AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Introduced by:

Texas

Subject:

Compensation to Physicians for Authorizations and Preauthorizations

Referred to:

Reference Committee G
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Whereas, Insurance and managed care companies (“payers”) demand authorization and
preauthorization for coverage and for payment of prescriptions, laboratory tests, radiology tests,
procedures, surgeries, hospitalizations, and physician visits; and
Whereas, Other professionals, such as attorneys and accountants, bill and get paid for time
spent personally and by their staff in providing services; and
Whereas, The effect of such authorization and preauthorization is to delay and deny care, thus
allowing payers to save, keep, and invest money that otherwise would provide patient care; and
Whereas, Such authorization and preauthorization procedures cause unnecessary testing and
delay of care, which may harm patients; and
Whereas, The overwhelming majority of such authorization and preauthorization requests
eventually are authorized by payers; and

R

Whereas, Physicians and their staff spend onerous amounts of time and money on
authorization and preauthorization procedures, thus increasing physician overhead while
decreasing availability for patient care by physicians and their staff; and
Whereas, Authorization and preauthorization procedures and their direct and indirect costs
endanger the viability of private medical practices; and
Whereas, Physicians are not compensated for such authorization and preauthorization
procedures, which benefit payers to the detriment of patients and physicians; therefore be it
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Resolution: 725
(A-22)

RESOLVED, That the American Medical Association support legislation that requires insurance
and managed care companies, including companies managing governmental insurance plans
(“payers”), to compensate physicians for the time physicians and their staff spend on
authorization and preauthorization procedures. Such legislation is recommended to include the
following: Compensation shall be paid in full by payers to physicians without deductible,
coinsurance, or copayment billable to patients; thus, patients will not bear the burden for such
processes imposed by payers. Physicians shall bill payers for time spent by physicians and their
staff in performing such tasks at a rate commensurate with that of the most highly trained
professionals. Payers shall pay physicians promptly upon receiving such a bill with significant
interest penalties assessed for delay in payment. Billable services for authorization and
preauthorization include, but are not limited to, time spent filling out forms, making telephone
calls (including time spent negotiating phone trees and hold time), documenting in the patient’s
medical record, communicating with the patient, altering treatment plans (such as changing
medications to comply with formularies), printing, copying, and faxing. (Directive to Take Action)
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Fiscal Note: Not yet determined
Received: 05/09/22
RELEVANT AMA POLICY
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Payer Measures for Private and Public Health Insurance D-180.984
Our AMA will work with state medical associations, employer coalitions, physician billing services, and other
appropriate groups to evaluate on an annual basis and recommend standards for "payer measures" for the
insurance industry and government payers to be publicly reported for consumers that may include information
such as:
1. Number of patients enrolled
2. Total company and individual plan revenue/expense and profit
3. Procedures covered and not covered by policy
4. Number of primary and specialist physicians
5. Number of denied claims (and %)
a. Number denied based on "pre-existing condition"
b. Number denied and later allowed
c. Number denied for no reason
6. Waiting time for authorization of common procedures
7. Waiting time for authorization of advanced procedures
8.Waiting time for payment
9. Morbidity and mortality due to denied or delayed care
10. Number of appeals by customers or physicians
11. Number of successful appeals by customers or physicians
12. Number of consumer complaints
13. Number of government fines/sanctions
14. Use of economic profiling of physicians to limit physicians on panel
15. Use of quality measures approved by qualified specialty societies
Citation: Res. 703, I-06; Reaffirmation A-07; Reaffirmed in lieu of Res. 828, I-08; Reaffirmed: CMS Rep. 01, A18
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Strengthening the Accountability of Health Care Reviewers D-185.977
Our AMA will continue to advocate that all health plans, including self-insured plans, be subject to state prior
authorization reforms that align with AMA policy.
Citation: Res. 206, I-20
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Managed Care H-285.998
(1) Introduction The needs of patients are best served by free market competition and free choice by physicians
and patients between alternative delivery and financing systems, with the growth of each system determined
not by preferential regulation and subsidy, but by the number of persons who prefer that mode of delivery or
financing.
(2) Definition "Managed care" is defined as those processes or techniques used by any entity that delivers,
administers, and/or assumes risk for health care services in order to control or influence the quality,
accessibility, utilization, or costs and prices or outcomes of such services provided to a defined enrollee
population.
(3) Techniques Managed care techniques currently employed include any or all of the following: (a) prior,
concurrent, or retrospective review of the quality, medical necessity, and/or appropriateness of services or the
site of services; (b) controlled access to and/or coordination of services by a case manager; (c) efforts to
identify treatment alternatives and to modify benefits for patients with high cost conditions; (d) provision of
services through a network of contracting providers, selected and deselected on the basis of standards related
to cost-effectiveness, quality, geographic location, specialty, and/or other criteria; (e) enrollee financial
incentives and disincentives to use such providers, or specific service sites; and (f) acceptance by participating
providers of financial risk for some or all of the contractually obligated services, or of discounted fees.
(4) Case Management Health plans using the preferred provider concept should not use coverage
arrangements which impair the continuity of a patient's care across different treatment settings.
With the increased specialization of modern health care, it is advantageous to have one individual with overall
responsibility for coordinating the medical care of the patient. The physician is best suited by professional
preparation to assume this leadership role.
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The primary goal of high-cost case management or benefits management programs should be to help to
arrange for the services most appropriate to the patient's needs; cost containment is a legitimate but secondary
objective. In developing an alternative treatment plan, the benefits manager should work closely with the
patient, attending physician, and other relevant health professionals involved in the patient's care.
Any health plan which makes available a benefits management program for individual patients should not make
payment for services contingent upon a patient's participation in the program or upon adherence to treatment
recommendations.
(5) Utilization Review The medical protocols and review criteria used in any utilization review or utilization
management program must be developed by physicians. Public and private payers should be required to
disclose to physicians on request the screening and review criteria, weighting elements, and computer
algorithms utilized in the review process, and how they were developed.
A physician of the same specialty must be involved in any decision by a utilization management program to
deny or reduce coverage for services based on questions of medical necessity. All health plans conducting
utilization management or utilization review should establish an appeals process whereby physicians, other
health care providers, and patients may challenge policies restricting access to specific services and decisions
to deny coverage for services, and have the right to review of any coverage denial based on medical necessity
by a physician independent of the health plan who is of the same specialty and has appropriate expertise and
experience in the field.
A physician whose services are being reviewed for medical necessity should be provided the identity of the
reviewing physician on request. Any physician who makes judgments or recommendations regarding the
necessity or appropriateness of services or site of services should be licensed to practice medicine and actively
practicing in the same jurisdiction as the practitioner who is proposing or providing the reviewed service and
should be professionally and individually accountable for his or her decisions.
All health benefit plans should be required to clearly and understandably communicate to enrollees and
prospective enrollees in a standard disclosure format those services which they will and will not cover and the
extent of coverage for the former. The information disclosed should include the proportion of plan income
devoted to utilization management, marketing, and other administrative costs, and the existence of any review
requirements, financial arrangements or other restrictions that may limit services, referral or treatment options,
or negatively affect the physician's fiduciary responsibility to his or her patients. It is the responsibility of the
patient and his or her health benefits plan to inform the treating physician of any coverage restrictions imposed
by the plan.
All health plans utilizing managed care techniques should be subject to legal action for any harm incurred by
the patient resulting from application of such techniques. Such plans should also be subject to legal action for
any harm to enrollees resulting from failure to disclose prior to enrollment any coverage provisions; review
requirements; financial arrangements; or other restrictions that may limit services, referral, or treatment options,
or negatively affect the physician's fiduciary responsibility to his or her patient.
When inordinate amounts of time or effort are involved in providing case management services required by a
third party payer which entail coordinating access to other health care services needed by the patient, or in
complying with utilization review requirements, the physician may charge the payer or the patient for the
reasonable cost incurred. "Inordinate" efforts are defined as those "more costly, complex and time-consuming
than the completion of standard health insurance claim forms, such as obtaining preadmission certification,
second opinions on elective surgery, certification for extended length of stay, and other authorizations as a
condition of payer coverage."
Any health plan or utilization management firm conducting a prior authorization program should act within two
business days on any patient or physician request for prior authorization and respond within one business day
to other questions regarding medical necessity of services. Any health plan requiring prior authorization for
covered services should provide enrollees subject to such requirements with consent forms for release of
medical information for utilization review purposes, to be executed by the enrollee at the time services requiring
prior authorization are recommended by the physicians.
In the absence of consistent and scientifically established evidence that preadmission review is cost-saving or
beneficial to patients, the AMA strongly opposes the use of this process.
Citation: Joint CMS/CLRPD Rep. I-91; Reaffirmed: CMS Rep. I-93-5; Reaffirmed: Res. 716, A-95; Modified:
CMS Rep. 3, I-96; Modified: CMS Rep. 4, I-96; Reaffirmation A-97; Reaffirmed: CMS Rep. 3, I-97; Reaffirmed:
CMS Rep. 9, A-98; Reaffirmed: Sub. Res. 707, A-98; Reaffirmed: CMS Rep. 13, I-98; Reaffirmed: Res. 717, A99; Reaffirmation A-00; Reaffirmation A-02; Reaffirmation I-04; Reaffirmed in lieu of Res. 839, I-08;
Reaffirmation A-09; Reaffirmed: Sub. Res. 728, A-10; Reaffirmation I-10; Reaffirmation A-11; Reaffirmed: Res.
709, A-12; Reaffirmed: CMS Rep. 07, A-16; Reaffirmed: CMS Rep. 08, A-17; Reaffirmed: CMS Rep. 04, A-18;
Reaffirmation: A-19; Reaffirmed: CMS Rep. 4, A-21
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Prior Authorization Relief in Medicare Advantage Plans H-320.938
Our AMA supports legislation and/or regulations that would apply the following processes and parameters to
prior authorization (PA) for Medicaid and Medicaid managed care plans and Medicare Advantage plans:
a. List services and prescription medications that require a PA on a website and ensure that patient
informational materials include full disclosure of any PA requirements.
b. Notify providers of any changes to PA requirements at least 45 days prior to change.
c. Improve transparency by requiring plans to report on the scope of PA practices, including the list of services
and prescription medications subject to PA and corresponding denial, delay, and approval rates.
d. Standardize a PA request form.
e. Minimize PA requirements as much as possible within each plan and eliminate the application of PA to
services and prescription medications that are routinely approved.
f. Pay for services and prescription medications for which PA has been approved unless fraudulently obtained.
g. Allow continuation of medications already being administered or prescribed when a patient changes health
plans, and only change such medications with the approval of the ordering physician.
h. Make an easily accessible and responsive direct communication tool available to resolve disagreements
between health plan and ordering provider.
i. Define a consistent process for appeals and grievances, including to Medicaid and Medicaid managed care
plans.
Citation: Res. 814, I-18
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Prior Authorization and Utilization Management Reform H-320.939
1. Our AMA will continue its widespread prior authorization (PA) advocacy and outreach, including promotion
and/or adoption of the Prior Authorization and Utilization Management Reform Principles, AMA model
legislation, Prior Authorization Physician Survey and other PA research, and the AMA Prior Authorization
Toolkit, which is aimed at reducing PA administrative burdens and improving patient access to care.
2. Our AMA will oppose health plan determinations on physician appeals based solely on medical coding and
advocate for such decisions to be based on the direct review of a physician of the same medical
specialty/subspecialty as the prescribing/ordering physician.
3. Our AMA supports efforts to track and quantify the impact of health plans’ prior authorization and utilization
management processes on patient access to necessary care and patient clinical outcomes, including the extent
to which these processes contribute to patient harm.
4. Our AMA will advocate for health plans to minimize the burden on patients, physicians, and medical centers
when updates must be made to previously approved and/or pending prior authorization requests.
Citation: CMS Rep. 08, A-17; Reaffirmation: I-17; Reaffirmed: Res. 711, A-18; Appended: Res. 812, I-18;
Reaffirmed in lieu of: Res. 713, A-19; Reaffirmed: CMS Rep. 05, A-19; Reaffirmed: Res. 811, I-19; Reaffirmed:
CMS Rep. 4, A-21; Appended: CMS Rep. 5, A-21
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Abuse of Preauthorization Procedures H-320.945
Our AMA opposes the abuse of preauthorization by advocating the following positions:
(1) Preauthorization should not be required where the medication or procedure prescribed is customary and
properly indicated, or is a treatment for the clinical indication, as supported by peer-reviewed medical
publications or for a patient currently managed with an established treatment regimen.
(2) Third parties should be required to make preauthorization statistics available, including the percentages of
approval or denial. These statistics should be provided by various categories, e.g., specialty, medication or
diagnostic test/procedure, indication offered, and reason for denial.
Citation: Sub. Res. 728, A-10; Reaffirmation I-10; Reaffirmation A-11; Reaffirmed: Res. 709, A-12; Reaffirmed:
CMS Rep. 08, A-17; Reaffirmed: Res. 125, A-17; Reaffirmation: A-17; Reaffirmation: I-17; Reaffirmed: CMS
Rep. 4, A-21

Approaches to Increase Payer Accountability H-320.968
Our AMA supports the development of legislative initiatives to assure that payers provide their insureds with
information enabling them to make informed decisions about choice of plan, and to assure that payers take
responsibility when patients are harmed due to the administrative requirements of the plan. Such initiatives
should provide for disclosure requirements, the conduct of review, and payer accountability.
(1) Disclosure Requirements. Our AMA supports the development of model draft state and federal legislation to
require disclosure in a clear and concise standard format by health benefit plans to prospective enrollees of
information on (a) coverage provisions, benefits, and exclusions; (b) prior authorization or other review
requirements, including claims review, which may affect the provision or coverage of services; (c) plan financial
arrangements or contractual provisions that would limit the services offered, restrict referral or treatment
options, or negatively affect the physician's fiduciary responsibility to his or her patient; (d) medical expense
ratios; and (e) cost of health insurance policy premiums. (Ref. Cmt. G, Rec. 2, A-96; Reaffirmation A-97)
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(2) Conduct of Review. Our AMA supports the development of additional draft state and federal legislation to:
(a) require private review entities and payers to disclose to physicians on request the screening criteria,
weighting elements and computer algorithms utilized in the review process, and how they were developed; (b)
require that any physician who recommends a denial as to the medical necessity of services on behalf of a
review entity be of the same specialty as the practitioner who provided the services under review; (c) Require
every organization that reviews or contracts for review of the medical necessity of services to establish a
procedure whereby a physician claimant has an opportunity to appeal a claim denied for lack of medical
necessity to a medical consultant or peer review group which is independent of the organization conducting or
contracting for the initial review; (d) require that any physician who makes judgments or recommendations
regarding the necessity or appropriateness of services or site of service be licensed to practice medicine in the
same jurisdiction as the practitioner who is proposing the service or whose services are being reviewed; (e)
require that review entities respond within 48 hours to patient or physician requests for prior authorization, and
that they have personnel available by telephone the same business day who are qualified to respond to other
concerns or questions regarding medical necessity of services, including determinations about the certification
of continued length of stay; (f) require that any payer instituting prior authorization requirements as a condition
for plan coverage provide enrollees subject to such requirements with consent forms for release of medical
information for utilization review purposes, to be executed by the enrollee at the time services requiring such
prior authorization are recommended or proposed by the physician; and (g) require that payers compensate
physicians for those efforts involved in complying with utilization review requirements that are more costly,
complex and time consuming than the completion of standard health insurance claim forms. Compensation
should be provided in situations such as obtaining preadmission certification, second opinions on elective
surgery, and certification for extended length of stay.
(3) Accountability. Our AMA believes that draft federal and state legislation should also be developed to impose
similar liability on health benefit plans for any harm to enrollees resulting from failure to disclose prior to
enrollment the information on plan provisions and operation specified under Section 1 (a)-(d) above.
Citation: BOT Rep. M, I-90; Reaffirmed by Res. 716, A-95; Reaffirmed by CMS Rep. 4, A-95; Reaffirmation I96; Reaffirmed: Rules and Cred. Cmt., I-97; Reaffirmed: CMS Rep. 13 , I-98; Reaffirmation I-98; Reaffirmation
A-99; Reaffirmation I-99; Reaffirmation A-00; Reaffirmed in lieu of Res. 839, I-08; Reaffirmation A-09;
Reaffirmed: Sub. Res. 728, A-10; Modified: CMS Rep. 4, I-10; Reaffirmation A-11; Reaffirmed in lieu of Res.
108, A-12; Reaffirmed: Res. 709, A-12; Reaffirmed: CMS Rep. 07, A-16; Reaffirmed in lieu of: Res. 242, A-17;
Reaffirmed in lieu of: Res. 106, A-17; Reaffirmation: A-17; Reaffirmation: I-17; Reaffirmation: A-18;
Reaffirmation: A-19; Reaffirmed: Res. 206, I-20
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Processing Prior Authorization Decisions D-320.979
Our AMA will advocate that all insurance companies and benefit managers that require prior authorization have
staff available to process approvals 24 hours a day, every day of the year, including holidays and weekends.
Citation: Res. 712, I-20
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Require Payers to Share Prior Authorization Cost Burden D-320.980
Our AMA will petition the Centers for Medicare and Medicaid Services to require the precertification process to
include a one-time standard record of identifying information for the patient and insurance company
representative to include their name, medical degree and NPI number.
Citation: Res. 811, I-19

Payer Accountability H-320.982
Our AMA: (1) Urges that state medical associations and national medical specialty societies to utilize the joint
Guidelines for Conduct of Prior Authorization Programs and Guidelines for Claims Submission, Review and
Appeals Procedures in their discussions with payers at both the national and local levels to resolve
physician/payer problems on a voluntary basis.
(2) Reaffirms the following principles for evaluation of preadmission review programs, as adopted by the House
of Delegates at the 1986 Annual Meeting: (a) Blanket preadmission review of all or the majority of hospital
admissions does not improve the quality of care and should not be mandated by government, other payers, or
hospitals. (b) Policies for review should be established by state or local physician review committees, and the
actual review should be performed by physicians or under the close supervision of physicians. (c) Adverse
decisions concerning hospital admissions should be finalized only by physician reviewers and only after the
reviewing physician has discussed the case with the attending physician. (d) All preadmission review programs
should provide for immediate hospitalization, without prior authorization, of any patient whose treating physician
determines the admission to be of an emergency nature. (e) No preadmission review program should make a
payment denial based solely on the failure to obtain preadmission review or solely on the fact that
hospitalization occurred in the face of a denial for such admission.
(3) Affirms as policy and advocates to all public and private payers the right of claimants to review by a
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physician of the same general specialty as the attending physician of any claim or request for prior
authorization denied on the basis of medical necessity.
Citation: CMS Rep. O, A-89; Reaffirmation A-97; Reaffirmed: CMS Rep. 13, I-98; Reaffirmation A-01;
Reaffirmation A-02; Reaffirmed: CMS Rep. 4, A-12; Reaffirmed: CMS Rep. 1, I-14; Reaffirmation: I-17
Prior Authorization Reform D-320.982
Our AMA will explore emerging technologies to automate the prior authorization process for medical services
and evaluate their efficiency and scalability, while advocating for reduction in the overall volume of prior
authorization requirements to ensure timely access to medically necessary care for patients and reduce
practice administrative burdens.
Citation: Res. 704, A-19

AF
T

Preauthorization D-320.988
1. Our AMA will conduct a study to quantify the amount of time physicians and their staff spend on nonclinical
administrative tasks, to include (a) authorizations and preauthorizations and (b) denial of authorization appeals.
2. There will be a report back to the House of Delegates at the 2015 Annual Meeting
3. Our AMA will utilize its advocacy resources to combat insurance company policies that interfere with
appropriate laboratory testing by requiring advance notification or prior authorization of outpatient laboratory
services.
Citation: Sub. Res. 215, I-14; Reaffirmed: CMS Rep. 07, A-16
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Remuneration for Physician Services H-385.951
1. Our AMA actively supports payment to physicians by contractors and third party payers for physician time
and efforts in providing case management and supervisory services, including but not limited to coordination of
care and office staff time spent to comply with third party payer protocols.
2. It is AMA policy that insurers pay physicians fair compensation for work associated with prior authorizations,
including pre-certifications and prior notifications, that reflects the actual time expended by physicians to
comply with insurer requirements and that compensates physicians fully for the legal risks inherent in such
work.
3. Our AMA urges insurers to adhere to the AMA's Health Insurer Code of Conduct Principles including
specifically that requirements imposed on physicians to obtain prior authorizations, including pre-certifications
and prior notifications, must be minimized and streamlined and health insurers must maintain sufficient staff to
respond promptly.
Citation: Sub. Res. 814, A-96; Reaffirmation A-02; Reaffirmation I-08; Reaffirmation I-09; Appended: Sub. Res.
126, A-10; Reaffirmed in lieu of Res. 719, A-11; Reaffirmed in lieu of Res. 721, A-11; Reaffirmation A-11;
Reaffirmed in lieu of Res. 822, I-11; Reaffirmed in lieu of Res. 711, A-14; Reaffirmed: Res. 811, I-19

