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AMERICAN MEDICAL ASSOCIATION ORGANIZED MEDICAL STAFF SECTION
Resolution: 5
(A-24)
Introduced by: Vimal |. Nanavati, MD
Subject: The Hazards of Prior Authorization

Referred to: OMSS Reference Committee
(xxxx, MD, Chair)

Whereas, delays in timely procedures have led to significant morbidity and even mortality with
many of these delays due to failure of insurance carriers to provide timely prior authorization;
and

Whereas, many carriers require prior authorizations for even low-cost minor procedures like
electrocardiogram, echocardiogram, exercise tolerance test, or chest x-ray, which if allowed to
be performed can allow for prompt risk stratification; and

Whereas, there is no uniformity with regard to prior authorizations between different insurance
carriers; and

Whereas, many excess hours are spent by physicians and staff to get prior authorizations
approved; and

Whereas, many physician offices have a dedicated full-time employee just to obtain prior
authorization; therefore be it

Resolved, that our American Medical Association believes that low-cost noninvasive procedures
costing less than $100 should not require prior authorization (New HOD Policy); and be it further

Resolved, that our AMA support that physicians who have been documented as “low utilizers”
should be excluded from prior authorization for at least three years (Directive to Take Action);
and be it further

Resolved, that our AMA support that physicians be allowed to bill insurance companies for all
full time employee hours required to obtain prior authorization (Directive to Take Action); and be
it further

Resolved, that our AMA support that patients be allowed to sue insurance carriers which
preclude any and all clauses in signed contracts should there be an adverse outcome as a
result of an inordinate delay of more than one week in care (Directive to Take Action).

Fiscal Note: TBD

Received: 4/29/2024



Resolution: 5 (A-24)
Page 2 of 6
References:

1. AMA et all. Prior authorization and utilization management reform principles. Accessed
4/29/2024: https://www.ama-assn.org/system/files/principles-with-signatory-page-for-sisc.pdf



https://www.ama-assn.org/system/files/principles-with-signatory-page-for-slsc.pdf

Resolution: 5 (A-24)
Page 3 of 6

RELEVANT AMA POLICY

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; Reaffirmed: 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, 1-19; Reaffirmed: CMS Rep. 4, A-21; Appended: CMS Rep. 5, A-21; Reaffirmed: A-22

Fair Reimbursement for Administrative Burdens D-320.978

Our AMA will: (1) continue its strong state and federal legislative advocacy efforts to promote
legislation that streamlines the prior authorization process and reduces the overall volume

of prior authorizations for physician practices; (2) continue partnering with patient advocacy
groups in prior authorization reform efforts to reduce patient harms, including care delays,
treatment abandonment, and negative clinical outcomes; (3) oppose inappropriate payer
policies and procedures that deny or delay medically necessary drugs and medical services;
and (4) advocate for fair reimbursement of established and future CPT codes for administrative
burdens related to (a) the prior authorization process or (b) appeals or denials of services (visits,
tests, procedures, medications, devices, and claims), whether pre- or post-service denials.

Citation: Res. 701, A-22



Resolution: 5 (A-24)
Page 4 of 6

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.2. Our AMA advocates
for the implementation of this policy with the American Hospital Association.

Citation: Res. 704, A-19; Reaffirmed: A-22

Utilization Review, Medical Necessity Determination, Prior Authorization Decisions D-
320.977

Our AMA will advocate: (a) for implementation of a federal version of a prior authorization “gold
card” law, which aims to curb onerous prior authorization practices by many state-regulated
health insurers and health maintenance organizations; and (b) that health plans should offer
physicians at least one physician-driven, clinically-based alternative to prior authorization,
including a “gold-card” or “preferred provider program.”

Citation: Res. 727, A-22; CEJA Rep. 01, A-23

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)

(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
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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, 1-90; Reaffirmed: Res. 716, A-95; Reaffirmed: CMS Rep. 4, A-95;
Reaffirmed: I-96; Reaffirmed: Rules and Cred, 1-97; Reaffirmed: CMS Rep. 13, 1-98; Reaffirmed:
1-98; Reaffirmed: A-99; Reaffirmed: 1-99; Reaffirmed: A-00; Reaffirmed in lieu of: Res. 839, 1-08;
Reaffirmed: A-09; Reaffirmed: Sub. Res. 728, A-10; Modified: CMS Rep. 4, I-10; Reaffirmed: 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. 424, A-17; Reaffirmed in lieu of: Res. 106, A-17;
Reaffirmed: A-17; Reaffirmed: I-17; Reaffirmed: A-18; Reaffirmed: A-19; Reaffirmed: Res. 206,
I-20; Reaffirmed: A-22

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, 1-20; Reaffirmed: A-22
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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; Reaffirmed: A-02; Reaffirmed: I-08; Reaffirmed: 1-09; Appended:
Sub. Res. 126, A-10; Reaffirmed in lieu of: Res. 719, A-11; Reaffirmed in lieu of: Res. 721, A-
11; Reaffirmed: A-11; Reaffirmed in lieu of: Res. 822, I-11; Reaffirmed in lieu of: Res. 711, A-14;
Reaffirmed: Res. 811, 1-19; Reaffirmed: A-22
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