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Administrative
Automation and the
Democratization of Care
Reducing coordination burdens while protecting access and
agency

RESEARCH LENS SCOPE

Regional / Operations /
Cross-specialty

Prior authorization, intake, administrative burden and equitable outcomes

Central question How can this field advance the democratization of care?

Evidence cutoff October 2, 2026

Democratization of care means expanding people’s practical ability to obtain appropriate,
affordable care, exercise informed choice and participate in decisions that affect them.

An AI-assisted academic working paper. General subject-matter research; no original participant data or
independent peer review. Empirical evidence, mathematical results, assumptions and proposed evaluations are
distinguished in the text.
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Abstract & central argument
Public-interest focus. This paper examines administrative automation as a means of
advancing democratization of care: wider practical access, affordability, informed choice and
equitable participation. Claims of benefit require evidence about who gains and who remains
excluded.

Administrative automation is attractive because it promises to reduce repetitive work at the
boundaries between patients, providers and payers. The difficult question is whether it removes
work or merely moves it into verification, exception handling and maintenance. This paper
develops a full-cost evaluation framework for care organizations, centered on completed
workflows rather than generated documents or tool activity.

The evidence review includes the CMS interoperability and prior authorization final-rule
summary, CAQH's administrative transaction findings, HL7 implementation guidance and
indexed evidence from an ambient AI trial.[1][2][3][4] These sources concern different
interventions and populations. Their results should not be combined into a single estimate of
agentic automation effectiveness.

The policy environment creates implementation demand, but a regulatory deadline is not proof
of customer willingness to buy a particular product. Similarly, administrative cost avoidance is
not platform revenue. The proposed commercial mechanism requires a measurable reduction in
total burden, a buyer who captures enough of that value, and an operating model that remains
reliable after pilot support declines.

Proposed contribution. The paper provides a task-state model, a worked net-benefit example,
an evaluation protocol, a data dictionary and an operational release framework. The analysis
treats automation as an intervention in a sociotechnical system: staff roles, payer rules, data
quality and patient communication can determine the result as much as model capability.

Primary endpoint: Correct, timely completion with less total human burden, measured
across ordinary cases, exceptions and failures.

No intervention-specific cost savings or clinical outcomes are asserted. All financial examples
are illustrative and all implementation pathways are proposals. This is a narrative research
working paper, not a legal determination of a particular organization's obligations or a trial
report.

Reading map

Sections 1-2 distinguish policy and economic evidence. Sections 3-4 define the workflow and
cost model. Sections 5-6 set out evaluation and operating controls. The appendices supply a
measurement specification and a predeclared decision framework.
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Research method & evidence
appraisal
Operational evidence and causal inference

The review combined a final-rule summary, an industry transaction-cost release,
implementation guidance and indexed trial evidence. Each source was assigned a different
evidentiary role. Policy establishes a scoped implementation context; industry estimates
motivate the burden question; a trial informs only the intervention and population it studied. No
pooled effect estimate was calculated.

Evidence class Extraction focus Interpretation limit

Final-rule summary Affected entities, transactions and
dates

Not a product-effectiveness study

Industry cost release Period and counterfactual cost concept Not independently reanalyzed microdata

Ambient AI trial Design and directional reported
outcomes

Abstract-level review; different task

Implementation guide Workflow functions and version Not evidence of realized savings

The original economic model accounts for handling, review and rework before valuing released
time. Its inputs are assumptions. The proposed causal evaluation distinguishes the effect of
assignment from the effect among active users, and requires failed cases to remain visible.
Case mix, staffing, seasonality and concurrent process changes are potential confounders.

A formal study should pre-register eligibility, outcomes, analysis and stopping rules where
appropriate. Power calculations require baseline variance and design-specific clustering
information that this review does not possess. The absence of those inputs is reported rather
than replaced with a fabricated sample-size recommendation.

Transparency statement

This is an AI-assisted, targeted narrative synthesis. Source selection was purposive rather than
exhaustive; no registered systematic-review protocol is claimed. The reference list identifies the
material used, including access limitations. No original participant data were collected.
Proposed studies, capabilities and economic scenarios are labeled and have not been
independently validated.
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1. Policy creates a specific
implementation problem
CMS-0057-F applies to specified impacted payers, including Medicare Advantage, Medicaid
and CHIP programs and plans, and QHP issuers on federally facilitated exchanges. Operational
provisions generally begin in 2026 and API requirements generally in 2027, with exact dates
varying by payer type. The rule's expedited and standard decision timeframes exclude QHP
issuers on the FFEs, and the summarized prior authorization provisions exclude drugs.[1]

These distinctions should be preserved in product planning. “All payers must automate
everything by 2027” is not an accurate implementation brief. A readiness assessment should
identify the payer type, transaction, applicable provision, deadline and current interface.
Requirements for one participant should not be silently assigned to every provider or software
vendor in the workflow.

Planning question Required evidence Product implication

Who is in scope? Entity and payer classification Avoid one universal compliance checklist

Which transaction? Service, drug/non-drug and workflow Select the correct requirements and
adapter

What date applies? Provision and payer-specific schedule Separate operational and API readiness

What is implemented? Tested endpoint and operating
procedure

Distinguish policy intent from live
capability

Standards and implementation guides

CMS distinguishes required standards from recommended implementation guides. The
proposed workflow can examine coverage requirements discovery, documentation templates
and rules, and prior authorization support as complementary functions. HL7's DTR guide
provides a concrete implementation reference for documentation workflows.[1][3] The deployed
versions and payer behavior must still be verified.

The policy deadline should therefore initiate discovery, not substitute for it. A technically
available endpoint may have incomplete data, local onboarding requirements or exception
paths that remain manual. The product should retain a clear route for those exceptions and
show staff which stage is blocking completion.

Rules may change after this paper's cutoff. A maintained regulatory register should distinguish
proposed rules, final rules, effective dates and operational compliance dates. Research updates
should identify the exact changed provision rather than rewriting the whole market narrative
around an unqualified claim of regulatory inevitability.
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2. Economic evidence needs careful
translation
CAQH's 2025 Index release reports an estimated US$258 billion in administrative cost
avoidance during 2024 and a remaining US$21 billion savings opportunity.[2] These are
industry-level estimates from CAQH's framework. This paper reviewed the organization's
release, not the underlying microdata, and does not independently reproduce the calculation.

The distinction between avoided cost, realized cash savings and commercial revenue is
fundamental. A counterfactual estimate of what manual processing would have cost is not a
cash balance available to purchase software. Remaining potential savings may require
complementary investment, organizational change and access to transactions outside an
intervention's initial scope.

Economic concept What it measures Frequent misinterpretation

Cost avoidance Cost relative to a specified alternative Treated as money already saved in
budgets

Time released Labor minutes no longer required Treated as immediate payroll reduction

Capacity created Additional useful work made possible Counted without evidence of actual use

Vendor revenue Payment captured under a contract Equated to all customer or societal
benefit

An ambient AI trial indexed in PubMed reports improvements in some practitioner well-being
measures without a significant improvement in professional fulfillment.[4] This review had
abstract/indexed-summary access only and makes no effect-size claim. Ambient documentation
is also a different task from autonomous prior authorization: evidence from one cannot
establish the reliability or economics of the other.

A proposed evidence hierarchy

Implementing organizations should separate process demonstrations, observational pilots,
comparative studies and independently replicated outcomes. Each can be useful, but they
answer different questions. A demonstration shows that a workflow can occur under selected
conditions. A prospective comparative study can begin to estimate the effect of introducing it.
Replication tests whether that effect travels.

The commercial case should be built from local measurements of burden and benefit. Industry
statistics can justify why the problem deserves attention; they cannot replace customer-specific
baselines. A credible sales claim should specify the task, setting, period, comparator and costs
included, with enough information for a buyer to judge whether the result applies to their
organization.



careverse ™
October 2, 2026

6

3. Model the work before automating it
The proposed unit is a case moving through defined states. A case may involve several documents,
messages and API calls. Counting each generated artifact as a completed task inflates apparent
productivity and conceals unresolved work. A case is complete only when the intended operational
disposition has been reached and the next responsible party can act.

01 Case initiated and eligibility confirmed

02 Requirements identified and missing data resolved

03 Draft assembled with source provenance

04 Authorized review and submission

05 Disposition received, communicated and closed

For intake, completeness is not the same as clinical validity. The system can identify missing fields and
preserve patient-provided information, but should not manufacture answers to satisfy a form. For prior
authorization, a complete submission can still be denied. Approval rate therefore needs case-mix
interpretation and should not be the sole measure of automation quality.

Every state should have an owner and an exit condition. “Waiting” is too vague: waiting for patient
information, payer response, clinician review and technical recovery have different remedies. A useful
queue distinguishes those reasons and records how long each case remains there. This makes
bottlenecks visible without blaming staff for delays outside their control.

Proposed exception taxonomy

Exception Responsible review Research significance

Missing source information Originating team or patient channel Measures upstream data burden

Inconsistent
documentation

Qualified clinical/operational reviewer Tests extraction and semantic quality

Interface failure Technical owner Measures maintenance and recovery
cost

Policy ambiguity Payer or authorized specialist Tests limits of generalized automation

The system should preserve the manual path as a comparator during early evaluation. If staff must invent
workarounds outside the platform, those minutes belong in the cost analysis. Shadow spreadsheets,
phone calls and repeated patient contact are not incidental: they can explain why a seemingly successful
automation fails to improve total workload.
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4. A transparent net-benefit
calculation
The following example is deliberately hypothetical. It illustrates the measurement structure, not
a forecast of operational performance. Assume 1,000 cases per month, a baseline of eight human
minutes per case and an intervention requiring three minutes of handling, 1.5 minutes of review
and 0.5 minutes of rework. The net reduction is three minutes per case, or 50 hours per month.

Component Calculation Illustrative monthly value

Baseline labor 1,000 × 8 minutes 133.3 hours

Intervention labor 1,000 × 5 minutes 83.3 hours

Time released 3,000 minutes / 60 50.0 hours

Gross time value 50 hours × US$35 US$1,750

Software + amortized
setup

US$900 + US$300 US$1,200

Net modeled benefit US$1,750 - US$1,200 US$550

The wage rate is a valuation assumption, not evidence that payroll falls. If the released time is
fragmented or demand is insufficient, it may not translate into additional service capacity.
Conversely, reduced overtime or fewer repeated contacts can have value that a simple wage
calculation misses. Report each outcome separately before producing a combined economic
estimate.

Break-even and sensitivity

At the stated volume and US$35 hourly labor value, a US$1,200 monthly cost requires
approximately 2.06 minutes saved per case to break even. The scenario's three-minute reduction
exceeds that threshold, but a one-minute increase in review burden would reduce the modeled
benefit below zero. Human verification is therefore a core model input, not an afterthought.

The calculation excludes several possible costs: procurement, security review, connector
maintenance, training refresh, downtime and patient support. A real evaluation should include
them or explain why they are immaterial. Setup costs should be amortized over a justified
expected use period, with a sensitivity case for early termination.

Benefits should not be counted twice. If staff time is valued as labor savings and also used to
generate additional revenue, the analysis must establish whether those outcomes are
compatible. The same released hour cannot simultaneously be removed from payroll and used
for additional appointments.
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5. Prospective evaluation protocol
The proposed study asks whether introducing a defined automation reduces total handling
burden while preserving correct and timely completion. Eligibility criteria, outcomes and
analysis should be written before deployment. Include ordinary cases and predefined complex
cases; excluding every difficult case after observing failure would distort the result.

Protocol element Proposed specification

Population Cases in a bounded workflow, site group and observation period

Intervention Version-pinned automation plus documented training and support

Comparator Existing workflow or staged rollout under comparable conditions

Primary outcome Total human minutes per correctly completed eligible case

Balancing outcomes Errors, delays, abandoned cases, repeat contacts and staff burden

Analysis unit Case, with site/team clustering handled where relevant

Randomized rollout is attractive when feasible, but contamination may occur if staff use lessons
from the intervention in control work. A cluster design can reduce that problem while requiring
attention to between-site differences and intracluster correlation. If randomization is infeasible,
a controlled time-series or matched comparison should make its assumptions explicit.

Time measurement should combine system events with a sampled observation study.
Open-screen duration can overestimate active work, while click counts can miss phone calls
and mental review. Staff self-report can contribute context but should not be the only source.
Measure both total burden and its distribution across roles; a clinic may save clinician time by
increasing administrative workload.

Analysis commitments

Report intention-to-treat results for eligible assigned cases, alongside a transparent
per-protocol analysis if useful. Preserve failed and abandoned cases in the denominator.
Stratify by meaningful complexity and payer categories established in advance. Report missing
outcome data and investigate whether missingness differs between groups.

Sample size should be calculated from a baseline variance, a meaningful target difference and
the chosen design. This paper supplies no fabricated sample-size requirement. A pilot may first
estimate feasibility and variance, followed by a larger effectiveness study. The research claim
should match the stage: feasibility evidence is not definitive proof of cost savings.
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6. Operational controls and
sustainable scale
Automation changes the distribution of work. Routine cases may become faster while the
remaining human queue becomes more complex. Staffing decisions based only on average
minutes can therefore under-resource the exception team. The proposed operating model
should track queue composition, escalation age and the skill required to resolve cases.

Control Purpose Evidence of operation

Versioned requirements Prevent silent rule drift Change log linked to affected cases

Source-linked drafts Support meaningful verification Reviewer can locate original evidence

Bounded submission Prevent unauthorized or duplicate
action

Approval and reconciliation records

Exception ownership Avoid stranded cases Named owner and next-action deadline

Rollback Contain harmful releases Demonstrated recovery procedure

Monitoring should distinguish model errors, source-data errors, interface errors and policy
changes. Otherwise every failure may be attributed to the AI, or every failure excused as a data
issue. The distinction matters for remediation and economics. A system that requires frequent
manual repair may be technically impressive but commercially unsuitable for a small
organization.

Patient communication deserves a separate quality review. Automated messages should
accurately describe status without implying that a request is approved, a benefit is guaranteed
or a clinician has reviewed information when that has not occurred. Communication failures
can create downstream workload and harm even when the internal data exchange is correct.

Scaling hypothesis

The proposed scaling hypothesis is that reusable workflow contracts and adapters reduce the
marginal cost of adding similar organizations. That hypothesis should be tested with successive
deployments. Track implementation hours, local customization, support tickets and time to
stable use. If each deployment requires substantial bespoke work, pricing and growth
assumptions must reflect a service-heavy model.

A release should be paused when unresolved consequential errors exceed a predeclared
threshold, when an upstream change invalidates tested behavior or when the human review
system cannot keep up. The threshold is a governance decision for qualified owners. It should
not be silently relaxed to preserve a favorable success-rate headline.



careverse ™
October 2, 2026

10

Appendix A. Measurement dictionary
This proposed dictionary creates a common language for researchers, operators and customers.
Fields should be collected only where necessary for the evaluation and under appropriate
permissions. Identifiers should support case reconciliation without placing unnecessary health
content in analytics systems.

Measure Numerator / observation Denominator or boundary

Correct completion Independently verified completed
cases

All eligible assigned cases

Handling burden Active human minutes, all roles Eligible cases, including failures

Review burden Minutes verifying or correcting drafts Cases reaching review stage

Rework Additional work caused by an
avoidable defect

All eligible cases; classify cause

Turnaround Initiation to final disposition Report medians and tail delays

Abandonment Cases closed without intended
disposition

All initiated eligible cases

Patient friction Repeat contacts and repeated data
requests

Patients/cases exposed to workflow

Maintenance Technical and operational support
hours

Site-month and transaction volume

Data-quality rules

Record timestamps with a common time basis and preserve the source event. Do not infer a
completed case from the absence of further messages. Reconcile contradictory states and retain
the reason for correction. A case transferred between teams should retain its original identifier so
that work is not counted as two separate successes.

Different metrics need different denominators. Review error rate among reviewed drafts is not the
overall failure rate among all initiated cases. A system can improve one while worsening the other if
it changes which cases reach review. Every chart should label the denominator and the treatment
of missing or abandoned cases.

Proposed reporting table

A final pilot report should show baseline and intervention case counts, case mix, total labor,
correctness, turnaround, unresolved cases, support costs and net economic results. Include a
narrative account of the most consequential failure modes. Aggregate success rates alone are
insufficient for deciding whether the intervention is safe and sustainable in routine use.
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Appendix B. Decision framework &
limitations
Before a pilot begins, the team should agree what evidence would justify continuing, narrowing
or stopping. The following framework is a proposed review structure. It intentionally avoids
inventing universal numerical thresholds, because acceptable error, cost and delay depend on the
workflow and its consequences.

Decision Evidence pattern Required response

Continue Positive net value and acceptable
verified risk

Replicate with less intensive support

Narrow Benefit concentrated in a specific case
type

Restrict eligibility and revise claims

Redesign Value offset by review or exception
burden

Change workflow, not just the model
prompt

Pause Consequential errors or unclear
authority

Contain exposure and investigate

Stop No plausible sustainable value after
redesign

Preserve findings and retire the claim

The research literature and industry estimates reviewed here are heterogeneous. CAQH's release
summarizes an industry model; it is not an intervention outcome study. The ambient AI evidence
was reviewed at abstract/indexed-summary level and concerns a different task. CMS materials
establish policy context, not the effectiveness of a particular implementation. No pooled effect
estimate is justified.

The illustrative financial model omits customer-specific costs and uses assumed volume, time and
wage inputs. It should be replaced with observed values before commercial use. The proposed
protocol also requires qualified statistical, operational and domain review before implementation,
especially where patient care or payer decisions could be affected.

The research contribution to pursue

The most valuable outcome publication would report a complete operational account: which tasks
were automated, which remained manual, how much verification was required, where cases
failed and whether benefits persisted. That would advance understanding beyond a
demonstration that a model can generate a plausible form or message.

Innovation in this domain means making coordination reliably possible at lower total burden. The
strongest evidence will show both the new capability and the institutional conditions that make it
work. A rigorous negative result can be useful if it reveals that the bottleneck is capacity, policy
or incentives rather than document preparation.
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Democratization of care: an
evaluation framework
From automated administration to reduced exclusion

Administrative burden can prevent people from obtaining care even when a service is clinically
appropriate and theoretically covered. The public-interest objective of automation is to reduce
that burden without making access contingent on technical fluency or perfect documentation.
Faster submission alone cannot demonstrate democratization if denials, repeat requests or
patient workload rise elsewhere.

Burden should be measured across the patient, caregiver, front desk, clinician and payer.
Automation may shift a task to a patient portal or require a clinician to verify material that was
previously completed by trained staff. A full account therefore records both paid and unpaid
time, failed attempts, communication difficulties and delays to appropriate care. Missing
documentation should trigger support rather than invented information.

Any released capacity must have an observable pathway to public benefit. An organization may
use saved time to reduce waiting, expand support or lower charges; it may also retain the
benefit without changing access. These are empirically different outcomes. A study should
identify the intended pathway before implementation and assess whether it occurs, including in
groups with historically high administrative burden.

Dimension Proposed measure Interpretation safeguard

Patient burden Minutes, repeated submissions and
unsuccessful attempts

Include unpaid caregiver effort

Timeliness Time from eligible need to appropriate
service

Submission speed is only an
intermediate measure

Distribution Outcomes by language, coverage and
support needs

Report exclusions and missing data

Remedy Time to correct an error or contest a
decision

Provide an accessible non-digital route

These measures are a proposed evaluation framework, not established findings about an
existing service. Report baseline conditions, uncertainty, excluded populations and adverse
results. A credible study can conclude that an intervention is useful, ineffective or inequitable;
democratization is the question being tested, not a benefit assumed in advance.
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