of the medical service. If the medical service has already been rendered, the payor/claims administrator may not rescind their approval, unless there is suspected fraud.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9792.9.3(d)
9792.9.5(d)
	Commenter notes that these two subsections relate to timeframes for responses to requests for authorizations. The language in the proposed sections needs to clarify that the response timeframe run from receipt of the RFA and receipt of information sufficient for a reviewer to make a determination as to whether the treatment was medically necessary. Commenter opines that the proposed language is likely to result in disputes as to when the claims administrator received sufficient information and will result in more litigation.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	Focus of this comment is outside the scope of this comment period. However, the Division agrees with the comment.
	The ”or” in sections 9792.9.3(d) and 9792.9.5(d) will be changed back to “and.”

	9792.9.4(a)(1)
	Commenter recommends the following revised language:
(a) (1) All written decisions to approve a request for authorization shall specify the date the complete, or accepted as complete, request for authorization was first received, the medical treatment service requested, when a response regarding all requested medical services on the RFA was approved or denied, and the date of the decision. If applicable, the written decision shall also include the date the request for information, exam, or consultation under section 9792.9.6, subdivision (a)(1)(A), (B), or (C) was requested, and the date the information was received.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9792.9.4(a)(4)
	Commenter notes that this subsection discusses applicability of the 30-day exemption for MPN treating physicians acting within the MTUS guidelines. Commenter continues to seek clarification as to how this 30-day exemption works in tandem with the 7-day restriction on physician-dispensed medications as she is still unclear today. Commenter recommends that the proposed rules be clarified to specifically indicate if the 30-day rule usurps the 7-day restriction on physician dispensing; in effect allowing a 30-day fill via physician dispensing.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Dispensing and prescribing are different, and insofar as there is an overlap between the 7-day dispensing rule and the 30-day rule, whichever rule is more prohibitive must be followed (i.e., the 7-day dispensing rule). This aligns with Labor Code section 4610(c) which excepts from the 30-day exemption to prospective UR “pharmaceuticals, to the extent they are neither expressly exempted from prospective review nor authorized by the drug formulary….”
	None.

	9792.9.4(b)
	Commenter states that the decision to approve for prospective, concurrent or expedited review set forth in subparagraph (b) should also be communicated to the injured worker, and if applicable, the injured worker’s representative. This would be consistent with the service requirement for decisions to modify or deny a request for authorization for treatment in section 9792.9.5.
[bookmark: _Hlk192681152]Commenter recommends the following language be added to this subsection:
Written communication of the decision shall issue to the injured worker, and, if applicable, to the injured worker’s representative within 24 hours of the initial communication with the requesting physician.
	Diane Worley
California Applicants’ Attorneys Association (CAAA)
March 13, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.5(a)(1) 
	Commenter recommends the following revised language (in bold):
(a) (1) The review and decision to deny, delay, or modify a request for medical treatment must be conducted by a physician reviewer, who is competent to evaluate the specific clinical issues involved in the medical treatment services, and where these services are within the regular practice and scope of the individual's practice.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.5(c)
	Commenter notes that this subsection outlines several timeframes for communicating UR decisions. Commenter noticed that several of these provisions express timeframes in hours, which is inconsistent with most other timeframes that use business or calendar days. Is “24 hours” intended to be the same as “one business day”? Is 72 hours intended to be “3 business days”? Commenter has encountered many situations where RFA requests are transmitted in the late afternoon on a Friday, in an apparent attempt to “gotcha” the URO into simply accepting the request to avoid being “late” in a decision. Commenter recommends that the rules be clarified to eliminate the references to “hours” and instead utilize references to “business days”.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this rulemaking. 

That said, commenter is referred to current regulation 9792.9.1(c) (or, in this proposal, section 9792.9.3) which outlines the UR timeframes. Additionally, commenter is directed to Labor Code section 4610(i) which requires expedited requests for treatment to be reviewed within 72 hours of receipt of information reasonably necessary to make a determination.
	None.

	9792.9.5(d)
	Commenter notes that this subsection provides rules related to retrospective review. The current proposed language reads as follows:
…a written decision…shall be communicated…within 30 days… of the receipt of the request for authorization or receipt of information that is sufficient for a reviewer to make a determination as to whether the treatment was medically necessary.
Commenter recommends the following revised language:
…a written decision…shall be communicated…within 30 days… of the receipt of the request for authorization or receipt of information that is deemed a complete request for authorization, sufficient for a reviewer to make a determination as to whether the treatment was medically necessary
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	The focus of the commenter’s recommendation is outside the scope of this comment period. That said, the Division finds that the recommendation would be redundant with existing law.
	None.

	9792.9.5(e)(7)
	Commenter notes that this subsection provides guidelines for UR Physician Reviewers when communicating with an RFA requestor. In reviewing this section, commenter notes that part of the section addresses situations where the treating physician has provided insufficient documentation to substantiate the treatment being requested in the RFA, and another part addresses situations where a treating doctor’s justification for a variance from the medical treatment guidelines has been insufficient to warrant approval of the treatment request. Since these are really two different provisions, commenter recommends that these two provisions be separated into (7)(A) and (7)(B) to improve the readability of the section.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.  

However, the Division understands the concern and agrees that separating this subsection into two parts is a good idea. The Division thanks the commenter.
	The Division will divide this subsection into two parts, (A) and (B), as suggested by the commenter.

	9792.9.5(e)(7)
	Commenter questions if this subsection is intended to only relate to scenarios where a denial is rendered based upon missing information. Commenter is trying to distinguish between when the reviewing doctor does not see any evidence of a conservative treatment being undertaken as required by MTUS (medical necessity determination) vs a scenario where the treating doctor has referenced a report/treatment that is apparently missing from the record. Commenter opines that the last sentence suggests it applies more broadly than what is discussed in the first part of this section regarding not providing sufficient information.
	Christian Simon
March 14, 2025
Written Comment
	Outside the scope of this comment period.

However, based on this comment and another related comment, the Division will separate this into two parts for clarity.
	The Division will divide this subsection into two parts, (A) and (B), as suggested by the commenter.

	9792.9.5(e)(7)
	Commenter recommends the addition of the following language to this subsection:
If the utilization reviewer attempts to reach the treating physician for additional information and is unable to do so, a decision must be rendered based on the available information. A decision to deny a service cannot be based solely on the inability to contact the treating physician. The utilization reviewer may not deny a service for lack of information, if the information can be found in the medical record of the injured worker. 
Commenter opines that it is unreasonable to expect each medical provider involved in the treatment of an injured worker to recount their entire medical history each time a new medical service is requested. Commenter states that it is critical for a utilization reviewer to have access to the entire medical record of the injured worker, so they can see what conservative treatment the injured worker has already received. Too often treatment is delayed because they do not have access to the medical record.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.5(e)(8)
	Commenter opines that the following is an incomplete statement and requests clarity regarding the intent of the following language:
(8) For decisions based on medical necessity, a citation to and a description of the relevant medical criteria or guidelines used to reach the decision
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9792.9.5(e)(14)
	Commenter recommends the addition of the following sentence at the end of this subsection:
Should the treating physician make and they document three attempts to discuss the case with a reviewer and none are available, the requested treatment shall be deemed approved.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.5(g)
	Commenter notes that this subsection states: A utilization review decision to modify or deny a request for authorization of medical treatment on the basis of medical necessity shall remain effective for 12 months from the date of the decision without further action by the claims administrator with regard to any further recommendation by the same physician, or another physician within the requesting physician’s practice group, for the same treatment unless the further recommendation is supported by a documented change in the facts material to the basis of the utilization review decision.
Under section §9792.9.2(a)(2)(B) which states “The requesting physician expressly and unequivocally indicates or opines in the request for treatment that there has been a change in facts material to the basis of the prior denial of such same treatment. This includes, but is not limited to, when a physician marks the checkbox at the top of either the DWC Form RFA or the DWC Form PR-1 indicating that the report is a ”Resubmission – Change in Material Fact,” or, if the request is made in a narrative report, includes such express and unequivocal indication on the first page of the report. Such a request must be reviewed by a physician reviewer and any modification or denial of the request must comply with applicable requirements as set forth at section 9792.9.5.”
Commenter opines that the inclusion language “Includes, but not limited to” in this section, when referencing the check box for resubmission creates ambiguity and opens the door for scenarios where the box is not checked, yet there is still an expectation that the request be treated as resubmission. 
Commenter recommends that the DWC clarify and state the specific language that must be used in the case of the narrative form to avoid confusion. As an example, “In cases where a narrative report is used, and the requesting physician is submitting a resubmission, the request must include, on the first page, the following statement, ”Narrative report resubmission – change in material fact.”
	Ben Roberts, Vice President UR
Genex
March 14, 2025
Written Comment
	The Division agrees with the concerns, which are similar to numerous comments received with respect to section 9792.9.2(a)(2)(B).)
	Strike the part of the proposal requiring physician review based solely on a requesting physician marking the checkbox for “Resubmission – Material Change.” Proposal will be amended to indicate that physician review of an RFA for treatment that would otherwise be subject to Labor Code section 4610(k) will be required where the requesting physician makes an express and unequivocal indication that there has been a change in facts material to the basis of the prior denial of same treatment; and if documentation of such change is included.

	9792.9.5(g)
	Commenter notes that this subsection incorporates the recent statutory change that allows a URO to deny duplicate requests for the same treatment regimen, unless there has been a material change in facts. Commenter appreciates the inclusion of this provision, as it will help to reduce the number of redundant requests.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	None.
	None.

	9792.9.5(g)
	Commenter opines that12 months is too long to deny treatment based on a utilization reviewer’s denial. Commenter requests that the Division to shorten this timeline to 6 months.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 

Regardless, the 12-month timeframe is in the Labor Code so the Division has no authority to change this.
	None.

	9792.9.6(d)(1)
	Commenter notes that the subsection states that upon receipt of the information requested pursuant to subdivisions (a) (1)(A), (B), or (C), the claims administrator or reviewer, for prospective or concurrent review, shall make the decision to approve, modify, or deny the request for authorization within five (5) business days of receipt of the information in accordance with the applicable provisions of sections 9792.9.4 and 9792.9.5.
Commenter opines that this could be interpreted as a timeframe resetting if the requested additional information has been received within the 14 days (i.e. for prospective/concurrent, that the URO would have (5) additional business days to render a decision from the date of receipt of the requested information.
	Ben Roberts, Vice President UR
Genex
March 14, 2025
Written Comment
	Outside the scope of this comment period.

The Division notes that when additional information (or test, exam or specialized consultation) is required, the time (5 business days) for prospective (non-expedited) UR is triggered. However, such timeframe cannot extend beyond, as applicable, 14 days (for missing information on a prospective request) or 30 days (for a needed, test, exam, or specialized consultation) from the date of the original treatment request.
	None.

	9792.9.6(d)(2)
	Commenter notes that this subsection requires review of “expedited” RFA’s “within 72 hours”. Commenter recommends that this be changed to “3 business days” to avoid the “gotcha” scenario we outlined previously. Commenter opines that perhaps even more problematic are dubious requests for “expedited” review. Commenter has unfortunately encountered several situations where routine requests were labelled as “Expedited” simply because the requestor wanted their request responded to more quickly, and not because the patient’s medical condition warranted an abbreviated response timeframe. Commnenter has also noted these types of “expedited” requests being used in conjunction with the “gotcha” timeline scenario. 
To remedy this issue, commenter recommends that this section cross-reference URAC’s criteria for what type of requests warrant an “Expedited” review. In pertinent part, the URAC rules mandate that an abbreviated UR approval timeframe is appropriate for: 
“Any request for a utilization management determination with respect to which the application of the time periods for making non-urgent determinations (a) could seriously jeopardize the life or health of the injured employee to regain maximum function, or (b) in the opinion of a physician with knowledge of the injured employee’s medical condition, would subject the injured employee to severe pain that cannot be adequately managed with the care or treatment that is the subject of the case.” 
Alternatively, this section could be modified to cross-reference the § 9792.6.1(j) definition of “Expedited review”. In any case, the rules should be clarified to relieve the URO of the “72 hour” response timeframe for these types of inappropriate requests.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.  That said, the Division notes that the 72-hour requirement was set by the legislature, i.e., it’s in the Labor Code, so the Division has no authority to change this.
	None.

	9792.9.7(a)(1)

	Commenter has struggled with how to reconcile “treatment within the first 30 days” that is allowed to bypass UR with the 90-day timeframe for a carrier to accept or deny a claim, since one of the stated conditions for bypassing UR is that the “…the treatment or service is for a body part or condition that has been accepted as compensable by the claims administrator…” This conundrum could account for the comparatively low number of requests that her organization has received in this category.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. That said, if a claim is under investigation pending acceptance, a claims administrator is liable for medical treatment up to $10,000 (Labor Code section 5402). The 30-day rule (Labor Code section 4610) applies only to injuries that are determined to be compensable.
	None.

	9792.9.7(a)
 
	Commenter recommends adding a few words to clarify that all of the listed conditions that follow are required in order to bypass UR for treatment in the first 30 days:
…may render medically necessary treatment or services to an injured worker without prospective utilization review for the first thirty (30) days after the date of injury, provided that all of the following apply:
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.7(a)(4)
 
	Commenter would like to reiterate her previous comments with respect to Subsection(a)(4) as it pertains to the 7-day Physician Dispensing Rule vs. the 30-Day Medical Treatment Rule. If the 30-Day Rule is being interpreted as an exception to the 7-day rule for physician dispensing that is contained in the formulary, then we would request that the formulary regulations be modified under Sec. 9792.27.8 (Physician-Dispensed Drugs) to keep the rules consistent.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. However, the Division would like to note that dispensing and prescribing are different, and insofar as there is an overlap between the 7-day dispensing rule and the 30-day rule, whichever rule is more prohibitive must be followed (i.e., the 7-day dispensing rule).
	None.

	 9792.9.7(a)(5)

	Commenter notes that this subsection indicates that one of the conditions of bypassing prospective UR for treatment in the first 30 days is that the physician’s billing statement for non-emergency treatment must be submitted to the claims examiner within 30 days of the date the service was provided. Commenter questions how that scenario would work in practical terms, as the provider could theoretically pass all the other conditions for by-passing UR, provide the treatment, and then submit the bill late, but by that point, “prospective” UR would be a moot point. Commenter’s theory was that perhaps the treatment would then be subject to retrospective UR?
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9792.9.7(c)(1)

	Commenter has noticed that requests for retrospective UR are very rare – representing less than 1% of all UR requests received – and on those rare occasions it is requested, it is almost always in conjunction with a comparatively large medical bill (such as for a long hospital stay) and/or for a review of a complicated medical case. Commenter has not observed retrospective review being used to establish a problematic “pattern and practice” of medical treatment by a given provider. Secondly, commenter has noted that the rules do not specify who may request a retrospective review. Although the rules clearly state that a physician is the appropriate party to request prospective review, there is no clarity for retrospective reviews for anything other than pharmaceuticals, as outlined on page 53, section (g)(4). Commenter notes that the DWC’s “FAQ’s” related to Utilization Review do have a notation about retrospective review, noting that “...treatments exempt from prospective UR may still be subject to retrospective UR at the employer’s discretion, but only for the purpose of determining consistency with the medical treatment utilization schedule...”, although that provision does not seem to appear in the rules. As a side note, commenter wonders if perhaps the IMR decision information housed by Maximus could be tapped into to identify a problematic “pattern and practice” trend[footnoteRef:2] on retrospective review. [2:  We also note that in the CWCI presentation at the 2025 DWC Conference in Oakland, it was pointed out that only 10 providers were responsible for a disproportionate share of all IMR applications/overturns. Perhaps this data could be mined for problematic “pattern and practice” trends...?] 

	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.8
	Commenter notes that Subsection (b)(1) requires that medication-related UR decisions be issued in 5 days. Commenter is questioning the interplay between Subsection(b)(1)(A) and (b)(1)(B). If, hypothetically, the payer requests additional information from the provider on Day 4, as provided for in Subsection(b)(1)(A), then presumably the provider would only have one day to provide the information back to the payer in time to meet the 5-day timeframe in Subsection(b)(1)(B) or the payer would be obligated to deny the RFA. Commenter recommends that the rules be amended to add a Subsection(b)(1)(C) that could include a reasonable timeframe for response by the provider in the scenario outlined above, or, alternatively, the rules could be amended to provide for a temporary tolling of the 5-day timeframe outlined in Subsection(b)(1)(A) to give the provider adequate time to respond and the payer, in turn, time to communicate the UR decision. Commenter questions how these provisions are intended to operate in conjunction with Subsection(b)(3), since (b)(3) indicates that the earlier provisions relating to “extensions of time” do not apply for pharmaceutical approvals. We also raise a question with respect to Subsection(e). This subsection states that except for drugs prescribed in conjunction with the 30-Day Rule, a payor may deny reimbursement for a drug that is prescribed inappropriately outside the Medical Treatment Guidelines. However, Subsection(e) is somewhat circular, as it cross-references “drugs that fall under 9792.9.7(a)” (the 30-Day Rule) and that section requires that all treatment be rendered in accordance with MTUS to qualify for bypassing prospective UR. Hence, we are unclear what is being said with this section, as whether the drug falls under the 30-Day Rule or not, the treatment must be rendered in accordance with the treatment guidelines. Further clarification of this section is required. 
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.9.8(d)
	Commenter notes that this subsection relates to utilization review and the drug formulary. Commenter recommends deleting the phrase “related to the same injury or illness.” The same review timeframe should apply to all drugs and treatment requested on an RFA, regardless of whether they are related to the same injury or illness.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	The Labor Code requires a faster UR timeframe for drugs versus non-drug treatments. This provision is necessary to address a request for treatment that contains a mixture of drug and non-drug requests.
	None.

	9792.9.8(b)(1)(A)
	Commenter recommends the following revised language:
The reviewer or physician reviewer shall request the information from the treating physician within   four (4) business days from the date of receipt of the request for authorization.
Commenter recommends the deletion of the phrase “no less than” for clarity.
	Sara Widener-Brightwell
SVP Claims and General Counsel – California Workers’ Compensation Institute (CWCI)
March 14, 2025
Written Comment
	Agree that language is confusing. 
	Amend to strike “no less than.”

	9792.9.8(f)(1)
	Commenter is unclear on the meaning behind this subsection.  The section currently reads as follows: 
(f) (1) A decision to modify or deny a request for authorization under this section based on medical necessity shall be reviewed only through the claims administrator's voluntary internal utilization review appeals process, or the independent medical review provisions of Labor Code section 4610.5 and 4610.6. 
This subsection seems to be referring to an appeals process that occurs after an initial denial has occurred, but the wording used makes it sound as though it is referring to the initial decision itself. Commenter recommends that this subsection be reworded to say, “A previously rendered decision to modify or deny a request...”
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. That said, the section is simply a reiteration of existing processes indicating that an appeal of a modification or denial of requested treatment based on medical necessity can only be reviewed either by a claims administrator’s internal UR appeals process or by IMR.
	None.

	9792.9.8(f)(2)
	Commenter is unclear on the meaning behind this subsection.  The section currently reads as follows: 
2) A dispute regarding a decision to modify or deny a request for authorization under this section based on a reason other than medical necessity shall be resolved only through the claims administrator's voluntary internal utilization review appeals process or by the Workers' Compensation Appeals Board.
Commenter opines that this section is confusing, as decisions “based on a reason other than medical necessity” are claims-related issues that are not handled by URO’s. Examples include a denial based on a lack of coverage or a denied body part. Commenter can understand how such issues would be resolved by the WCAB; however she does not understand how they would be resolved “through the claims administrator’s voluntary internal utilization review appeals process”. Commenter recommends that the latter reference be removed.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 

However, the Division acknowledges the commenter’s valid point regarding the fact that decisions “based on a reason other than medical necessity” would not be resolved through the claims administrator’s voluntary appeals process.
	The Division will amend this subsection to strike the option that disputes based on issues other than medical necessity would be resolved through the claims administrator’s voluntary appeals process. The subsection shall be amended to indicate that such disputes “shall be resolved either by agreement of the parties or through the dispute resolution process of the Workers’ Compensation Appeals Board,” which is in accord with existing law (and, in this proposal, is renumbered and addressed at section 9792.9.2).

	9792.9.8(g)(4)(A)
	Commenter opines that this subsection seems to be circular, in that for a prescribed drug to qualify for the 30-Day-Rule, it must be dispensed in accordance with the guidelines [per §9792.9.7(a)], yet this section states that payment shall not be denied even if the drug is not prescribed in accordance with the guidelines. If the 30-Day-Rule is correctly applied per §9792.9.7(a) [and Labor Code Section 4610(b)], there would never be a situation as outlined by Subsection(g)(4)(A). Commenter recommends that this section be stricken.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 

The Division notes that the requirement that drugs be prescribed in accordance with the guidelines is meant to establish a baseline rule for prescribers. Since the 30-Day Rule is intended to be an exemption to prospective UR, allowing prospective UR to determine whether a drug was being prescribed in accordance with the guidelines would be in direct contravention of the law’s intent. Thus, the law allows another avenue for recourse, which is retrospective review for the purpose of determining whether the physician has a pattern and practice of prescribing treatment outside of the guidelines, and the consequences attached to such finding. 
	None.

	9792.10.1(a)(2)
	Commenter notes that the time frame to file an Independent Medical Review request is shortened from thirty(30) to ten (10) days after the service of a denial or modification of a request for authorization for a drug on the MTUS drug list. Commenter opines that this time period is too short! Often a utilization review decision is not received until more than a week after it issues with the current delays in the USPS mail system. There is also no reasonable rationale for shortening the time for an IMR from a denial or modification for a drug prescription. Commenter has witnessed claims administrators protest when time frames are shortened for service they are responsible for regarding delivery of benefits or notices. Here the unseen casualty is an injured worker, not a very busy claims desk trying to keep up. Commenter states that the time frame to file an IMR should remain (30 days) for the denial of authorization of a drug as set forth for all other treatment requests in Section 9792.10.1, subdivision (a), paragraph (1).

Commenter recommends striking this subsection.
	Diane Worley
California Applicants’ Attorneys Association (CAAA)
March 13, 2025
Written Comment
	The 10-day IMR application submission requirement for drugs is a statutory requirement. Thus, the DWC does not have the authority to change this.
	None.

	9792.10.1(d)
	Commenter notes that this subsection references Expedited Reviews, albeit in an IMR context. Commenter has encountered inappropriate requests labelled as “Expedited Review” that do not fall within URAC’s criteria for an “urgent” review, nor within the “Expedited Review” definition outlined in § 9792.6.1(j). This section implies that the URO would have received documentation supporting a request for “Urgent Review” but this may not be the case, and this section would simply compound the problem by also expediting an IMR review with the assumption that the “Expedited” review request was appropriate in the first place. Commenter recommends that this section be reworded to always require that a request for an Expedited IMR be accompanied by "written certification from the employee’s treating physician with documentation confirming that the employee faces an imminent and serious threat to his or her health as described in section 9792.6.1(j)”.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.




	None.

	9792.10.5(b)(1)
	Commenter recommends striking the 10 day time period from this subsection.
	Diane Worley
California Applicants’ Attorneys Association (CAAA)
March 13, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9792.10.5(b)(3)
	Commenter notes that this subsection relates to independent medical review of medical records. Commenter recommends changing the second “may” back to “shall.” If the employee sends documents to the independent review organization, the employee should be required to concurrently provide a copy to the claims administrator.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	Agree. The Division’s most recent modifications to this section did not appropriately reflect the Division’s intent, which was to make it optional for the employee to respond to the IMRO’s notification of an IMR application’s assignment; but to keep it a requirement that, should an employee choose to submit records, the employee should also have to send a copy of such records to the claims administrator, as well as a copy of any newly developed or discovered relevant medical records in the employee’s possession. 
	Section 9792.10.5(b)(1) shall be amended to replace the “shall” with “may” (which will make it optional for the employee to submit records for IMR); and the changes in subsection (b)(3) will be amended to revert back from “may” to “shall.”

	9792.10.8
	Commenter thanks the Division for formal recognition of the fee reductions for IMR requests.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	None.
	None.

	9792.10.8(a)(2)(B)
	Commenter requests clarification of the term “the start of the record-gathering process” in subsection (2)(B). If full payment is to be required at a point prior to receipt of the documentation and information, a specific identifiable date, i.e., X days after the mailing of the NORFI is required.
	Sara Widener-Brightwell
SVP Claims and General Counsel – California Workers’ Compensation Institute (CWCI)
March 14, 2025
Written Comment
	Agree that the proposal  language is confusing. However, commenter’s suggestion is inappropriate since there is no standard date after issuance of a “NORFI” by which all claims administrators respond. 
	Amend proposal to indicate that full payment is required if withdrawal is after receipt of records referred to in section 9792.10.5.

	9792.10.8(a)(3)
	Commenter recommends that only the second sentence of section 9792.10.8(a)(3) be deleted rather than the entire section. If the WCAB reverses an IMR determination resulting in the need for a re-review, the claims administrator should not be responsible for that cost. If the entire section is removed it will be unclear whether or not a claims administrator is responsible for re-review costs.
Commenter recommends the following language be returned:
(3) Re-reviews: If it is determined that a re-review is required under Labor Code section 4610.6(h), the re-review shall be completed without any additional cost.
	Sara Widener-Brightwell
SVP Claims and General Counsel – California Workers’ Compensation Institute (CWCI)
March 14, 2025
Written Comment
	Disagree. The removal of this subsection simply restores the law to the current state.
	None.

	9792.11
	Commenter notes that in the past, he understood that the Division preschedules UR audits with the payor rather than conducting a surprise audit. This system involved a voluntary review by the carrier of carrier-selected UR cases that allowed them to exclude cases that exceeded timelines or guidelines. Commenter opines that this should be replaced with a system of mandatory review cases the Division selects in which cases are not pre-selected by the payor. This was a problem discussed when the UR legislation originally passed and was signed into law. In the interim, he hopes that this process has been improved, but he is submitting these comments in case the audit system still involves the ability of the carrier to select the UR cases for review.
	Basil Besh, MD, Chair
California Orthopaedic Association (COA)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.11(d)
	Commenter opines that this subsection has been rewritten very broadly and implies that audits may be conducted for any reason – i.e., a URO may not even know what will trigger an investigation since a justifiable reason does not need to be given. Commenter recommends that this scope be narrowed similar to the previously existing language.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. That said, subdivision (d) is the same as existing subdivision (h) and was simply reorganized.
	None.

	9792.11(f)(1)
	Commenter requests clarification as to whether this section implies that “Routine Investigations” are for URO’s as opposed to “PAR Audits” for claims administrators.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. That said, “Routine Investigations” applies to both UROs and claims administrators, but in the context of a claims administrator, a “Routine Investigation” is conducted along with the PAR Audit.
	None.

	9792.11(i)
	Commenter notes that this subsection contains a chart that indicates the number of files that will be selected for audit, tied to the number of RFA requests handled by the URO on a 3-month basis. Commenter appreciates that the chart has consolidated the categories on the upper end (for the larger URO’s). Commenter recommends that the ranges in the left-hand column also be consolidated. For example, currently there are 4 different RFA ranges that would all be tied to 55 files being selected. Those 4 ranges could all be consolidated down to one range of 270-468.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.11(k)(1)
	Commenter notes that this subsection adds a new provision that would require a URO to not only identify which of the selected files are Accepted vs. Denied, but to also state whether each denial ”...was based on medical necessity or was the result of requiring additional information, tests, or consultation as set forth at subdivision (a) of section 9792.9.6...” Although on its face this addition seems innocuous, this addition will require an extensive file-by-file manual review process on the part of URO’s, as the type of denial is not kept as a routine data element. Commenter recommends that this requirement be stricken and addressed later in conjunction with the UR data reporting project. That same subsection also adds a requirement that ”... files must be complete and orderly, to the extent possible, by reflecting all documents in the utilization review process that fall under a request for authorization in chronological order...” Commenter recommends  that this provision be reworded as follows for clarity: 
”Files must be complete and orderly to the extent possible by organizing all documents in chronological date order for each sequential Request for Authorization (RFA)”.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period.
	None.

	9792.11(l)
	Commenter notes that this subsection repeats the broad request for “documents relevant to the utilization review plan’s accreditation”. As mentioned previously, commenter is very concerned about this provision and believes that it is an overreach, as many of the documents submitted to URAC under the new accreditation process are sensitive in nature, including financial documents, marketing and strategic plans, etc. and have no bearing on determining a URO’s fitness to perform its core utilization review functions. Producing documentation demonstrating that the URO is URAC-accredited [as per Subsection(k)(5)] is sufficient. Commenter recommends that this provision be stricken. 
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9792.11(n)
	Commenter notes that this subsection, as written, appears to place URO’s with higher approval rates into an infinite loop of trying to produce more and more files to achieve the arbitrary “40% denial” target3. For example, if you choose 100 files at random from an organization that on average has a 75% approval rate, you will likely only find 25 of those files to be “denials”. Increasing the number of files will not change the overall percentages much, so examining 200 files would only return approximately 50 denials, and the overall ratio would stay basically the same. 
Commenter offers two alternative suggestions:
1. The state would ask the URO to “please provide X number of approved files and Y number of denied files during XYZ date range” (60/40 out of 100, if that is the target percentage by category), OR 

2. The state would ask the URO to run a report listing all RFA’s received during the audit date range, each with a listing indicating whether it was “Approved” or “Denied”, and the state could pick the specific files it needs to hit the 40% target. 
Commenter requests that the issue of appeals be addressed. If an initial determination was a “Denial” that was later overturned to “Approved”, commenter rccommends that the RFA be listed as “Approved” on the overall file listing.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. The Division may consider these suggestions in a future rulemaking.
	None.

	9792.11(z)
	Commenter notes that this subsection refers to a re-audit in 180-360 “days from the date of issuance of the final report”. This should be amended to read “180-360 calendar days”.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. That said, where a provision requires action within a specified number of “days,” and there is no other descriptor for the referenced “days,” then the default is to calendar days.
	None.

	9792.11(aa)
	This subsection states that a URO may only have one probationary period following an investigation, and she knows from Subsection(z) that the probationary period will last from 180 to 360 days. Commenter requests clarification that if this implies that the URO will not be subjected to additional audits during that period. For example, what if a URO has a Target Audit, and the claims administrator has a PAR audit scheduled during the probationary period?
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside the scope of this comment period. 
	None.

	9792.12
	Commenter notes that this subsection sets forth the penalties for violations of the proposed utilization rules. Commenter opines that the proposed penalties are unreasonable and excessive. Commenter recommends that penalties for violations remain at current levels which are already sufficient and appropriate.
	Laura Curtis, Assistant Vice President, State Government Relations
American Property Casualty Insurance Company (APCI)
March 14, 2024
Written Comment
	Outside the scope of this comment period.
	None.

	9792.12(a)(4)
	Commenter notes that this section outlines the potential for violations relating to URO’s that have not had their plan approved by the Administrative Director, specifically for utilization review plans that modify or deny treatment requests, failure to obtain approval of a utilization review plan with the Administrative Director prior to operation: $30,000.
Commenter is concerned about how this penalty provision will impact existing URO’s.  Commenter questions if they will be required to file a UR-1 and seek DWC approval or will the existing URO’s be treated in a different manner.
Commenter recommends that the DWC create a standardized approval letter so that evidencing compliance with this requirement is very clear.
	Ben Roberts, Vice President UR
Genex
March 14, 2025
Written Comment
	Outside scope of this comment period.
	None.

	9792.12(a)(8)
	Commenter states that this subsection appears to have a typo.  The cross-referenced section should be 4610(g)(3)(B)(ii).
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside scope of this comment period. The Division notes, however, that the commenter’s specified section (4610(g)(3)(B)(ii)) is still under subdivision (g) of Labor Code section 4610.
	None.

	9792.12(b)(4)
	Commenter notes that this subsection imposes a penalty for “failure to discuss and/or document attempts to discuss reasonable options for a care plan with the requesting physician” but does not specify how many attempts are required. Commenter opines that the rules should specifically state the required number of attempts since a penalty is attached. Commenter is concerned about situations such as Concurrent Reviews (associated with a hospital stay, for example) where the timeline for response is very tight (sometimes only a single day). In such situations, there may simply not be enough time to contact the requesting physician multiple times before a decision is due.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside scope of this comment period. 
	None.

	9792.12(b)(6)
9792.12(b)(7)
9792.12(b)(8)
	Commenter is concerned that these subsections could result in multiple cascading penalties stemming from the same incident. For example, if a URO failed to respond to an RFA (for example, if it was misdirected in the mail room), a penalty could be assessed under Subsection(b)(6). However, it stands to reason that if the URO did not respond to the RFA, they also likely failed to make a decision on that RFA, resulting in another penalty under Subsection(b)(7). They would also likely fail to communicate a decision, resulting in a third penalty under Subsection(b)(8). Commenter opines that this is unfair to potentially be triple penalized for the same incident and requests that the rules should be clarified to specify that a URO cannot be assessed penalties under more than one category as among (b)(6), (7) and (8) for events stemming from the same incident.
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside scope of this comment period.
	None.

	9792.12(e)(1)
	Commenter reiterates her objection to the imposition of multiple penalties associate with a single event for the purposes of calculating “frequency of violations.”  Commenter opines that one event should not determine a “pattern.”
	Lisa Anne Hurt-Forsythe
Vice President, Government Affairs
American Association of Payers Administrators and Networks (AAPAN)
March 14, 2025
Written Comment
	Outside scope of this comment period.
	None.
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