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Resolution 117-A-25, “Liberalized Remorse Period for Medicare Advantage Plan Insureds,” was 1 
introduced by the Mississippi delegation and was referred. It asked the following: 2 
 3 

RESOLVED, that our American Medical Association advocate for the Centers for Medicare Services 4 
to expand the period that Medicare Advantage (MA) plan insureds can leave their MA plan and 5 
obtain coverage by traditional Medicare part B and D plans from the current policy of January 6 
through March to any month for any reason with plan changes becoming effective on the first day of 7 
the next month (Directive to Take Action); and be it further  8 
 9 
RESOLVED, that our AMA prepare a “tool-kit” for both patients and physicians to help patients 10 
make an informed choice regarding their Medicare coverage options. 11 

 12 
The rationale that the sponsors provided for changing Medicare policy on MA disenrollment is that the 13 
health care system is increasingly complicated, expensive, and difficult for the average adult to navigate, 14 
and that health insurance costs and coverage options vary greatly, even within the same company. 15 
Patients covered by MA plans often experience “buyer’s remorse” after March of each year due to 16 
unanticipated health crises that increase their need for health care resources and make traditional 17 
Medicare a better option for their care. Testimony on the resolution supported its intent but expressed 18 
concern about the complexity of the issue, particularly that allowing people to disenroll from their MA 19 
plan at any time for any reason could disrupt the stability of medical groups and health plans, with 20 
negative impacts for both patients and physicians. 21 
 22 
BACKGROUND 23 
 24 
There are two standard Medicare enrollment periods annually. From October 15 to December 7, 25 
beneficiaries can switch from traditional Medicare to an MA plan, change from one MA plan to another, 26 
change from MA to traditional Medicare, and/or change or drop their Part D prescription drug plan. 27 
Changes made during this Medicare Annual Enrollment Period take effect on January 1 of the subsequent 28 
year. Then, during the MA Open Enrollment Period from January 1 to March 31, beneficiaries enrolled in 29 
MA can switch to a different MA plan or to traditional Medicare, with changes taking effect on the first of 30 
the month following receipt of the change request. 31 
 32 
In addition to these two standard enrollment periods, there are Special Enrollment Periods for which 33 
beneficiaries can become eligible due to many reasons. These include whether the beneficiary moves or 34 
their circumstances change, such as admission to or discharge from a nursing facility. They also include 35 
coverage changes such as losing Medicaid eligibility or being offered coverage from a union or employer, 36 
as well as plan changes such as the plan ending its Medicare contract or CMS ending its contract with the 37 
plan or sanctioning the plan. Other factors that make beneficiaries eligible for a Special Enrollment Period 38 

https://www.medicare.gov/publications/11219-Understanding-Medicare-Advantage-Medicare-Drug-Plan-Enrollment-Periods.pdf
https://www.medicare.gov/basics/get-started-with-medicare/get-more-coverage/joining-a-plan/special-enrollment-periods
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are if they are in an MA plan with a relatively low star rating and/or want to enroll in a five-star plan, as 1 
well as if their choice was based on bad information. Other important reasons that beneficiaries can 2 
change their Medicare coverage are if there is a significant change in the plan’s provider network or if 3 
they chose their MA plan based on incorrect information about the network. For example, CMS recently 4 
adopted an AMA recommendation that MA plans include their physician directories on the Medicare Plan 5 
Finder. The agency then determined that beneficiaries who choose a plan based on incorrect information 6 
in the Medicare Plan Finder about their physician being in-network are eligible for a Special Enrollment 7 
Period. 8 
 9 
There is also a Special Enrollment Period for beneficiaries who previously had traditional Medicare and a 10 
Medigap supplemental plan but later decide to enroll in MA. Medigap plans cannot be used with MA, and 11 
beneficiaries only have a guaranteed right to reenroll in their Medigap plan for 12 months after they 12 
disenroll and join MA. Beneficiaries have up to 12 months, therefore, after enrolling in an MA plan, to 13 
switch back to traditional Medicare, reenroll in Medigap, and choose a Medicare Part D prescription drug 14 
plan. Also, any Medicare beneficiary who enrolls in MA when they first become eligible for Medicare 15 
can switch from MA to traditional Medicare during the 12-month period following their initial enrollment 16 
in MA and have a right to enroll in a Medigap plan. 17 
 18 
AMA POLICY 19 
 20 
Three existing AMA policies are most relevant to the issues raised in Resolution 117-A-25. Policy H-21 
330.866 supports annual open enrollment periods and guaranteed lifetime enrollment eligibility for 22 
Medigap plans, as well as advocating for federal “guaranteed issue” protections, allowing beneficiaries 23 
the freedom to switch from MA to traditional Medicare without facing prohibitive barriers. Policy H-24 
285.982 includes the recommendation discussed above that MA plans be required to update their 25 
physician network directories and make them accessible on the Medicare Plan Finder. This policy also 26 
calls for CMS to develop a plan to effectively communicate with patients about network access and any 27 
changes to the network that may directly or indirectly impact patients, including updating the Medicare 28 
Plan Finder website. To improve beneficiaries’ understanding of the differences between MA and 29 
traditional Medicare, Policy H-330.867 required the AMA to create educational materials such as an 30 
infographic to compare the two types of health care coverage. 31 
 32 
DISCUSSION 33 
 34 
Beneficiaries do not receive clear and objective information about the Medicare program and how to 35 
choose their Medicare coverage, either when they initially become eligible for the program or during the 36 
Medicare Annual Enrollment Period. They may choose to enroll in an MA plan without knowing what it 37 
means to have a network, whether their physician(s) is in the plan’s network, or whether the network will 38 
be able to offer the types of care they may need at a location and cost that is accessible to them. Many 39 
beneficiaries who choose MA believe they will have lower out-of-pocket costs in MA. Although this is 40 
possible as MA plans have out-of-pocket spending limits that traditional Medicare does not, the limits can 41 
be as high as $9,250 for in-network services and $13,900 for combined in- and out-of-network services. 42 
Beneficiaries with a Medigap supplemental policy may not understand that they cannot use their Medigap 43 
coverage for copayments once they enroll in MA, nor that the MA cost-sharing for services like 44 
chemotherapy could be just as expensive in MA as in regular Medicare Part B. Most tests, referrals, 45 
admissions, procedures, and therapies are available in traditional Medicare without prior authorization, 46 
but prior authorization requirements are pervasive in MA. (There is prior authorization for many 47 
medications whether patients are in MA or in traditional Medicare with a standalone Part D prescription 48 
drug plan.) 49 
 

https://www.ama-assn.org/press-center/ama-press-releases/ama-highlights-new-tools-medicare-s-open-enrollment
https://policysearch.ama-assn.org/policyfinder/search/medicare%20advantage%20enrollment/relevant/1/#:%7E:text=Medigap%20Patient%20Protections%20H%2D330.866
https://policysearch.ama-assn.org/policyfinder/search/medicare%20advantage%20enrollment/relevant/1/#:%7E:text=Medigap%20Patient%20Protections%20H%2D330.866
https://policysearch.ama-assn.org/policyfinder/search/medicare%20advantage%20enrollment/relevant/1/#:%7E:text=Ban%20on%20Medicare%20Advantage%20%22No%20Cause%22%20Network%20Terminations%20H%2D285.902
https://policysearch.ama-assn.org/policyfinder/search/medicare%20advantage%20enrollment/relevant/1/#:%7E:text=Ban%20on%20Medicare%20Advantage%20%22No%20Cause%22%20Network%20Terminations%20H%2D285.902
https://policysearch.ama-assn.org/policyfinder/detail/%22Medicare%20Advantage%20Plans%20H-330.867%22?uri=%2FAMADoc%2FHOD.xml-H-330.867.xml
https://www.ama-assn.org/system/files/issue-brief-traditional-medicare-vs-medicare-advantage.pdf
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Besides not being familiar with how MA plans work and how they differ from traditional Medicare, 1 
beneficiaries are highly unlikely to be fully informed about their options for disenrolling from MA and 2 
switching to traditional Medicare, changing MA plans, reenrolling in a Medigap policy, or the many 3 
circumstances that qualify them for a Special Enrollment Period. The Board of Trustees (Board) believes 4 
that this information gap is a serious problem and agrees with the sponsors of Resolution 117-A-25 that 5 
certain barriers to disenrolling from MA should be removed. Ideally, beneficiaries should be able to 6 
obtain good information about MA plans before they enroll in them. Providing good information 7 
beforehand may lessen the number of beneficiaries who later need to find a way to disenroll from an MA 8 
plan. It is important to ensure that beneficiaries can make fully informed decisions about their Medicare 9 
enrollment from the beginning. They should not have to contend with the disruption involved in changing 10 
plans and likely finding a new physician multiple times because they were not educated about access to 11 
care, potential cost-sharing liability, and the implications for their Medigap policy before they signed up. 12 
 13 
Most discussions of the information people receive as they approach the age of Medicare eligibility and 14 
around the annual enrollment periods focus on the information that is provided through marketing 15 
representatives or the online Medicare Plan Finder. The Board believes that the federal government 16 
should take a stronger role in educating people about Medicare and the complex decisions involved in 17 
choosing the type of Medicare Part A, B, C, and D coverage that will best meet their needs. The current 18 
CMS Administrator took an important step in this direction when he made a video about these choices as 19 
he approached 65 himself, but CMS needs to do more.  20 
 21 
Your Board also agrees with the testimony on Resolution 117-A-25 that allowing everyone with 22 
Medicare to disenroll from MA at any time and return to traditional Medicare would be complex and 23 
could have unintended adverse consequences for medical groups and patients. Although many people are 24 
likely unaware of it, as noted above Medicare policy already allows two categories of beneficiaries who 25 
want to disenroll from MA and switch to traditional Medicare to do so during their first 12 months in the 26 
MA plan: those who signed up for MA when they first enrolled in Medicare and those who disenrolled 27 
from their Medigap plan and want to return to it. It would be better if all beneficiaries could disenroll 28 
from MA and switch to traditional Medicare during the first 12 months they are in MA, even if they did 29 
not have a Medigap plan. We believe this would fill a gap in current Medicare policy without causing as 30 
much disruption as would the policy proposed in Resolution 117-A-25. 31 
 32 
RECOMMENDATIONS 33 
 34 
The Board of Trustees recommends that the following be adopted in lieu of Resolution 117-A-25 and the 35 
remainder of the report be filed: 36 
 37 
1) That our American Medical Association (AMA) urge the Centers for Medicare & Medicaid Services 38 

to create a comprehensive strategy to educate people approaching the age of Medicare eligibility and 39 
for annual enrollment periods about key aspects of Medicare affecting choices between traditional 40 
Medicare and Medicare Advantage (MA) plans. (Directive to Take Action) 41 

2) That our AMA support a Medicare policy that allows beneficiaries who enroll in MA for the first time 42 
to disenroll for any reason and return to traditional Medicare within the first 12 months of enrollment 43 
in the plan. (New HOD Policy) 44 

3) That our AMA reaffirm Policy H-330.866, “Medigap Patient Protections.” (Reaffirm HOD Policy) 45 
 
Fiscal note: Less than $500  
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REPORT 3 OF THE COUNCIL ON MEDICAL SERVICE (A-26) 
Improving Patient Access to Pharmacies and Medications in Pharmacy Deserts 

 
 

EXECUTIVE SUMMARY 
 
 

At the 2025 Annual Meeting, the House of Delegates referred Resolution 113-A-25, which asks 
that the American Medical Association (AMA) support efforts to expand telepharmacy, advocate 
for equitable pharmacy reimbursement, and study the impact of preferred pharmacy networks with 
the goal of mitigating access issues for patients in pharmacy deserts. 
 
The Council on Medical Service reviewed information on the current state of pharmacies across the 
United States and the elements involved in their ability to succeed. Currently, pharmacies are 
facing a closure crisis, leading to many communities being deemed “pharmacy deserts,” or areas in 
which residents do not have adequate access to a pharmacy. Pharmacies face a number of issues in 
remaining financially viable. Low reimbursement rates from payers are often driven by pharmacy 
benefit manager (PBM) negotiations resulting in rates that do not cover the full acquisition and 
operating costs associated with a drug. Further, many PBMs are vertically integrated with payers 
and/or large chain pharmacies leading to a highly concentrated market and, often, resulting in 
anticompetitive practices or PBMs excluding small/community pharmacies from preferred 
pharmacy networks. The Council reviewed the literature and considered a variety of information on 
a number of potential solutions to support pharmacies and reduce pharmacy deserts. First, the 
Council reviewed alternative dispensing methods, such as telepharmacy, remote dispensing, and 
mail order dispensing. Both telepharmacy and remote dispensing allow patients who cannot access 
a full-service pharmacy to access pharmacist services via the internet. Further, mail order pharmacy 
services allow patients, especially those with managed chronic conditions, to receive a convenient 
supply of medication delivered to their home. Although these types of prescription dispensing have 
been shown to be beneficial to patients and pharmacies, challenges remain when there is not 
reliable access to broadband, patients lack safe mail delivery methods, and the prescription is not 
shelf-stable or is needed urgently. Second, the Council explored legislative and regulatory 
solutions, including PBM regulation and boosted reimbursement rates. These types of regulations 
have shown promise, especially at the state level, in ensuring pharmacies receive reimbursement 
adequate for operations and limiting untoward PBM practices. Finally, the Council reviewed 
federal, state and non-governmental incentive-based solutions. Similar to programs designed to 
attract physicians to underserved areas, these programs are designed to make operating a pharmacy 
in an underserved area more possible and, in some cases, advantageous for pharmacists. 
 
Based on its review of the issue, the Council recommends the adoption of new AMA policy that 
supports efforts to ensure that pharmacy reimbursement rates are adequate to cover the actual costs 
related to obtaining and dispensing medications. The Council also recommends policy that supports 
the establishment of a minimum preferred pharmacy network adequacy standard and recognizes 
and encourages payer coverage of telepharmacy and remote dispensing when specific criteria are 
met. Furthermore, the Council recommends new policy that supports payer and PBM practices that 
promote fair market competition, patient choice, and support the financial viability of independent 
and community pharmacies. In addition to new policies, the Council recommends the reaffirmation 
of Policy H-120.989, which outlines appropriate mail order pharmacy practices and recognizes it as 
a legitimate drug dispensing method, and Policy D-110.987, which outlines advocacy efforts 
related to PBM regulation towards increased transparency.
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Resolution 113, “Improving Patient Access to Pharmacies and Medications in Pharmacy Deserts,” 1 
was introduced by the Ohio delegation at the 2025 Annual Meeting and was referred. It asks the 2 
following: 3 
 4 

RESOLVED, that our American Medical Association (AMA) support efforts to expand 5 
telepharmacy as a potential solution to pharmacy deserts; and be it further; 6 
 7 
RESOLVED, that our AMA advocate for equitable reimbursement rates for pharmaceuticals 8 
between Medicare, Medicaid, and private insurers to ensure sustainable pharmacy operations in 9 
rural and underserved areas; and be it further; 10 
 11 
RESOLVED, that our AMA study and address the impact of preferred pharmacy networks on 12 
patient access to pharmacy services, particularly in pharmacy deserts, with attention to 13 
supporting independent pharmacies. 14 

 15 
This report reviews the state of pharmacies and pharmacy access in the United States, economic 16 
issues faced by pharmacies, and solutions to improve pharmacy access. Additionally, it provides an 17 
overview of related AMA policies and offers a number of recommendations. 18 
 19 
BACKGROUND 20 
 21 
Pharmacies are key to ensuring that patients have access to the medications prescribed by their 22 
physicians. For many people, pharmacies are their most frequent contact with the health care 23 
system, as evidence shows that patients visit pharmacies 1.5-2 times more frequently than other 24 
health care providers.1 However, over the last 15 years, pharmacies have been closing at an 25 
alarming rate. Between 2010 and 2021, 29 percent of all pharmacies across America closed.2 In 26 
2024, 2,200 pharmacies closed, meaning an average of six pharmacies closed each day.3 As an 27 
example of the magnitude of the issue, in 2025, Rite Aid, a major pharmacy retailer across the 28 
United States, filed its second bankruptcy in two years and ceased all operations. This resulted in 29 
approximately 2,200 Rite Aid pharmacies closing between the initial bankruptcy filing in May 30 
2023 and October 2025.4 31 
 32 
These closures highlight an overarching trend among not only chain pharmacies, but also 33 
local/independent pharmacies. Estimates show that independent pharmacies make up about 35 34 
percent of all pharmacies nationally and meet the needs of over 15 million Americans.5 These 35 
pharmacies are also closing rapidly, approximately one per day.5 Historically, independent 36 
community pharmacies have closed at a higher net rate than chain pharmacies. However, in recent 37 
years more independent pharmacies have also been opening, which has lowered their net closure 38 
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rate. This more recent trend may indicate that independent pharmacies have a higher “churn rate,” 1 
meaning that while they may open more frequently, they are unable to stay in business and end up 2 
closing or selling to a chain. Notably, while there is an increase in independent pharmacies 3 
opening, they do not seem to be opening in communities that are low-income or which currently 4 
lack access to pharmacies.6,7 This is particularly important as research demonstrates that individuals 5 
who live in rural areas, are 65 years or older, or live in a low-income household are more likely to 6 
rely on independent pharmacies for access to prescriptions.8 As these pharmacies often lack the 7 
bargaining power that bigger chain pharmacies have, they may struggle to stay open, exacerbating 8 
the access problems within vulnerable communities.7 9 
 10 
As a result of these closures, pharmacy deserts have been growing. While there is no single 11 
universally accepted definition of a pharmacy desert, the term generally refers to communities that 12 
do not have easy access to a pharmacy. The term was originally coined in 2014 and relied on 13 
census tracts to identify communities that had a “high poverty rate” and no pharmacies within one 14 
mile in urban areas or 10 miles in rural areas.9 In 2025, researchers expanded on this definition by 15 
introducing a pharmacy vulnerability index. This index takes a slightly different approach in 16 
identifying deserts, defining them as areas where the travel time to the nearest pharmacy is longer 17 
than the travel time to the nearest supermarket, accounting for the region and urbanicity levels.10 18 
Importantly, geographic distance is not the only issue that many patients face in accessing 19 
pharmacies, as lack of public transportation and limited pharmacy hours can greatly exacerbate 20 
access issues.3,9 This vulnerability index led to the concept of “keystone pharmacies,” or 21 
pharmacies that if closed would create a pharmacy desert. Based on this definition, nearly 18 22 
percent of the United States population currently lives in pharmacy deserts and another nearly nine 23 
percent live in areas served by a keystone pharmacy.10 Individuals who reside in rural communities 24 
are disproportionately represented when assessing communities served by keystone pharmacies, 25 
while pharmacy deserts seem to be equally distributed across urbanicity when incorporating 26 
national population statistics.9,10 Thus, while more rural communities are at risk to become 27 
pharmacy deserts, the problem also exists in some urban and suburban communities. 28 
 29 
In both suburban and urban settings, individuals living in pharmacy deserts are more likely to be a 30 
part of a racial and/or ethnic minority.8,9 When controlling for setting (urban vs rural), 31 
predominately Black and Hispanic communities faced the largest decline in pharmacies, with 32 
nearly five percent fewer pharmacies than non-predominately Black/Hispanic communities.11 33 
However, in rural settings, White individuals are more likely to reside in a pharmacy desert or in 34 
areas served by a keystone pharmacy. This is likely explained by the fact that more White 35 
individuals live in rural areas. Regardless of the racial makeup of the community, pharmacies in 36 
communities with poverty rates higher than 20 percent had significantly higher risks of pharmacy 37 
closure.10,11 Further, many communities considered pharmacy deserts are also considered medically 38 
underserved, meaning they do not have adequate access to physicians or non-physician 39 
practitioners, which exacerbates the issue.10,11 Pharmacy deserts are not just an issue of 40 
convenience, as patients living in them are less likely to be able to access their medications and as a 41 
result, unable to access their treatments.9,10 While not driven solely by pharmacy access issues, they 42 
likely contribute to medication nonadherence which results in  avoidable health care spending, 43 
including millions of dollars due to unnecessary hospitalizations each year.12 Further, disparities 44 
among racial and ethnic communities are prevalent across both access and utilization of 45 
prescription medications. Since these disparities are not entirely explained by access to medical 46 
professionals, health insurance coverage, or medication cost, researchers posit that this additional 47 
driving factor to this disparity may be pharmacy deserts.13,14 48 
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PHARMACY ECONOMICS 1 
 2 
Prior to the modern insurance paradigm, pharmacy economics were straightforward, as pharmacists 3 
acquired the goods and set prices based on supply and demand. Pharmacies buy a drug at a price 4 
set by the drug manufacturer and the consumer purchases it with the markup determined by the 5 
pharmacy. However, with the advent of prescription drug insurance, the patient-pharmacist 6 
connection became less direct as payers were inserted in the middle, shifting pharmacist focus to 7 
volume to keep pharmacies economically viable.15 The inception of the Medicare Modernization 8 
Act in 2003, which created Medicare Part D and the contemporary business model used by 9 
pharmacy benefit managers (PBMs), further complicated pharmacy reimbursement and what was 10 
necessary to stay in business.15 Payment paradigms become increasingly complicated when payers, 11 
PBMs, and discount programs are involved in the transaction.16,17 If a patient is utilizing insurance, 12 
the plan typically pays for the bulk of a covered drug at the set reimbursement rate with the 13 
pharmacy, usually negotiated by a PBM. Often the patient is responsible for some out-of-pocket 14 
(OOP) payment that is paid directly to the pharmacy. In theory, the combination of the patient OOP 15 
payment and the payer reimbursement should cover the drug and dispensing costs for the 16 
pharmacy. However, in practice, pharmacy reimbursement does not fully cover acquisition and 17 
operating costs.17 Moreover, another concerning issue arises when a non-integrated pharmacy deals 18 
with a PBM that is vertically integrated as it can result in anticompetitive practices.18,19 Several 19 
mergers and acquisitions across the pharmacy and PBM/payer markets, as well as insurers creating 20 
their own PBMs, have led to large vertically integrated firms operating across these three product 21 
markets.20 Estimates show that five of the six largest PBMs are vertically integrated with both 22 
insurers and pharmacies, indicating high concentration in PBM markets.19,21 Research shows that 23 
nearly 80 percent of prescription claims are processed by the three largest PBMs.17,18 24 
 25 
Furthermore, not only are the largest PBMs vertically integrated with insurers, but these firms also 26 
often either own or have preferred network agreements with a significant number of 27 
pharmacies.17,18,19 Preferred pharmacy networks are similar to “in-network providers” in concept. 28 
PBMs negotiate an agreement with a pharmacy or pharmacy chain on behalf of insurers for 29 
discounted rates for beneficiaries.21 This can be beneficial for patients if they have access to 30 
pharmacies that are within the preferred network. Patients who utilize these pharmacies can save 31 
money on their prescription costs. For example, among Medicare Part D plans, preferred 32 
pharmacies can reduce patient spending by two percent.21 However, preferred pharmacy networks 33 
can limit patient choice and, in cases when patients are unable to access a preferred pharmacy, lead 34 
to higher OOP costs.21 Since PBMs have a large share of market power, downward pressure is put 35 
on non-integrated pharmacies, lowering reimbursement rates. Often exacerbating the closures of 36 
small, independent pharmacies as they cannot sustain the reduction in reimbursement or patients 37 
when they are redirected to preferred network pharmacies.19,22 38 
 39 
Even pharmacies in preferred networks can experience financial strain emanating from inadequate 40 
reimbursement rates. In many cases, on behalf of insurers, PBMs have significantly reduced 41 
pharmacy reimbursement rates, sometimes resulting in pharmacies dispensing medications at a 42 
deficit.23,24 Additionally, pharmacies are often hit with Direct and Indirect Renumeration (DIR) 43 
fees.23 These fees are retroactive and result from a payer attempting to recoup a portion of their 44 
payment after a transaction is completed. This can be harmful for any pharmacy, but it is 45 
particularly problematic for small or independent pharmacies that do not have the same funding or 46 
volume as larger retail chains. While there have been some recent reform efforts from the Centers 47 
for Medicare & Medicaid Services (CMS) related to DIR fees, the solutions presented have not 48 
been comprehensive and do not address all payer types.24 Further, programs like 340B, intended to 49 
make drugs more affordable for patients, can make it difficult for non-340B pharmacies to 50 
compete. Specifically, 340B program hospital and clinic pharmacies can purchase medication for a 51 
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price much lower than most other pharmacies can offer, which they can then sell at rates 1 
significantly lower than non-340B pharmacies or at more favorable markups.21 2 
 3 
While the process of reimbursement does not dramatically differ between a vertically integrated 4 
pharmacy and an independent pharmacy, the results vary greatly. Smaller, independent pharmacies 5 
are generally not vertically integrated with PBMs and/or payers, and thus lack the bargaining 6 
power to negotiate and are often excluded from preferred pharmacy networks.23,25 As a result, 7 
independent pharmacies often receive worse reimbursement rates and/or a loss of patients as PBMs 8 
and payers steer patients towards vertically integrated and preferred pharmacy networks.23,25 These 9 
issues have led to significant losses in gross margins for pharmacies.23 Gross margins are the total 10 
revenue of a business minus the cost of the goods that are sold. These margins fund business 11 
growth and innovation. Research shows that even though pharmacies are dispensing more 12 
prescriptions toward increasing revenue, gross margins are decreasing.23 For example, Walgreens 13 
experienced a 33 percent decrease between 2015 and 2024 in gross margins per 30-day 14 
prescription. Additionally, non-prescription drug purchases, which can bolster margins, also 15 
decreased seven percent. This drop in gross margins is a direct result of PBM and payer 16 
reimbursement rates becoming increasingly tighter.23 As a result, it has become increasingly 17 
difficult to run a financially successful pharmacy. For more information on drug pricing and PBMs, 18 
please reference CMS Report 5-A-19: The Impact of Pharmacy Benefit Managers on Patients and 19 
Physicians; CMS Report 4-I-19: Additional Mechanisms to Address High and Escalating 20 
Pharmaceutical Prices; CMS Report 6-A-25: Prescription Medication Price Negotiation; and CMS 21 
Report 6-A-24: Economics of Prescription Medication Prior Authorization. 22 
 23 
POTENTIAL SOLUTIONS 24 
 25 
Pharmacy-Based Solutions 26 
 27 
There are a number of potential pharmacy-based solutions that could work towards improving 28 
pharmacy access and, since no solution will independently fix the entirety of the problem, it is 29 
important to explore them together. One such potential solution, particularly in existing pharmacy 30 
deserts, is the expansion of telepharmacy, which generally consists of a remote pharmacist 31 
providing traditional services, such as prescription review, prescription verification, and patient 32 
consultation, via the internet.26 Individuals who do not have convenient access to a pharmacy or 33 
may not be able to travel to a pharmacy could benefit most from telepharmacy services. In practice, 34 
telepharmacy has shown promise in addressing access issues and reducing operating costs, as they 35 
operate with increased efficiency.27 This has shown improved patient outcomes and medication 36 
adherence while reducing unnecessary medical visits and hospitalizations.28 37 
 38 
To better address the needs for more emergent prescriptions, some settings have begun to 39 
implement remote dispensing. This type of dispensing is often included as a method of 40 
telepharmacy but is unique in that there is an immediacy in dispensing.29 In remote dispensing set 41 
ups, a pharmacist at a central location will supervise dispensing at a number of remote sites. 42 
Patients have the ability to speak with the pharmacist to verify the prescription, review drug 43 
utilization, and complete any necessary drug counseling. Pharmacy technicians will typically be 44 
on-site and manage the physical portions of dispensing. This means that patients have access to 45 
medications immediately, which can be crucial if a patient has acute care needs.29 Some providers 46 
or payers have even recently begun to implement prescription kiosks or “drug vending machines,” 47 
that are enabled by remote dispensing.30,31 These kiosks allow clinicians to send prescriptions for 48 
shelf-stable medications for both acute and chronic care needs and, upon dispensing, patients have 49 
the ability to engage pharmacists via videoconferencing built into the kiosk.30,31 50 

https://councilreports.ama-assn.org/councilreports/detail/Pharmacy%20Benefit%20Managers?uri=%2Fextracted%2Fcouncilreports%2Fa19_cms_report_5.xml
https://councilreports.ama-assn.org/councilreports/detail/drug%20pricing?uri=%2Fextracted%2Fcouncilreports%2Fi19_cms_report4_pharm_prices.xml
https://councilreports.ama-assn.org/councilreports/detail/drug%20pricing?uri=%2Fextracted%2Fcouncilreports%2Fa25_cms06.xml
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Further, mail order pharmacy services are another potential part of the solution. While similar to 1 
telepharmacy and remote dispensing, mail order pharmacy services do not always entail real-time 2 
interaction between the patient and pharmacists.32 These services are typically operated through a 3 
patient’s PBM and mail prescriptions directly to the patient’s home. While there can be variety in 4 
medications provided, the vast majority of mail order prescriptions are sent as a 90-day supply, 5 
thus making this method of delivery most appropriate for well-managed chronic conditions and/or 6 
maintenance medications and not as useful for acute prescription needs, like an antibiotic.32 7 
While there are clear potential benefits to the expansion of telepharmacy, remote dispensing, and 8 
mail-order pharmacy services, there are also significant barriers. Communities that are more likely 9 
to be in a pharmacy desert are also less likely to have access to reliable broadband as there are 10 
significant disparities in access to broadband in rural communities and in majority Black and 11 
Hispanic neighborhoods.33,34 Additionally, the necessary technological investment, both initially 12 
and ongoing, can be overwhelming for many pharmacies. Telepharmacy services require 13 
significant technological infrastructure and security which is complex and can be prohibitively 14 
expensive.28 Of note, while not a required aspect, many of these solutions include an enhanced 15 
clinical role for pharmacists.27 The AMA has long opposed scope of practice expansions that would 16 
allow pharmacists to practice medicine—which includes making a diagnosis or prescribing 17 
medications—without appropriate physician supervision.35 18 
 19 
In both mail order and telepharmacy services, there can be issues with both communication and 20 
promptness of medication delivery. Specifically, a patient may not be able to fill some 21 
prescriptions via telepharmacy or mail order. If the pharmacies are not accurately communicating, 22 
the dispensing pharmacist may not have adequate information to do a full medication utilization 23 
review.34,36 This could lead to missing patient education on potential drug interactions or adverse 24 
drug interactions that could have been prevented had full information been available.34,36 Further, 25 
there can be complications with patients receiving the medication in a timely manner. Research 26 
shows that in a significant number of cases; patients have to wait several days between the 27 
telepharmacy consultation and receipt of the medication and mail order prescriptions typically take 28 
about a week to be delivered. This could be a significant issue if a patient needs medication to treat 29 
an acute condition. For example, patients prescribed antibiotics are often unable to wait days or a 30 
week for the prescription without significant consequences to their health. Likewise, delivery 31 
delays can impact medication adherence when chronic medications are delayed to the point where 32 
patients run out of their medications. Importantly, some newer delivery models are able to deliver 33 
medications in one to two days, so it is possible that this delivery window will continue to be 34 
reduced.36 Pharmacists surveyed also voiced significant concern that not only could this delay result 35 
in incorrect medication usage, but medications could be damaged or inaccurate when delivered via 36 
mail or should a patient not have a secure location to receive mail. Further, this delivery method is 37 
significantly more complicated for medications that are temperature or light sensitive.36 This could 38 
be partially addressed by the aforementioned medication kiosks that allow for immediate 39 
dispensing, but this would only be an option for shelf-stable medications. Due to these issues, 40 
telepharmacy and mail order pharmacy services may not be a safe or viable solution for situations 41 
when a drug has specific instructions and/or need to be accessed rapidly, but could serve 42 
communities struggling to access non-emergent pharmacy services.34,36 43 
 44 
Legislative & Regulatory Solutions 45 
 46 
At a minimum, pharmacies must be reimbursed in a manner that allows them to remain open and 47 
accessible in communities across the United States. It is essential that payers reimburse pharmacies 48 
in a manner that is fair and covers the actual costs of obtaining and dispensing the medication. 49 
Similar to physician practices that dispense medications, it is not possible for pharmacies to 50 
provide medications at a deficit and remain financially viable.23 To ensure that reimbursement is 51 
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fair and equitable, it will be important to address the role of PBMs and vertical integration between 1 
payers, PBMs, and pharmacies/pharmacy chains. While the dissolution of existing integration is 2 
exceptionally challenging, it may be beneficial to work towards the prevention of further 3 
integration. A January 2026 Congressional hearing highlighted the importance of this issue and 4 
came with assurances from Congress that oversight on this issue would continue. The Consolidated 5 
Appropriations Act of 2026, signed into law in early February 2026, includes provisions that will 6 
work to regulate PBMs and promote a more sustainable environment for pharmacies.37 Further, at 7 
the end of January 2026, the Department of Labor proposed a new rule that would require 8 
increased transparency in PBM practices. Specifically, the new rule, if implemented, would require 9 
that PBMs disclose rebates and payments from drug manufacturers, any compensation received 10 
when the drug cost paid by the insurer exceeds the pharmacy reimbursement, and any payments 11 
recouped from pharmacies connected to drugs dispensed in the PBM managed plan.38 Along with 12 
this rule, a February 2026 Federal Trade Commission (FTC) settlement with vertically integrated 13 
PBMs, demonstrated additional commitments to not only transparency, but also providing more 14 
reasonable reimbursement to pharmacies. 15 
 16 
While PBM regulation is essential to improving pharmacy reimbursement, and as a result 17 
improving pharmacy access, some states have begun to implement innovative new payment 18 
methods. For example, in 2022, Ohio Medicaid worked to revamp the system all together. After an 19 
investigation showed that two major PBMs charged patients $224 million more than they paid the 20 
pharmacies, the state ended its working relationship between Medicaid and multiple PBMs.39 21 
Instead, Ohio Medicaid contracted its own PBM, Ohio Medicaid’s Single Pharmacy Benefit 22 
Manager (SPBM).40 As a part of this program the state mandates dispensing fees based on surveys 23 
sent to pharmacists that are designed to determine the actual cost of dispensing and ensure 24 
reimbursement covers the full cost. Additionally, the implementation of the Ohio SPBM has 25 
allowed the state to better oversee the PBM and prevent untoward business practices that may 26 
occur.39,40 In the first two years of its implementation, the SPBM overhaul has boosted pharmacy 27 
dispensing fees by over 1,200 percent and has reportedly saved $140 million.41 While this model 28 
does seem to hold promise, it has not been without opposition. PBMs and associated groups have 29 
tied up many of the most promising aspects of the Ohio legislation and regulation in extensive legal 30 
battles that were ongoing at the time this report was written. Further, some state legislators and 31 
regulators have called the initial results of this program into question and voiced potential concern 32 
with data privacy in the SPBM.41,42 Additionally, the feasibility to implement a similar program on 33 
a national level is complicated by the fact that Medicaid programs vary greatly between states.42 34 
Further, implementation in the Medicare or commercial markets would likely face significantly 35 
greater legal challenges. While the SPBM as implemented in Ohio may not be the perfect solution, 36 
most agree that it has seemed to make significant improvements and should be considered as a 37 
model option.42 Other states have begun to implement legislation that works to mitigate some of the 38 
issues that are faced by pharmacies. For example, Alabama SB 252 increased Medicaid 39 
reimbursement rates and set a standard per-prescription dispensing fee. Further, Illinois HB 1697 40 
and California SB 41 work to eliminate spread pricing and practices designed to steer patients 41 
towards PBM affiliated pharmacies. 42 
 43 
Incentive Based Solutions 44 
 45 
In addition to regulatory or legislative solutions, some states have worked to provide pharmacies 46 
serving underserved communities with monetary support via grants. For example, Illinois offers the 47 
Pharmacy Support Program to pharmacies serving underserved areas in an effort to improve access 48 
to pharmacies and pharmacy services. Further, private organizations and associations have stepped 49 
in to provide support and funds for pharmacies operating in pharmacy deserts. For example, the 50 
National Community Pharmacists Association announced the Rural Pharmacy Ownership 51 

https://www.youtube.com/watch?v=NKX4xH8aBxg
https://www.congress.gov/bill/119th-congress/house-bill/7148
https://www.congress.gov/bill/119th-congress/house-bill/7148
https://www.dol.gov/newsroom/releases/ebsa/ebsa20260129
https://www.ftc.gov/system/files/ftc_gov/pdf/d09437caremarkproporder-esiresps.pdf
https://alison.legislature.state.al.us/files/pdf/SearchableInstruments/2025RS/SB252-enr.pdf
https://legiscan.com/IL/bill/HB1697/2025
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=202520260SB41
https://omb.illinois.gov/PUBLIC/GATA/CSFA/Program.aspx?csfa=3772
https://www.ncpafoundation.org/ruralpharmacyownership/
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Accelerator, which is a program designed to prepare pharmacy owners to open and operate 1 
pharmacies in rural areas.43 The American Pharmacist Association has offered a variety of grants 2 
that have, among other things, offered seed money for pharmacists to open or expand practice in 3 
underserved communities.44 Additionally, some PBMs have begun to offer programs to support 4 
independent pharmacies operating in underserved areas. For example, the Sustaining Pharmacy 5 
Access and Rural Care (SPARC) Program was recently launched by LucyRx, an independent PBM 6 
that boasts increased transparency from competitors. The SPARC program works to increase 7 
reimbursement rates, expand community services, and advocate for legislative reforms.45 While 8 
this program could be beneficial for pharmacies in that it provides enhanced reimbursement rates, 9 
core tenants of the program work to expand pharmacist scope of practice to both prescribe and to 10 
provide preventive care. Although these tenants of the program conflict with AMA policy, the 11 
program’s increased reimbursement to independent pharmacies serving underserved communities 12 
demonstrates a potential solution coming from the private sector.45 13 
 14 
It also may be advantageous to implement incentive programs to support pharmacies in pharmacy 15 
deserts. Similar to programs designed to attract physicians to practice in medically underserved 16 
communities, these programs could provide some kind of supplemental payment for pharmacies 17 
operating in these areas.2 While this would require a substantial investment from state and/or 18 
federal governments, it could be transformative for pharmacies serving these communities. Grants 19 
or programs that provide financial support have the potential to assist pharmacies in remaining 20 
open, however it is important to qualify that these types of solutions will not remedy the issue in 21 
the long-term. 22 
 23 
Across all potential solutions, it is important to remember that no single solution will be successful 24 
in isolation. To make significant improvements in pharmacy access, it will be essential to ensure 25 
that solutions are designed and implemented holistically and in tandem. Additionally, it is 26 
important to ensure that pharmacy and pharmacist organizations and associations lead efforts to 27 
improve pharmacy access. While the AMA should continue to offer support, these organizations 28 
are experts in pharmacy and pharmacy practice and AMA efforts should be integrated with their 29 
solutions. 30 
 31 
AMA POLICY AND ADVOCACY 32 
 33 
To support alternative dispensing methods, Policy H-120.989 outlines AMA support for mail 34 
service pharmacies as a legitimate alternative and outlines the criteria that should be met to ensure 35 
that these pharmacies remain beneficial for patients. Policy H-120.936 supports the establishment 36 
of national guidelines that work towards safe and timely delivery of medications via the mail. 37 
Policy H-120.962 expands these guidelines to ensure that mail order pharmacies remain accessible 38 
and affordable for patients and do not charge egregious additional fees. Policy H-120.940 ensures 39 
that mail order and online pharmacies adequately communicate with electronic prescribing systems 40 
and do not interfere with physician prescribing. Additionally, Policy H-120.956 focuses on internet 41 
prescribing and outlines not only efforts to ensure that these platforms are accessible to physicians 42 
and advantageous to patients but also to support appropriate pharmaceutical bodies in accreditation. 43 
 44 
In addition to mail and internet-based pharmacies, the AMA has extensive policy to ensure that 45 
patients have access to the medications prescribed by their physician without interference from 46 
payers or PBMs. Policies H-110.991, H-110.990, and H-110.959 are all designed to ensure that 47 
patients have timely and affordable access to the medications as prescribed by their physician. 48 
Policy H-120.943 outlines AMA efforts to ensure that patients have access not only to affordable 49 
medications, but also quantities that are adequate and do not face arbitrary limits. To combat 50 
harmful PBM practices, Policies D-120.988, H-120.924, and H-110.963 limit PBM and payer 51 

https://www.ncpafoundation.org/ruralpharmacyownership/
https://lucyrx.com/sparc/
https://lucyrx.com/sparc/
https://policysearch.ama-assn.org/policyfinder/detail/pharmacy?uri=%2FAMADoc%2FHOD.xml-0-202.xml
https://policysearch.ama-assn.org/policyfinder/detail/pharmacy?uri=%2FAMADoc%2FHOD.xml-0-150.xml
https://policysearch.ama-assn.org/policyfinder/detail/pharmacy?uri=%2FAMADoc%2FHOD.xml-0-175.xml
https://policysearch.ama-assn.org/policyfinder/detail/pharmacy?uri=%2FAMADoc%2FHOD.xml-0-154.xml
https://policysearch.ama-assn.org/policyfinder/detail/pharmacy?uri=%2FAMADoc%2FHOD.xml-0-169.xml
https://policysearch.ama-assn.org/policyfinder/detail/medication%20access?uri=%2FAMADoc%2FHOD.xml-0-105.xml
https://policysearch.ama-assn.org/policyfinder/detail/prescription%20access?uri=%2FAMADoc%2FHOD.xml-0-104.xml
https://policysearch.ama-assn.org/policyfinder/detail/prescription%20access?uri=%2FAMADoc%2FHOD.xml-H-110.959.xml
https://policysearch.ama-assn.org/policyfinder/detail/prescription%20access?uri=%2FAMADoc%2FHOD.xml-0-157.xml
https://policysearch.ama-assn.org/policyfinder/detail/Pharmacy%20Benefit%20Managers?uri=%2FAMADoc%2Fdirectives.xml-0-114.xml
https://policysearch.ama-assn.org/policyfinder/detail/Pharmacy%20Benefit%20Managers?uri=%2FAMADoc%2FHOD.xml-H-120.924.xml
https://policysearch.ama-assn.org/policyfinder/detail/Pharmacy%20Benefit%20Managers?uri=%2FAMADoc%2FHOD.xml-H-110.963.xml
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intrusion in prescription access, increase transparency, and hold these bodies accountable should 1 
patient harm occur. Policy H-125.986 outlines the importance of ensuring that payment for 2 
prescriptions is adequate to cover the full cost of prescription medications for both pharmacies and 3 
physicians/physician practices. Policy D-160.920 outlines efforts to track and work against the 4 
vertical integration between payers, PBMs, and pharmacies. This policy outlines efforts to 5 
communicate concerns and advocate for change with federal and state legislators and regulators. 6 
To further combat poor PBM practices, Policy H-110.957 outlines AMA opposition to spread 7 
pricing and discusses efforts to prohibit it on a federal and state level. Policy D-110.987 focuses on 8 
efforts to increase transparency in PBM practices, specifically in relation to patient impact and 9 
pharmacy payment. To support the aforementioned policies, the AMA also advocates for improved 10 
medication access and against PBM harms via the grassroots site TruthinRx. This campaign works 11 
to educate and influence patients, physicians, and legislators about harmful payer and PBM 12 
practices/policies. Additionally, efforts have been made at the state and federal levels to advocate 13 
for legislation to limit PBM and payer harmful practices. The AMA supported these federal PBM 14 
reforms as well as the health policy wins included in the Consolidated Appropriations Act of 2026. 15 
 16 
Finally, the AMA has policies designed to ensure that pharmacists do not practice beyond the 17 
scope of their training. Policy H-35.961 outlines the inappropriateness of pharmacists working to 18 
verify the medical rationale or diagnosis behind a treatment/prescription. Policy D-35.987 outlines 19 
AMA efforts to monitor and oppose pharmacist scope of practice expansions that constitute the 20 
practice of medicine, for which pharmacists are not trained. To further combat these scope 21 
expansions, the AMA Advocacy Resource Center has worked to block and mitigate a significant 22 
number of bills in states across the country. 23 
 24 
DISCUSSION 25 
 26 
Pharmacy access is key to ensuring patients have access to the full spectrum of health care. 27 
However, across the country millions of Americans are living in areas deemed pharmacy deserts or 28 
areas served only by a keystone pharmacy. This can have significant downstream impacts on 29 
patient health outcomes and introduce stress on the health care system as a whole. When patients 30 
are unable to fill their medications, they are unable to adhere to treatment plans prescribed by their 31 
physician. As a result, patients have increased risk of poor health outcomes and are more likely to 32 
experience increases in the severity or onset of new health issues. Pharmacies are closing at a rapid 33 
rate, an issue that is even more severe in rural areas and communities of color. Individuals living in 34 
majority-minority communities are more likely to rely on independent pharmacies, which are 35 
closing in these communities. Although there are some promising numbers in terms of how many 36 
pharmacies, especially independent pharmacies, are opening these new businesses tend not to open 37 
in underserved areas. 38 
 39 
Pharmacy access is adversely impacted due to a combination of poor reimbursement rates, PBM 40 
interference, and increasingly stringent preferred pharmacy networks. Pharmacies, even those that 41 
are a part of a large chain, have seen significant drops in gross revenue over the last several years. 42 
Even though pharmacy volume may be increasing, the rates of reimbursement are so low that the 43 
gross revenue continues to decrease. While this trend is seen in large pharmacy chains, it is even 44 
more significant for smaller and independent pharmacies. These pharmacies lack the market power 45 
to be able to negotiate reimbursement rates and are often excluded from preferred pharmacy 46 
networks. As a result, prices are higher for patients and pharmacy margins are shrinking. To 47 
combat these issues, the Council recommends the adoption of two new policies. First, the Council 48 
recommends policy that supports efforts to ensure pharmacy reimbursement across payer types 49 
covers the actual cost of obtaining and dispensing each prescription. Second, the Council 50 
recommends that policy be adopted to ensure preferred in-person pharmacy network adequacy. In 51 

https://policysearch.ama-assn.org/policyfinder/detail/pharmaceutical%20reimbursement?uri=%2FAMADoc%2FHOD.xml-0-222.xml
https://policysearch.ama-assn.org/policyfinder/detail/antitrust%20%20pharmacy?uri=%2FAMADoc%2Fdirectives.xml-D-160.920.xml
https://policysearch.ama-assn.org/policyfinder/detail/spread%20pricing?uri=%2FAMADoc%2FHOD.xml-H-110.957.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-110.987,%20?uri=%2FAMADoc%2Fdirectives.xml-D-110.987.xml
https://www.ama-assn.org/health-care-advocacy/access-care/what-are-pharmacy-benefit-managers-pbms-and-why-we-need-reform
https://www.ama-assn.org/press-center/ama-press-releases/congress-prepares-bipartisan-health-care-package-ama-priorities
https://www.ama-assn.org/health-care-advocacy/advocacy-update/feb-6-2026-national-advocacy-update?utm_source=SFMC&utm_medium=email&utm_term=262026&utm_content=26-9997_AdvocacyUpdate_020626&utm_campaign=Advocacy_Email_Newsletter_AdvocacyUpdate&utm_uid=&utm_effort=GENEM#toc-ama-supports-rural-residency-planning-and-development-act-02
https://policysearch.ama-assn.org/policyfinder/detail/pharmacy?uri=%2FAMADoc%2FHOD.xml-H-35.961.xml
https://policysearch.ama-assn.org/policyfinder/detail/pharmacy?uri=%2FAMADoc%2Fdirectives.xml-0-1178.xml
https://www.ama-assn.org/practice-management/scope-practice/physician-led-care-best-prescription-health-nation
https://www.ama-assn.org/practice-management/scope-practice/physician-led-care-best-prescription-health-nation
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line with existing network adequacy policy, this policy would work to ensure that a minimum 1 
preferred network standard be enforced across payers and bolster independent pharmacy inclusion 2 
when possible. In conjunction, these two policies could work to support existing pharmacies in 3 
continuing ongoing operations. 4 
 5 
In an effort to improve pharmacy access, innovative alternative delivery and practice methods, and 6 
legislative and regulatory changes have been implemented or proposed. These dispensing methods 7 
allow patients to have access to a pharmacist via telecommunication and receive their medication 8 
either by mail or in-person. Some health systems have even begun to implement these practices in 9 
kiosk or “vending machine” form for shelf stable medications. These practices build on existing 10 
mail order dispensing where patients are sent drugs, typically maintenance medications, via the 11 
mail. Although these methods are promising, there is some concern with pharmacy communication, 12 
medication management, and prescription accuracy. However, with appropriate guardrails, the 13 
Council believes that these dispensing methods could work in conjunction with other strategies to 14 
decrease the number of pharmacy deserts. Accordingly, the Council recommends the adoption of 15 
new policy that recognizes these dispensing methods, supports their coverage, and outlines 16 
appropriate guardrails. These guidelines ensure that pharmacists practice in their defined scope, 17 
medications are delivered timely, accurately, and without major cost increases, and that existing 18 
community pharmacies are not displaced. Further, the Council recommends the reaffirmation of 19 
Policy H-120.989, which outlines appropriate guidelines for mail order pharmacies and recognizes 20 
their legitimacy as a component to improving pharmacy access. 21 
 22 
In addition to alternative dispensing methods, governmental and non-governmental organizations 23 
have implemented changes and made investments to support improvements to pharmacy access. 24 
States have taken the opportunity to implement regulatory and legislative changes dictating fairer 25 
reimbursement rates, dispensing fees that cover actual costs, and the reining in of PBMs. The 26 
federal government has introduced legislation and regulations that target PBMs in an effort to 27 
promote their transparency. Some states along with private organizations and associations have 28 
also stepped in to provide grants and support to pharmacists operating pharmacies in deserts. To 29 
support these, and future innovative efforts, the Council recommends the adoption of new policy 30 
that not only encourages innovation, but also the associated regulatory changes necessary to 31 
implement them. To limit anticompetitive practice by PBMs or payers, the Council recommends 32 
the adoption of new policy that supports fair market competition in order to support the financial 33 
health of full-service independent/community pharmacies. Finally, to further address PBM 34 
interference, the Council recommends the reaffirmation of Policy D-110.987, which outlines AMA 35 
efforts to advocate for active regulation of PBMs, with a particular focus on increasing 36 
transparency and regulation. 37 
 38 
RECOMMENDATIONS 39 
 40 
The Council on Medical Service recommends that the following recommendations be adopted in 41 
lieu of Resolution 113-A-25, and the remainder of the report be filed: 42 
 43 
1. Our American Medical Association (AMA) supports efforts to ensure that pharmacy 44 

reimbursement by all payers covers the actual cost of obtaining and dispensing the medication, 45 
including necessary staffing and operational costs. (New HOD Policy) 46 

 47 
2. Our AMA supports the establishment and enforcement of a minimum preferred pharmacy 48 

network adequacy standard requiring all health plans to contract with sufficient numbers of 49 
pharmacies, including, when possible, independent pharmacies, such that patient medications 50 
or medical products are accessible without unreasonable travel or delay. (New HOD Policy) 51 
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3. Our AMA recognizes telepharmacy and remote dispensing as avenues to improve access to 1 
prescription medications and supports their expansion and encourages payer coverage when the 2 
following criteria are met: 3 

a. Services are provided by pharmacists within a clearly defined scope of practice that 4 
does not constitute the practice of medicine without appropriate physician supervision. 5 

b. Medications are delivered to patients accurately and in a timely manner. 6 
c. Communication between pharmacy systems is maintained to ensure an accurate 7 

medication list so that patients are educated on all their medications with key safety 8 
information. 9 

d. Patients are not subjected to increased cost-sharing or major shipping and handling 10 
fees to receive their medications. 11 

e. Existing community pharmacies are not displaced. (New HOD Policy) 12 
 13 
4. Our AMA supports the development of innovative programs designed to improve access to 14 

pharmacies and the appropriate regulatory changes to allow for these programs to be 15 
implemented while ensuring high-quality, physician-led care in alignment with AMA policy. 16 
(New HOD Policy) 17 
 18 

5. Our AMA supports practices by payers/insurers or pharmacy benefit managers (PBMs) that 19 
promote fair market competition, patient access and choice of pharmacy, and supports the 20 
financial viability of full-service independent/community pharmacies. (New HOD Policy) 21 

 22 
6. That our AMA reaffirm Policy H-120.989, which recognizes mail order pharmacy services as 23 

legitimate method for drug distribution and outlines its appropriate use. (Reaffirm HOD 24 
Policy) 25 

 26 
7. That our AMA reaffirm Policy D-110.987, which outlines AMA advocacy and support for 27 

PBM regulation. (Reaffirm HOD Policy) 28 
 
Fiscal Note: Minimal 
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Policy Appendix 
 

Mail Service Pharmacy H-120.989 
1. Our American Medical Association (AMA) believes that MSP is an established alternative 

method of distributing drugs in the United States. 
2. Our AMA believes that controlled studies in the 1970s support the fact that MSPs are less 

vulnerable to drug diversion than retail pharmacies. Although numerous concerns about lack of 
safety and drug diversion have been expressed in trade publications and newsletters, 
documented controlled data regarding these concerns are minimal. There is no evidence of lack 
of safety in the peer-reviewed controlled-study literature. Presently, the practice of obtaining 
drugs from mail service pharmacies appears to be relatively safe. 

3. Our AMA believes that mail service pharmacy for prescription drugs is probably most 
appropriate for patients who have a well-established diagnosis, who have long-term chronic 
illnesses, whose disease is relatively stable and in whom the dose and dosage schedule is well 
regulated, who are isolated because of geographic or personal reasons, who have a drug history 
profile on record, who have been adequately informed about their medication, and who 
continue to see their physician regularly. Certainly, MSP is not best utilized for medications 
that are to be used acutely. Further, there must be assurance that generic substitution occur only 
by order of the prescribing physician. 

4. Our AMA believes that any purported price savings from the use of MSP is difficult to assess, 
since studies are generally limited to regional and limited patient populations. 

5. Our AMA believes that physicians have the responsibility to prescribe reasonable amounts of 
prescription medications based on the diagnosis and needs of their patients. Physicians must 
not be influenced by purely economic reasons, but they must take into account the patient's 
ability to pay and be aware of the guidelines recommended by particular health benefit 
programs for drugs. (BOT Rep. I, I-87; Reaffirmed: Sunset Report, I-97; Reaffirmed: CSAPH 
Rep. 3, A-07; Reaffirmed: BOT Rep. 8, A-11; Reaffirmed: CSAPH Rep. 1, A-21) 

 
Improve Safety of Mail-Ordered Medication H-120.936 
Our American Medical Association supports the establishment of national guidelines for mail-order 
pharmacies to ensure that medications reach patients in a safe and timely manner with full potency, 
and that when medication is damaged or loses potency during shipment, it should be replaced by 
the pharmacy at no cost to the patient. (Res. 917, I-14; Reaffirmed: CSAPH Rep. 01, I-24) 
 
National Mail Order Pharmacy Practices H-120.962 
1. Our American Medical Association insists that mail-order pharmacy companies respect the 

prescribing authority of physicians and dispense prescription medications only in the amounts 
prescribed; and recommends that mail order pharmacy companies charge only a reasonable and 
small shipping and handling fee per shipment in order not to encourage patients to request 
amounts of medications greater than those warranted by their physician's best judgment. 

2. Our AMA opposes charging patients more than one co-pay for multiple prescriptions of the 
same or varying doses of a long-term medication within a 90-day period when evidence-based 
medicine dictates that less than 90-day prescriptions should be written during the initialization 
and dose stabilization of a newly prescribed long-term medication or during change in dosing 
of a long-term medication currently being taken. (Sub. Res. 506, I-96; Reaffirmed: CSAPH 
Rep. 3, A-06; Appended: Res. 121, A-07; Reaffirmed: BOT Rep. 8, A-11; Reaffirmation A-14; 
Modified: CSAPH Rep. 01, A-24) 
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Mail Order Pharmacies and Interface with Current Pharmacy Hubs H-120.940 
1. Our American Medical Association (AMA) will work with mail order pharmacies to make sure 

that such pharmacies adopt interfaces with current pharmacy hubs and physician electronic 
prescribing systems at no cost to physicians. 

2. Our AMA will advocate for penalties and/or incentives for mail order pharmacies to encourage 
the adoption of a functional system to automate the prescribing process through interfaces with 
physicians electronic prescribing systems. (Res. 708, A-10; Reaffirmed: BOT Rep. 8, A-11; 
Reaffirmed: CSAPH Rep. 1, A-21) 

 
Internet Prescribing H-120.956 
1. Our AMA supports the use of the Internet as a mechanism to prescribe medications with 

appropriate safeguards to ensure that the standards for high quality medical care are fulfilled. 
2. Our AMA will work with state medical societies in urging state medical boards to ensure high 

quality medical care by investigating and, when appropriate, taking necessary action against 
physicians who fail to meet the local standards of medical care when issuing prescriptions 
through Internet web sites that dispense prescription medications. 

3. Our AMA will work with the Federation of State Medical Boards and others in endorsing or 
developing model state legislation to establish limitations on Internet prescribing.  

4. Our AMA will continue to work with the National Association of Boards of Pharmacy and 
support their digital pharmacy accreditation program so that physicians and patients can easily 
identify legitimate Internet pharmacy practice sites. 

5. Our AMA will work with federal and state regulatory bodies to close down Internet web sites 
of companies that are illegally promoting and distributing (selling) prescription drug products 
in the United States. 

6. Our AMA will keep pace with changes in technology by continually updating standards of 
practice on the Internet. (BOT Rep. 35, A-99; Reaffirmed: BOT Rep. 3, I-04; Reaffirmed: Sub. 
Res. 522, A-05; Modified: CSAPH Rep. 1, A-15; Modified: CSAPH Rep. 01, A-25) 

 
Price of Medicine H-110.991 
Our AMA: (1) advocates that pharmacies be required to list the full retail price of the prescription 
on the receipt along with the co-pay that is required in order to better inform our patients of the 
price of their medications; (2) will pursue legislation requiring pharmacies, pharmacy benefit 
managers and health plans to inform patients of the actual cash price as well as the formulary price 
of any medication prior to the purchase of the medication; (3) opposes provisions in pharmacies’ 
contracts with pharmacy benefit managers that prohibit pharmacists from disclosing that a patient’s 
co-pay is higher than the drug’s cash price; (4) will disseminate model state legislation to promote 
drug price and cost transparency and to prohibit “claw backs”; (5) supports physician education 
regarding drug price and cost transparency, manufacturers’ pricing practices, and challenges 
patients may encounter at the pharmacy point-of-sale; and (6) work with relevant organizations to 
advocate for increased transparency through access to meaningful and relevant information 
about medication price and out-of-pocket costs for prescription medications sold at both retail and 
mail order/online pharmacies, including but not limited to Medicare’s drug-pricing dashboard. 
(CMS Rep. 6, A-03; Appended: Res. 107, A-07; Reaffirmed in lieu of: Res. 207, A-17; Appended: 
Alt. Res. 806, I-17; Reaffirmed: BOT Rep. 14, A-18; Appended: CMS Rep. 07, A-18; 
Reaffirmation: A-19; Appended: Res. 126, A-19) 
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Cost Sharing Arrangements for Prescription Drugs H-110.990 
Our AMA: 
1. believes that cost-sharing arrangements for prescription drugs should be designed to encourage 

the judicious use of health care resources, rather than simply shifting costs to patients; 
2. believes that cost-sharing requirements should be based on considerations such as: unit cost of 

medication; availability of therapeutic alternatives; medical condition being treated; personal 
income; and other factors known to affect patient compliance and health outcomes; 

3. supports the development and use of tools and technology that enable physicians and patients 
to determine the actual price and patient-specific out-of-pocket costs of 
individual prescription drugs, taking into account insurance status or payer type, prior to 
making prescribing decisions, so that physicians and patients can work together to determine 
the most efficient and effective treatment for the patient’s medical condition;  

4. supports public and private prescription drug plans in offering patient-friendly tools and 
technology that allow patients to directly and securely access their 
individualized prescription benefit and prescription drug cost information; and 

5. believes payers should not establish a higher cost-sharing requirement exclusively 
for prescription drugs approved for coverage under a medical exceptions process. (CMS Rep. 
1, I-07; Reaffirmation A-08; Reaffirmed: CMS Rep. 1, I-12; Reaffirmed in lieu of Res. 105, A-
13; Reaffirmed in lieu of: Res. 205, A-17; Reaffirmed in lieu of: Res. 207, A-17; Reaffirmed: 
CMS Rep. 07, A-18; Appended: CMS Rep. 2, I-21; Reaffirmed: Res. 113, A-23; Appended: 
CMS Rep. 01,  
A-23) 

 
Prescription Medication Price Negotiation H-110.959 
1. Our AMA supports efforts to ensure that patients have affordable access to medications.  
2. Our AMA encourages all payers, both public and private, in efforts to establish a reasonable 

and affordable cap on patient out-of-pocket prescription drug spending in a manner that does 
not increase patient premiums.  

3. Our AMA opposes drug payment methodologies that result in physician practices being paid at 
less than the cost of acquisition, inventory, storage, and administration of relevant drugs and 
other necessary related clinical services. (CMS Rep. 06, A-25) 

 
Adequate Prescription Medication Supply H-120.943 
1. Our AMA urges health plans to: (a) define a month's supply as a minimum of 31 days and three 
month’s supply as a minimum of 93 days, so that patients are not shorted on their one-month or 
three-month supply of prescription drugs; and (b) allow prescription refills to provide the 
appropriate number of doses for the time period specified by the physician. 
2. Our AMA will advocate and support advocacy at the state and federal levels against 
arbitrary prescription limits that restrict access to medically necessary treatment by limiting the 
dose, amount or days of the first or subsequent prescription for patients with pain related to a 
cancer or terminal diagnosis. (Res. 510, A-07; Reaffirmed: CMS Rep. 04, A-16; Appended: Res. 
918, I-16) 
 
Inappropriate Actions by Pharmacies and Pharmacy Benefit Managers D-120.988 
Our AMA, in cooperation with pharmacy benefit managers, pharmacy companies, and other drug 
retailing organizations, shall develop model procedures that physicians may use when prescribing 
off-formulary pharmaceuticals that are medically indicated and that these procedures be in 
compliance with the Health Insurance and Portability and Accountability Act of 1996. (Res. 528, 
A-02; Reaffirmation I-04; Reaffirmation A-06; Reaffirmed: CSAPH Rep. 01, A-16) 
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Evaluating Actions by Pharmacy Benefit Manager and Payer Policies on Patient Care H-
120.924 
Our AMA will: (1) urge the National Association of Boards of Pharmacy, Federation of State 
Medical Boards (FSMB), and National Association of Insurance Commissioners (NAIC) to support 
having national pharmacy chains, health insurance companies, 
and pharmacy benefits managers (PBMs) testify at state-level public hearings by state 
medical/pharmacy boards and state departments of insurance, on whether the pharmacy chains, 
health insurance companies, and PBMs’ policies to restrict the prescribing/dispensing of opioid 
analgesics are in conflict with state insurance laws or state laws governing the practice of medicine 
and pharmacy; and (2) oppose specific dose or duration limits on pharmacologic therapy that are 
not supported by medical evidence and clinical practice. (BOT Rep. 17, A-18; Reaffirmed: 235, I-
18) 
 
Third-Party Pharmacy Benefit Administrators H-110.963 
1. Our American Medical Association recommends that third-
party pharmacy benefit administrators that contract to manage the specialty pharmacy portion of 
drug formularies be included in existing pharmacy benefit manager (PBM) regulatory frameworks 
and statutes, and be subject to the same licensing, registration, and transparency reporting 
requirements. 
2. Our AMA will advocate that third-party pharmacy benefit administrators be included in future 
PBM oversight efforts at the state and federal levels. (Res. 820, I-22; Reaffirmed: CMS Rep. 06, A-
24) 
 
Pharmaceutical Benefits Management Companies H-125.986 
Our AMA: 
(1) encourages physicians to report to the Food and Drug Administration’s (FDA) MedWatch 
reporting program any instances of adverse consequences (including therapeutic failures and 
adverse drug reactions) that have resulted from the switching of therapeutic alternates; 
(2) encourages the Federal Trade Commission (FTC) and the FDA to continue monitoring the 
relationships between pharmaceutical manufacturers and PBMs, especially with regard to 
manufacturers' influences on PBM drug formularies and drug product switching programs, and to 
take enforcement actions as appropriate; 
(3) pursues congressional action to end the inappropriate and unethical use of confidential patient 
information by pharmacy benefits management companies; 
(4) states that certain actions/activities by pharmacy benefit managers and others constitute the 
practice of medicine without a license and interfere with appropriate medical care to our patients; 
(5) encourages physicians to routinely review their patient's treatment regimens for appropriateness 
to ensure that they are based on sound science and represent safe and cost-effective medical care;  
(6) supports efforts to ensure that reimbursement policies established by PBMs are based on 
medical need; these policies include, but are not limited to, prior authorization, formularies, and 
tiers for compounded medications; and  
(7) encourages the FTC and FDA to monitor PBMs’ policies for potential conflicts of interests and 
anti-trust violations, and to take appropriate enforcement actions should those policies advantage 
pharmacies in which the PBM holds an economic interest. (BOT Rep. 9, I-97; Appended: Res. 224, 
I-98; Appended: Res. 529, A-02; Reaffirmed: Res. 533A-03; Reaffirmation I-08; Reaffirmation A-
10; Reaffirmed: Alt. Res. 806, I-17; Modified: Res. 242, A-18; Reaffirmed: CMS Rep. 08, A-19; 
Reaffirmed: CMS Rep. 06, A-24) 
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Opposing Pharmacy Benefit Manager Spread Pricing H-110.957 
1. Our AMA opposes the use of spread pricing by Pharmacy Benefit Managers (PBMs). 
2. Our AMA will advocate for federal and state legislation and regulation that prohibits the use of 

spread pricing by PBMs. 
3. Our AMA supports policies requiring PBMs to use transparent, pass-through pricing models 

that ensure fair and consistent reimbursement to pharmacies, physicians, and patients. (Res. 
121, A-25) 

 
AMA Response to Pharmacy Intrusion Into Medical Practice H-35.961 
Our American Medical Association deems inappropriate inquiries from pharmacies to verify the 
medical rationale behind prescriptions, diagnoses, and treatment plans to be an interference with 
the practice of medicine and unwarranted. (CSAPH Rep. 8, A-23) 
 
Health Insurance Company Purchase by Pharmacy Chains D-160.920 
Our AMA will: (1) continue to analyze and identify the ramifications of the proposed CVS/Aetna 
or other similar merger in health insurance, pharmacy benefit manager (PBM), and retail pharmacy 
markets and what effects that these ramifications may have on physician practices and on patient 
care; (2) continue to convene and activate its AMA-state medical association and national medical 
specialty society coalition to coordinate CVS/Aetna-related advocacy activity; (3) communicate 
our AMA’s concerns via written statements and testimony (if applicable) to the U.S. Department of 
Justice (DOJ), state attorneys general and departments of insurance; (4) work to secure state level 
hearings on the merger; and (5) identify and work with national antitrust and other legal and 
industry experts and allies. (BOT Action in response to referred for decision Res. 234, I-17) 
 
Evaluation of the Expanding Scope of Pharmacists’ Practice D-35.987 
1. Our American Medical Association will re-evaluate the expanding scope of practice of 

pharmacists in America and develop additional policy to address the proposed new services 
provided by pharmacists that may constitute the practice of Medicine. 

2. Our AMA will continue to collect and disseminate state specific information in collaboration 
with state medical societies regarding the current scope of practice for pharmacists in each 
state; studying if and how each state is addressing these expansions of practice. 

3. Our AMA will develop model state legislation to address the expansion of pharmacist scope of 
practice that is found to be inappropriate or constitutes the practice of medicine, including but 
not limited to the issue of interpretations or usage of independent practice arrangements 
without appropriate physician supervision and work with interested states and specialties to 
advance such legislation. 

4. Our AMA opposes federal and state legislation allowing pharmacists to independently 
prescribe or dispense prescription medication without a valid order by, or under the supervision 
of, a licensed doctor of medicine, osteopathy, dentistry or podiatry. 

5. Our AMA opposes federal and state legislation allowing pharmacists to dispense medication 
beyond the expiration of the original prescription. 

6. Our AMA opposes the inclusion of Doctors of Pharmacy (PharmD) among those health 
professionals designated as a “Physician” by the Centers for Medicare & Medicaid Services. 
(Res. 219, A-11; Appended: Res. 218, A-12; Reaffirmed: BOT Rep. 9, A-22) 
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Resolution 710, “Requiring Insurances to Apply Discounted Cost Medication to the Patient’s 1 
Deductible,” was introduced by the New York delegation at the 2025 Interim Meeting and was referred. It 2 
asks the following: 3 
 4 

RESOLVED, that our American Medical Association (AMA) advocate for legislation or other 5 
appropriate means to ensure that all payment made by patients for prescription medications outside of 6 
their insurance coverage (such as pharmaceutical discount programs) count towards that patient’s 7 
annual deductible and out of pocket maximum. 8 

 9 
In response, this report reviews patient cost-sharing, patient assistance programs, and their impact on 10 
patients and physicians. Further, it provides an overview of related AMA policies and offers a 11 
recommendation for new House of Delegates (HOD) policy. 12 
 13 
BACKGROUND 14 
 15 
Cost-sharing is broadly defined as the portion of health care costs that a patient pays out-of-pocket 16 
(OOP). These costs are typically inclusive of deductibles, coinsurance, and copayment (“copay”).1 17 
Deductibles are the amount that a beneficiary must pay before the insurance plan covers the costs of care. 18 
While specific amounts vary plan to plan, once a deductible is met the patient is then only responsible for 19 
a copay or coinsurance.2 Plans that have lower deductibles typically have higher monthly premiums and 20 
plans with higher deductibles typically have lower monthly premiums. Some plans have separate 21 
deductibles for prescription drugs and often family plans include separate individual and family 22 
deductibles.2 In addition to deductibles, many plans have an OOP maximum, which is the most a 23 
beneficiary would have to pay for covered services annually.3 With passage of the Affordable Care Act 24 
(ACA), the vast majority of payers are required to cover preventive services fully, even prior to a 25 
deductible being met.4 After a beneficiary’s deductible is met, OOP costs are typically defined as either 26 
coinsurance or a copay.2 Coinsurance is defined as the percentage of a covered service paid by the patient 27 
while a copay is a fixed amount paid by the patient.5,6 28 
 29 
Importantly, there are several costs for which patients are responsible that are not included in deductible 30 
nor OOP maximum calculations. Specifically, payments made in relation to monthly premiums, out-of-31 
network provider fees, non-covered treatments, over the counter medications, costs that exceed payer set 32 
allowable amounts, and some prescription discount programs are often not included in a plan’s 33 
calculation of patient cost-sharing.2,3 Out-of-network care can often incur increased OOP spending, with 34 
variation from plan to plan as to what services, or how much of a service is covered out-of-network. In an 35 
effort to control costs, most plans also have an OOP maximum or limit. Typically, care that is not billed 36 
initially to the insurance company is also excluded, such as medications or physician services paid with 37 
cash. 38 
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There is significant variability, especially among private payers, in the actual set amounts for each type of 1 
cost-sharing. Among ACA Marketplace plans, the average deductible for a single individual is just under 2 
$3,000. However, there is significant variation with some plans offering deductibles as low as $80 for 3 
low-income beneficiaries who qualify, to nearly $7,500 for bronze plans.6 Although there is variation 4 
between states, the average deductible for a single person who has coverage through an Employer 5 
Sponsored Insurance (ESI) plan is just over $2,000.7 Both Marketplace and ESI plans typically have a 6 
copay between $20-$40 for primary care visits and $40-$100 for specialty care visits once a deductible is 7 
met. When these plans include coinsurance, this rate typically averages around 20 percent.8 For 8 
marketplace and ACA-compliant ESI plans, OOP maximums cannot exceed $10,600 per person or 9 
$21,200 per family. While more uncommon in private health insurance plans, Medicare sets deductibles 10 
and OOP maximums separately for prescription drug and non-drug related costs. Medicare Part D, which 11 
covers prescription drugs, has an annual OOP maximum of $2,100 and a prescription drug deductible of 12 
$615 as established by the Inflation Reduction Act.9 Medicare Part D coinsurance and copay rates vary 13 
based on drug costs (e.g., generic drugs typically have lower patient OOP costs than brand name 14 
drugs).10,11 While Medicaid OOP costs vary by state, federal regulation currently caps total OOP spending 15 
at no more than five percent of a family’s annual income and includes exemptions for certain groups, like 16 
young children and pregnant individuals, and situations, like emergency care and family planning.12 For 17 
prescription medications, among Medicaid beneficiaries making less than 150 percent of the Federal 18 
Poverty Limit, copays cannot exceed eight dollars.12 For a more detailed breakdown of these costs and 19 
how they are typically collected, please reference CMS Report 2-I-23. 20 
 21 
PATIENT ASSISTANCE PROGRAMS 22 
 23 
In the United States, prescription medications are often tied to significant OOP costs for patients. 24 
Research has shown that nearly a quarter of adults with insurance reported a necessary prescription was 25 
either not covered or required a “very high” copay.13 For individuals with chronic conditions, like 26 
diabetes, cancer, arthritis, or HIV, this can be especially problematic as generic drugs are often not 27 
available for these diagnoses. While the biologic and specialty drug market has increased access to name-28 
branded drugs, patients often incur exceptionally high costs to obtain them.14 Although this is an issue 29 
cited across all insurance types, Medicare beneficiaries reported the issue more frequently than those with 30 
other types of insurance coverage.13,14 This often results in cost-related nonadherence, meaning patients 31 
delay or skip, refilling a prescription and/or take smaller doses. Patients who are unable to adhere to their 32 
treatment plans are more likely to experience poor health outcomes, harmful side effects, and/or 33 
unsuccessful treatment outcomes.15 Current estimates show that about 15 percent of patients demonstrate 34 
cost-related nonadherence behaviors.15 As a result of challenges with OOP costs, patient assistance 35 
programs (PAPs) have become relatively common. These programs can be offered through the 36 
government, drug manufacturers, non-profit organizations, and/or as discount or coupon cards. 37 
 38 
For individuals who are beneficiaries of government funded insurance plans, there are PAPs offered by 39 
state and federal governments when medications are prohibitively expensive. For example, Medicare 40 
beneficiaries who meet certain annual income and resource limits qualify for the “Extra Help” or Low-41 
Income Subsidy which limits OOP payments beyond the larger Medicare limits.16 To qualify for this 42 
program, individuals must be dual-eligible and enrolled in a Medicaid drug coverage plan, make less than 43 
$2,015 per month, and have total assets below $18,090. Individuals who are also enrolled in Medicaid, 44 
Supplemental Security Income, or a Medicare Savings Program automatically qualify. For these 45 
beneficiaries, all generic drugs have an associated copay of just over $5 and all name-brand drugs have a 46 
copay of just under $13. If beneficiaries also qualify for Medicaid, these copays can be as low as $1.60 47 
for generics and $4.90 for name-brand drugs.17 In addition to federal programs, nearly every state has a 48 
program designed to cover the cost of prescriptions not covered by Medicare Part D plans. In addition, 49 
most states have State Pharmaceutical Assistance Programs (SPAPs). These programs are designed to 50 
reduce the cost of medication related spending for targeted populations, often those who have an income 51 

https://www.congress.gov/bill/117th-congress/house-bill/5376/text
https://councilreports.ama-assn.org/councilreports/detail/cost%20sharing?uri=%2Fextracted%2Fcouncilreports%2Fi23_cms_report_2.xml
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under a set level, are under/uninsured, have a specific diagnosis, and/or those over 65 years of age.18 For 1 
example many, but not all, states have a specific program designed to ensure that individuals with 2 
HIV/AIDS are able to access the necessary medications. Additional SPAPs are designed to center around 3 
seniors who are unable to access medications, while others are more general and apply to broader 4 
populations. For example, Alabama has one SPAP designed to assist in accessing HIV/AIDs medications 5 
(Alabama AIDS Drugs Assistance Program) and another designed to support seniors (SenioRx) who 6 
cannot afford their medications.18 7 
 8 
Beyond SPAPs, 13 states offer some kind of discount program that is often available to a wider 9 
population. Some states, such as Arizona, offer discount cards to any state resident via CoppeRx/Arizona 10 
Rx, while other states have more specified requirements. For example, California’s Discount Program is 11 
exclusive to Medicare recipients and Vermont’s program, Health Vermonters, is exclusive to those who 12 
meet an income threshold and do not have prescription coverage.18 Oregon and Washington State 13 
combined their drug assistance programs into ArrayRx, formerly the Northwest Prescription Drug 14 
Consortium, which not only provides a discount card program to residents in those states, but also pure-15 
pass through pharmacy benefit manager (PBM) services and a group purchasing organization.19 The 16 
initial joint efforts of Washington and Oregon allowed for the program to increase its investments and 17 
impacts, which has been furthered with the more recent inclusion of Arizona, Connecticut, Nevada. 18 
Estimates from this program’s discount card show that patients who utilize these cards save between 18 19 
and 80 percent when filling their prescription at a retail pharmacy.18,19 In February 2026, the federal 20 
government launched TrumpRx, which is described as offering the “cheapest prices in the world” for the 21 
negotiated drugs. As of the launch of the website, 43 medications were included with intentions to grow 22 
this number.20 While this website has been publicized as a major cost saver for patients who need the 23 
included medications, initial reviews are mixed.20,21 First, the site does not allow patients to utilize their 24 
health insurance, meaning that for individuals with prescription drug coverage, the level of savings may 25 
be limited. Second, approximately half of the drugs included on the site have generic alternatives that are 26 
less expensive than the name brand drugs.21,20,21,22 27 
 28 
While successful government assistance programs can be exceptionally helpful for those who qualify, 29 
many people do not meet the qualifications. Therefore, private organizations and companies have stepped 30 
in to offer assistance. Many drug manufacturers, especially those of very high-cost drugs, offer PAPs. In 31 
addition, drug manufacturers and companies have developed business models to provide direct-to-32 
consumer dispensing, avoiding PBMs and retail pharmacies at a lower cost, but also require forgoing the 33 
use of insurance. Although some programs are only offered to patients who are uninsured or 34 
underinsured, other programs are open to all recipients of a drug.23 These programs can be in the form of 35 
copay assistance, discounts to the price of the medication, and/or offsetting of associated costs like 36 
transportation or infusion services. However, in many cases patients must navigate an application process 37 
that is often demanding.23,24 Even so, for some patients these programs provide the only means to access 38 
their prescription(s). In addition to the aforementioned manufacturer-based programs, many non-profit 39 
organizations exist designed to help patients access their medications, often in relation to a specific 40 
diagnosis or family of diagnoses.24 For example, the Patient Access Network (PAN) Foundation works to 41 
provide grants to patients with a variety of diagnoses that are considered chronic, rare, and/or life-42 
threatening.25 43 
 44 
In addition to both government and non-governmental assistance programs, coupon or discount cards 45 
have grown in accessibility and popularity across the country. These cards are primarily based on three 46 
types of discounts: manufacturer, pharmacy-specific, and prescription coupon. Manufacturer discount 47 
cards are submitted by the patient to the pharmacy and the manufacturer then pays the difference between 48 
the patient payment and actual cost. For example, if a patient paid $50 when using the discount card on a 49 
medication that typically costs $100 OOP, the manufacturer would reimburse the pharmacy the remaining 50 
$50.26 Pharmacy-specific discount cards are unique to a pharmacy and generally allow patients to pay a 51 

https://www.alabamapublichealth.gov/hiv/
https://alabamaageline.gov/seniorx/
https://www.arizonaselfhelp.org/programs/detail/17/
https://www.pharmacy.ca.gov/consumers/medicare_discount.shtml
https://dvha.vermont.gov/members/prescription-assistance#:%7E:text=What%20help%20is%20available%3F,medicines%20with%20affordable%20monthly%20premiums.
https://www.arrayrxsolutions.com/Our-story
https://trumprx.gov/
https://www.panfoundation.org/find-disease-fund/
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lower price on a medication, typically a generic medication, but do not work in conjunction with 1 
insurance coverage. While these types of cards are particularly beneficial to uninsured patients, they also 2 
can be beneficial to those with insurance coverage, as it is not uncommon for the discounted rate to be 3 
less than the copay or coinsurance rate for a patient who is fully insured.26 Prescription discount (or 4 
coupon) cards are similar but apply to multiple pharmacies. These cards are driven by private, for-profit 5 
companies that negotiate with PBMs to secure discounts on specific medications. When these cards, such 6 
as GoodRx, America’s Pharmacy, or SingleCare, are used a portion of the transaction is split between the 7 
PBM and card company, and the remainder goes to the pharmacy in the form of payment.26,27 With the 8 
widespread use of discount cards and coupons, many payers became concerned that their benefit designs 9 
would be altered and profits lessened. As a result, some plans made changes to how OOP costs are 10 
calculated, often not counting patient payments made via coupons or discount cards toward annual cost 11 
sharing in order to maintain benefit designs and profits.27,28 Further, some plans utilize copay 12 
accumulators to maximize their profits. In these systems, when a patient relies on a coupon to afford 13 
medications, the value is not included toward the OOP costs. Therefore, when the coupon is exhausted 14 
and/or expires, the patient is subjected to paying the full deductible along with a copay/coinsurance. In 15 
this system, the payer ends up with the majority of the benefit from the coupon, as they are able to shift 16 
many of the costs back to the patient. Alternatively, payers may implement a copay maximizer program. 17 
These programs apply the coupon evenly across the year, meaning that the patient may be responsible for 18 
a smaller monthly copay in addition to the coupon. This can be problematic as plan beneficiaries that 19 
utilize copay maximizers often do not meet their annual deductible and may end up spending more on 20 
health care costs.27,28 This is particularly problematic for patients with high-deductible health plans 21 
(HDHP) as they are much less likely to meet the deductible.27 22 
 23 
As a result of increasing PAP availability, Alternative Funding Programs (AFPs) have grown 24 
significantly. AFPs are designed to assist beneficiaries in navigating the PAP application process and are 25 
relied upon when a plan sponsor, such as an employer, does not want to pay for an expensive drug. 26 
Specifically, ESI plans preemptively determine that a medication, typically a high-cost specialty 27 
prescription, is “non-essential” and as a result they are removed from the formulary making the patient 28 
“un/underinsured” for that medication and AFPs step in to assist patients in negotiating the PAP process. 29 
While these programs may seem to be beneficial to patients, AFPs can result in significant ethical 30 
concerns and impact patients negatively.29 Specifically, there have been concerns raised that the use of 31 
AFPs may conflict with consumer protection laws/regulations via the ACA, the Employee Retirement 32 
Income Security Act, and/or the Health Insurance Portability and Accountability Act. For example, under 33 
the ACA, prescription drugs are considered an essential health benefit (EHB) and, as a result, they must 34 
be covered. By deeming a prescription “non-essential,” there is some concern that the ACA EHB clause is 35 
violated. Further, there is significant concern that these programs are exploiting PAPs and causing ethical 36 
issues by incorrectly labeling patients as “underinsured” when their health plan pushes them into using an 37 
AFP.29 This could lead to not only patients who are truly un/underinsured not being able to receive 38 
support but may unduly burden patients who are not deemed eligible for support even with assistance 39 
from the AFP. A full overview of AFPs can be found in this AMA issue brief.29 40 
 41 
LEGISLATION AND REGULATION 42 
 43 
To address the issues raised by copay accumulator programs, some states have implemented legislation 44 
and/or regulation to require health plans to include reductions in OOP expenses for prescription drugs in 45 
cost-sharing calculations.30 States vary in their requirements but generally necessitate that insurance plans 46 
include a combination of third-party payments, financial assistance, discounts, and/or product vouchers in 47 
cost-sharing totals. However, many states have faced challenges in implementing these laws due to 48 
conflicts with HDHP requirements and health savings account (HSA) eligibility. Specifically, there is 49 
concern that the credit for financial assistance, prior to meeting a deductible, could cause a beneficiary to 50 
be ineligible to contribute to their HSA. In other words, to maintain HSA eligibility, beneficiaries must 51 

https://www.ama-assn.org/system/files/issue-brief-alternative-funding-programs.pdf
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meet a statutory deductible before discounts or coupons can be applied to cost-sharing calculations.30,31 1 
States have generally managed to work around this requirement by broadening legislation language or 2 
allowing for exceptions to ensure that those with HDHP/HSA plans are not ruled ineligible.30 3 
 4 
As of the writing of this report, 25 states, the District of Columbia, and Puerto Rico have laws aimed at 5 
addressing copay accumulator adjustments by insurers and PBMs. While states vary in the specifics of 6 
their legislation, many focus on a basic requirement for all payments to be included in copay calculations. 7 
In most states, the requirements apply to all state regulated plans, meaning that some plans may be 8 
exempt. For example, Illinois, via the Managed Care Reform and Patient Rights Act, requires that any 9 
state regulated health plan must count third party payments, financial assistance, discounts, product 10 
vouchers, or any other reduction in OOP expenses on prescription drugs toward cost-sharing totals.32 11 
Kentucky law prohibits state regulated payers and PBMs from excluding payments via coupons, 12 
discounts, or vouchers when calculating cost-sharing. The law does allow for the use of copay 13 
accumulators when a generic alternative is available with an exception if the prescriber deems the brand-14 
name drug is medically necessary or approved by insurance.33,34 Texas requires that health plans and 15 
PBMs apply any third-party payment, financial assistance, discount, product voucher, or other reduction 16 
in OOP expenses be included in calculations for deductibles, copays, cost-sharing responsibility, or OOP 17 
maximum. Further, Texas law shares the Kentucky exemption when a name-brand drug is medically 18 
necessary or approved by insurance.34 19 
 20 
At the federal level, the Centers for Medicare & Medicaid Services (CMS) released a 2021 rule that 21 
allowed health plans to use accumulator adjustments but deferred to states for regulation. However, this 22 
rule was challenged in 2023 and it was determined that copay accumulators are only permissible among 23 
CMS-regulated plans if allowed by state regulations and for name branded drugs that have a generic 24 
alternative.35 An additional CMS final rule clarified that among ACA Marketplace plans, drugs that are 25 
considered EHBs have a limit on annual cost sharing protected by ACA consumer protections.36 While 26 
not yet released, the Department of Labor and the Department of Health and Human Services have 27 
indicated plans to release rules outlining similar standards that will apply to broader health plans and self-28 
insured group plans.35 29 
 30 
AMA POLICY AND ADVOCACY 31 
 32 
The AMA has existing policy on copay accumulators, as Policy D-110.986 outlines AMA intent to 33 
develop model state legislation and support federal and state efforts to ban co-pay accumulator policies. 34 
As a result of this policy, the AMA has joined the All Co-pays Count coalition and adopted their model 35 
legislation. This model legislation is available to all states and is endorsed by over 30 organizations and 36 
advocacy groups. The model legislation outlines the issue and ensures that OOP spending is included in 37 
cost-sharing calculations. Related Policy H-125.977 advocates that OOP expenses  be calculated toward 38 
Medicare Part D coverage gap calculations and that assistance programs be available to all individuals 39 
regardless of insurance type or coverage. Policy D-110.982 goes further and supports advocacy on the 40 
“ethical dilemma” that is presented when patients are able to obtain medication or equipment at a price 41 
lower than their insurance offers due to discount cards or cash prices. In addition, Policy D-110.983 42 
outlines educational efforts on AFPs and the negative impacts they have and advocacy to limit AFPs via 43 
regulation or legislation. Of note, when legislation supporting the inclusion of these discounted OOP 44 
payments in cost-sharing calculations was introduced, the AMA expressed its support (House Testimony, 45 
Senate Testimony, House Letter). 46 
 47 
In addition to policies oriented towards cost-sharing/copays and OOP spending, the AMA has extensive 48 
policy designed to improve the affordability of prescription drugs. Policies H-110.980 and H-110.987 49 
demonstrate efforts to ensure that patients have access to affordable medications. These policies discuss 50 
AMA standards for drug affordability, process transparency, and patient access. Policy  51 

https://www.ilga.gov/Legislation/ILCS/Articles?ActID=1265&ChapterID=22
https://apps.legislature.ky.gov/law/acts/24RS/documents/0104.pdf
https://statutes.capitol.texas.gov/Docs/IN/htm/IN.1369.htm
https://policysearch.ama-assn.org/policyfinder/detail/Co-pay?uri=%2FAMADoc%2Fdirectives.xml-D-110.986.xml
https://allcopayscount.org/
https://policysearch.ama-assn.org/policyfinder/detail/discounted%20medication?uri=%2FAMADoc%2FHOD.xml-0-213.xml
https://policysearch.ama-assn.org/policyfinder/detail/discounted%20medication?uri=%2FAMADoc%2Fdirectives.xml-D-110.982.xml
https://policysearch.ama-assn.org/policyfinder/detail/alternative%20funding%20program?uri=%2FAMADoc%2Fdirectives.xml-D-110.983.xml
https://www.congress.gov/bill/118th-congress/house-bill/830
https://searchlf.ama-assn.org/letter/documentDownload?uri=/unstructured/binary/letter/LETTERS/lfcsot.zip/2023-5-17-WMs-Health-SubCmt-Statement-for-the-Record-on-Anticompetitive-and-Consolidated-Markets-v2.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=/unstructured/binary/letter/LETTERS/lfcsot.zip/2023-6-8-Senate-Finance-Comm-Statement-for-the-Record-Testimony-on-Consolidation-Corp.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=/unstructured/binary/letter/LETTERS/lfrd.zip/2023-3-13-Letter-to-House-re-HR-830-HELP-Copays-Act-v2.pdf
https://policysearch.ama-assn.org/policyfinder/detail/110.980?uri=%2FAMADoc%2FHOD.xml-H-110.980.xml
https://policysearch.ama-assn.org/policyfinder/detail/110.987?uri=%2FAMADoc%2FHOD.xml-0-101.xml
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H-110.986 discusses AMA support for adding value metrics into drug prices. In conjunction with the 1 
aforementioned policies that address all payer types, Policy D-330.954 specifically focuses on managing 2 
prescription drug prices in Medicare and outlines support for price negotiation. Along with 3 
aforementioned D-110.986, Policies D-120.988 and D-120.934 target PBMs and the need for increased 4 
regulation and transparency. Specifically, Policy D-120.934 outlines AMA steps to ensure that PBMs do 5 
not prevent physicians from appropriately treating patients and Policy D-120.988 details prevention of 6 
appropriate treatment by PBMs. Combined with its grassroots advocacy campaign TruthinRx, the AMA 7 
has sent a significant number of letters to legislators, regulators, and payers working to regulate PBMs 8 
and make prescription drugs affordable. Finally, the AMA voiced support for the PBM regulations passed 9 
in the Consolidated Appropriations Act of 2026. 10 
 11 
DISCUSSION 12 
 13 
Patient OOP spending is typically utilized to calculate cost-sharing amounts. For example, patients will 14 
usually need to spend a certain amount OOP to achieve their deductible amount. Once met, the payer will 15 
pay a larger share of the accrued health care costs. While this generally remains the same with 16 
prescription drug spending, the introduction of PAPs has complicated the process. PAPs can take a wide 17 
variety of forms and may be sponsored by governmental and non-governmental organizations. Due to the 18 
high, and rising costs of prescription drugs in the United States, patients continue to search for methods to 19 
make their medications more affordable. For those who qualify, government and private programs can 20 
help to reduce costs. For others, drug manufacturer discounts and support programs can assist in 21 
affordability. However, these programs often have specific eligibility qualifications that many do not 22 
meet, and as a result many have begun to utilize coupons/discount cards. 23 
 24 
While PAPs are generally beneficial to patients, payers and PBMs may employ these programs for their 25 
own financial gains. Further, the utilization of these discount cards has complicated cost-sharing 26 
calculations, as much of this spending now happens outside of insurance. For example, some accumulator 27 
adjustment programs allow for health insurers and/or PBMs to duplicate payments, in a sense “double 28 
dipping,” by accepting compensation or reimbursement from both the PAP and the patient’s OOP 29 
spending. While not all insurance companies or PBMs participate in this practice, it seems to be becoming 30 
more widespread and is harmful to patients. To take further advantage of the situation, AFPs have begun 31 
to materialize. These programs are often viewed as predatory and harmful to not only the patients that 32 
they directly serve, but also to those patients who may not be able to access the PAPs. Additionally, these 33 
AFPs may circumvent federal and state legislation and regulation. To combat the payer and PBM tactics 34 
and ensure that patient cost-sharing calculations are based on actual OOP spending, some states have 35 
recently moved to implement legislation, the impact of which has yet to be seen. To support these efforts, 36 
the Council recommends the adoption of new policy that supports that all OOP spending submitted to the 37 
payer by the patient, or on behalf of the patient, be included in calculations for cost-sharing. 38 
 39 
RECOMMENDATION 40 
 41 
The Council on Medical Service recommends that the following recommendation be adopted in lieu of 42 
Resolution 710-A-25, and the remainder of the report be filed: 43 
 44 

1. Our American Medical Association supports efforts to ensure that all payers and pharmacy 45 
benefit managers include any out-of-pocket prescription drug spending related to a covered 46 
benefit submitted by the patient, or on behalf of the patient, in cost-sharing, and/or out-of-pocket 47 
spending calculations. (New HOD Policy) 48 
 

Fiscal Note: Minimal 

https://policysearch.ama-assn.org/policyfinder/detail/110.986?uri=%2FAMADoc%2FHOD-110.986.xml
https://policysearch.ama-assn.org/policyfinder/detail/330.954?uri=%2FAMADoc%2Fdirectives.xml-0-1092.xml
https://policysearch.ama-assn.org/policyfinder/detail/120.988?uri=%2FAMADoc%2Fdirectives.xml-0-114.xml
https://policysearch.ama-assn.org/policyfinder/detail/120.934?uri=%2FAMADoc%2Fdirectives.xml-D-120.934.xml
https://searchlf.ama-assn.org/letter/documentDownload?uri=/unstructured/binary/letter/LETTERS/lfpbm.zip/2025-7-25-Letter-to-Carter-and-Dingell-re-HR-4317-PBM-Reform-Act-of-2025-v2.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=/unstructured/binary/letter/LETTERS/lfcmts.zip/2025-1-27-Letter-to-Wu-re-2026-MA-Rule-Comments-v3.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=/unstructured/binary/letter/LETTERS/lfp.zip/2025-9-19-Letter-to-Chernew-re-MedPAC.pdf
https://www.ama-assn.org/press-center/ama-press-releases/congress-prepares-bipartisan-health-care-package-ama-priorities
https://www.congress.gov/bill/119th-congress/house-bill/7148
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Council on Medical Service Report 5-A-26 
Inclusion of Discounted Prescription Medication in Patient Cost-Sharing 

Policy Appendix 
 
Co-Pay Accumulators D-110.986 
Our AMA will develop model state legislation regarding Co-Pay Accumulators for all pharmaceuticals, 
biologics, medical devices, and medical equipment, and support federal and state legislation or regulation 
that would ban co-pay accumulator policies, including in federally regulated ERISA plans. (Res. 205,  
I-19; Appended: Res. 212, I-20) 
 
Non-Formulary Medications and the Medicare Part D Coverage Gap H-125.977 
1. Our American Medical Association will advocate for the inclusion of out of pocket, non-formulary, 

prescription medication expenses in calculating a patient's contributions toward the Medicare Part D 
coverage gap, after which coverage resumes. 

2. Our AMA will advocate for economic assistance, including coupons (and other discounts), for 
patients, whether they are enrolled in government health insurance programs, enrolled in commercial 
insurance plans, or are uninsured. (Res. 826, I-14; Reaffirmation I-15; Reaffirmation: I-17; 
Reaffirmation: A-22) 
 

Ethical Pricing Procedures that Protect Insured Patients D-110.982 
1. Our American Medical Association advocates for policies that limit the cost of a medications or 

durable medical equipment to an insured patient with coverage to the lower range of prices that a non-
covered patient can achieve at cash price either before or after application of a non-manufacturer’s 
free discount card (such as GoodRx). 

2. Our AMA will write a letter to lawmakers and other pertinent stakeholders describing the ethical 
dilemma of the medication pricing process and how it adversely affects insured patients. (Res. 012, 
A-24) 
 

Alternative Funding Programs D-110.983 
Our American Medical Association will educate employers, benefits administrators, and patients 
on alternative funding programs (AFPs) and their negative impacts on patient access to treatment and will 
advocate for legislative and regulatory policies that would address negative impacts of AFPs. (Res. 707, 
A-24) 
 
Additional Mechanisms to Address High and Escalating Pharmaceutical Prices H-110.980 
1. Our American Medical Association will advocate that the use of arbitration in determining the price 

of prescription drugs meet the following standards to lower the cost of prescription drugs without 
stifling innovation: 

a. The arbitration process should be overseen by objective, independent entities. 
b. The objective, independent entity overseeing arbitration should have the authority to select 

neutral arbitrators or an arbitration panel. 
c. All conflicts of interest of arbitrators must be disclosed and safeguards developed to 

minimize actual and potential conflicts of interest to ensure that they do not undermine the 
integrity and legitimacy of the arbitration process. 

d. The arbitration process should be informed by comparative effectiveness research and cost-
effectiveness analysis addressing the drug in question. 

e. The arbitration process should include the submission of a value-based price for the drug in 
question to inform the arbitrator’s decision. 

f. The arbitrator should be required to choose either the bid of the pharmaceutical manufacturer 
or the bid of the payer. 
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g. The arbitration process should be used for pharmaceuticals that have insufficient competition; 
have high list prices; or have experienced unjustifiable price increases. 

h. The arbitration process should include a mechanism for either party to appeal the arbitrator’s 
decision. 

i. The arbitration process should include a mechanism to revisit the arbitrator’s decision due to 
new evidence or data.  

2. Our AMA will advocate that any use of international price indices and averages in determining the 
price of and payment for drugs should abide by the following principles: 

a. Any international drug price index or average should not be used to determine or set a drug’s 
price, or determine whether a drug’s price is excessive, in isolation. 

b. The use of any international drug price index or average should preserve patient access to 
necessary medications. 

c. The use of any international drug price index or average should limit burdens on physician 
practices. 

d. Any data used to determine an international price index or average to guide prescription drug 
pricing should be transparent and updated regularly. 

3. Our AMA supports the use of contingent exclusivity periods for pharmaceuticals, which would tie the 
length of the exclusivity period of the drug product to its cost-effectiveness at its list price at the time 
of market introduction. (CMS Rep. 4, I-19; Reaffirmed: CMS Rep. 3, I-20; Modified: CMS Rep. 4, 
A-22) 

 
Pharmaceutical Costs H-110.987 
1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive behavior by 

pharmaceutical companies attempting to reduce competition from generic manufacturers through 
manipulation of patent protections and abuse of regulatory exclusivity incentives. 

2. Our AMA encourages Congress, the FTC and the Department of Health and Human Services to 
monitor and evaluate the utilization and impact of controlled distribution channels for prescription 
pharmaceuticals on patient access and market competition. 

3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical industry. 
4. Our AMA will continue to monitor and support an appropriate balance between incentives based on 

appropriate safeguards for innovation on the one hand and efforts to reduce regulatory and statutory 
barriers to competition as part of the patent system. 

5. Our AMA encourages prescription drug price and cost transparency among pharmaceutical 
companies, pharmacy benefit managers and health insurance companies. 

6. Our AMA supports legislation to require generic drug manufacturers to pay an additional rebate to 
state Medicaid programs if the price of a generic drug rises faster than inflation. 

7. Our AMA supports legislation to shorten the exclusivity period for biologics. 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies and 

national medical specialty societies to develop principles to guide advocacy and grassroots efforts 
aimed at addressing pharmaceutical costs and improving patient access and adherence to medically 
necessary prescription drug regimens. 

9. Our AMA will generate an advocacy campaign to engage physicians and patients in local and 
national advocacy initiatives that bring attention to the rising price of prescription drugs and help to 
put forward solutions to make prescription drugs more affordable for all patients. 

10. Our AMA supports: 
a. drug price transparency legislation that requires pharmaceutical manufacturers to provide 

public notice before increasing the price of any drug (generic, brand, or specialty) by 10 
percent or more each year or per course of treatment and provide justification for the price 
increase; 
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b. legislation that authorizes the Attorney General and/or the Federal Trade Commission to take 
legal action to address price gouging by pharmaceutical manufacturers and increase access to 
affordable drugs for patients; and 

c. the expedited review of generic drug applications and prioritizing review of such applications 
when there is a drug shortage, no available comparable generic drug, or a price increase of 10 
percent or more each year or per course of treatment. 

11. Our AMA advocates for policies that prohibit price gouging on prescription medications when there 
are no justifiable factors or data to support the price increase. 

12. Our AMA will provide assistance upon request to state medical associations in support of state 
legislative and regulatory efforts addressing drug price and cost transparency. 

13. Our AMA supports legislation to shorten the exclusivity period for FDA pharmaceutical products 
where manufacturers engage in anti-competitive behaviors or unwarranted price escalations. 

14. Our AMA supports legislation that limits Medicare annual drug price increases to the rate of inflation. 
(CMS Rep. 2, I-15; Reaffirmed in lieu of: Res. 817, I-16; Appended: Res. 201, A-17; Reaffirmed in 
lieu of: Res. 207, A-17; Modified: Speakers Rep. 01, A-17; Appended: Alt. Res. 806, I-17; 
Reaffirmed: BOT Rep. 14, A-18; Appended: CMS Rep. 07, A-18; Appended: BOT Rep. 14, A-19; 
Reaffirmed: Res. 105, A-19; Appended: Res. 113, I-21; Reaffirmed in lieu of: Res. 810, I-22; 
Reaffirmed: Res. 801, I-23; Reaffirmed: Res. 801, I-23; Reaffirmed: CMS Rep. 04, I-24; Reaffirmed: 
CMS Rep. 06, A-25) 

 
Incorporating Value into Pharmaceutical Pricing H-110.986 
1. Our American Medical Association supports value-based pricing programs, initiatives and mechanisms 
for pharmaceuticals that are guided by the following principles: 

a. value-based prices of pharmaceuticals should be determined by objective, independent entities; 
b. value-based prices of pharmaceuticals should be evidence-based and be the result of valid and 

reliable inputs and data that incorporate rigorous scientific methods, including clinical trials, 
clinical data registries, comparative effectiveness research, and robust outcome measures that 
capture short- and long-term clinical outcomes; 

c. processes to determine value-based prices of pharmaceuticals must be transparent, easily 
accessible to physicians and patients, and provide practicing physicians and researchers a central 
and significant role; 

d. processes to determine value-based prices of pharmaceuticals should limit administrative burdens 
on physicians and patients; 

e. processes to determine value-based prices of pharmaceuticals should incorporate affordability 
criteria to help assure patient affordability as well as limit system-wide budgetary impact; and 

f. value-based pricing of pharmaceuticals should allow for patient variation and physician 
discretion. 

2. Our AMA supports the inclusion of the cost of alternatives and cost-effectiveness analysis in 
comparative effectiveness research. 
3. Our AMA supports direct purchasing of pharmaceuticals used to treat or cure diseases that pose unique 
public health threats, including hepatitis C, in which lower drug prices are assured in exchange for a 
guaranteed market size. (CMS Rep. 05, I-16; Reaffirmed in lieu of: Res. 207, A-17; Reaffirmed: CMS-
CSAPH Rep. 01, A-17; Reaffirmed: CMS Rep. 07, A-18; Reaffirmed: CSAPH Rep. 2, I-19; Reaffirmed: 
CMS Rep. 4, I-19; Reaffirmed: CMS Rep. 6, I-20; Reaffirmed: Res. 113, A-23) 
 
Prescription Drug Prices and Medicare D-330.954 
1. Our American Medical Association will support federal legislation which gives the Secretary of the 

Department of Health and Human Services the authority to negotiate contracts with manufacturers of 
covered Part D drugs. 

2. Our AMA will work toward eliminating Medicare prohibition on drug price negotiation. 
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3. Our AMA will prioritize its support for the Centers for Medicare & Medicaid Services to negotiate 
pharmaceutical pricing for all applicable medications covered by CMS. (Res. 211, A-04; 
Reaffirmation I-04; Reaffirmed in lieu of Res. 201, I-11; Appended: Res. 206, I-14; Reaffirmed: 
CMS Rep. 2, I-15; Appended: Res. 203, A-17; Reaffirmed: CMS Rep. 4, I-19; Reaffirmed: CMS 
Rep. 3, I-20; Reaffirmed: Res. 113, I-21; Reaffirmed: CMS Rep. 4, A-22; Reaffirmed in lieu of: Res. 
810, I-22) 

 
Inappropriate Actions by Pharmacies and Pharmacy Benefit Managers D-120.988 
Our AMA, in cooperation with pharmacy benefit managers, pharmacy companies, and other drug 
retailing organizations, shall develop model procedures that physicians may use when prescribing off-
formulary pharmaceuticals that are medically indicated and that these procedures be in compliance with 
the Health Insurance and Portability and Accountability Act of 1996. (Res. 528, A-02; Reaffirmation  
I-04; Reaffirmation A-06; Reaffirmed: CSAPH Rep. 01, A-16) 
 
Evaluating Actions by Pharmacy Benefit Manager and Payer Policies on Patient Care D-120.934 
1. Our American Medical Association will take steps to implement AMA Policies H-120.947 and  

D-35.981 that prescriptions must be filled as ordered by physicians or other duly authorized/licensed 
persons, including the quantity ordered. 

2. Our AMA will work with pharmacy benefit managers, payers, relevant pharmacy associations, and 
stakeholders to: (a) identify the impact on patients of policies that restrict prescriptions to ensure 
access to care and urge that these policies receive the same notice and public comment as any other 
significant policy affecting the practice of pharmacy and medicine; and (b) prohibit pharmacy actions 
that are unilateral medical decisions. 

3. Our AMA will report back at the 2018 Annual Meeting on actions taken to preserve the purview of 
physicians in prescription origination. (Res. 233, I-17; Reaffirmed: CMS Rep. 05, A-23) 
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REPORT 8 OF THE COUNCIL ON MEDICAL SERVICE (A-26) 
Rural Health Transformation Program Update & Workforce Challenges 

 
EXECUTIVE SUMMARY 

 
As a follow-up to CMS Report 3-I-25, Payment Models to Sustain Rural Hospitals, the Council 
initiated this report to provide an update on the Rural Health Transformation (RHT) program and 
discuss workforce challenges faced by physicians in rural settings. 
 
In an attempt to address funding concerns in rural settings resulting from the disproportional 
impact of cuts to Medicare, Medicaid, and the Affordable Care Act in H.R. 1, a one-time $50 
billion RHT program was created. Three-quarters of funding will be distributed across five years, 
based on state applications, Centers for Medicare & Medicaid Services (CMS)-evaluated state 
need, and CMS-scoring of state initiatives and policies. The other one-quarter of funding will be 
distributed based on state policy and application alignment with the administration’s stated goals 
and agenda. While the RHT program is a significant investment in rural health, it remains to be 
seen if the program is able to not only make up for deficits but support improvements for rural 
Americans. In addition to reviewing information on the RHT program, the Council reviewed 
information related to workforce challenges that are faced by rural physicians. Rural communities 
face significant challenges in both attracting and retaining physicians. Issues such as a lack of 
infrastructure, complicated certification/training opportunities, and physician burnout significantly 
increase the challenges faced in rural communities. Further, international medical graduates and 
rural-born or rural-trained medical students have been shown to be more likely to practice in rural 
settings, and thus programs to support and incentivize these physicians towards rural settings could 
bolster the rural physician workforce. 
 
Based on its review of the RHT program and rural workforce issues, the Council recommends the 
adoption of four new policies. First, policy to closely monitor and educate physicians and 
legislators regarding the RHT program and similar initiatives. Second, policy to support the 
development and funding of programs designed to both implement and expand telehealth in rural 
settings. Third, policy to support efforts to ensure that physicians practicing in rural settings have 
access to continuing medical education and professional development requirements. Fourth, policy 
to support the expansion of programs designed to support or define physician shortage areas to 
include specialties necessary for the functioning of a rural medical practice or hospital. Finally, the 
Council recommends the reaffirmations of Policy H-465.994, which outlines efforts to support 
rural health solutions, Policy D-200.980, which details strategies to bolster the physician workforce 
in underserved areas, and Policy H-465.988, which focuses on supporting the physician workforce 
through education and practice-based solutions.

https://councilreports.ama-assn.org/councilreports/detail/rural%20hospitals?uri=%2Fextracted%2Fcouncilreports%2Fi25_cms03_post_hod.xml
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As a follow-up to CMS Report 3-I-25, Payment Models to Sustain Rural Hospitals, the Council on 1 
Medical Service initiated this report which provides an update on the federal Rural Health 2 
Transformation (RHT) program and discusses workforce recruitment and retention in rural settings. 3 
Further, this report reviews relevant American Medical Association (AMA) policy and offers 4 
recommendations to support the physician workforce in rural settings. 5 
 6 
Given the complexity of rural health, the Council will continue to monitor and, as appropriate, 7 
initiate future reports on aspects of rural health which may include topics such as scope of practice, 8 
federal designation, Medicare Advantage, alternative payment models, immigration pathways for 9 
physicians intending to practice in rural settings, and/or educational pathways to bolster the rural 10 
physician workforce. 11 
 12 
BACKGROUND 13 
 14 
While the vast majority of land in the United States (U.S.) is considered rural, only 20 percent of 15 
Americans live in these areas.1 Vermont has the highest percentage of rural residents, with over 66 16 
percent living in rural areas while California has the lowest percentage of rural residents, with just 17 
under six percent of the state residing in rural areas.1,2 Rural communities tend to have older 18 
residents with higher rates of chronic illness, lower rates of adequate health insurance coverage, 19 
and less access to health care. Specifically, rural Americans have higher rates of heart disease, 20 
cancer, stroke, unintentional injury, suicide, maternal and infant mortality, and drug overdose 21 
mortality than non-rural Americans.1,2 These issues are exacerbated by the fact that 80 percent of 22 
rural Americans live in communities that are considered medically underserved.2 Rural 23 
communities face a number of demographic, environmental, economic, and social factors that often 24 
result in residents facing significant barriers to receiving health care.1,2 For example, rural 25 
physicians/practices often do not receive adequate payment to sustain care, struggle to maintain or 26 
qualify for governmental support, lack the infrastructure to support potential solutions, and struggle 27 
to recruit and retain an adequate health care workforce.1,2 Additional details on the state of rural 28 
health can be found in CMS Report 9-A-21, Addressing Payment and Delivery in Rural Hospitals, 29 
CMS Report 9-A-23, Federally Qualified Health Centers and Rural Health, and CMS Report 3-I-30 
25, Payment Models to Sustain Rural Hospitals. 31 
 32 
In rural settings, hospitals and medical practices face a unique challenge in that payments often do 33 
not cover the actual cost of care. Some federal programs do bolster Medicare payment rates to 34 
offset a portion of the discrepancy. However, these programs are primarily focused on hospitals 35 
that meet specific criteria, meaning that physician practices and non-designated hospitals are not 36 
eligible to receive these additional funds.3 Moreover, even for those hospitals that are able to 37 
receive special designation, the increased Medicare payment rates are often not enough to cover the 38 
deficits from other payers.3 Medicare Advantage (MA) plans have proven to be particularly 39 

https://councilreports.ama-assn.org/councilreports/detail/rural%20hospitals?uri=%2Fextracted%2Fcouncilreports%2Fi25_cms03_post_hod.xml
https://councilreports.ama-assn.org/councilreports/detail/09-a-21?uri=%2Fextracted%2Fcouncilreports%2Fj21_cms_report_9.xml
https://councilreports.ama-assn.org/councilreports/detail/09-a-23?uri=%2Fextracted%2Fcouncilreports%2Fa23_cms_report_9.xml
https://councilreports.ama-assn.org/councilreports/detail/rural%20hospitals?uri=%2Fextracted%2Fcouncilreports%2Fi25_cms03_post_hod.xml
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problematic for those practicing in rural settings as protections found in traditional Medicare do not 1 
carry over to MA plans and issues with payment can be even worse than with other payers.4,5 2 
Importantly, Medicaid also makes up a relatively significant portion of the rural payer mix, with 41 3 
states adopting some kind of Medicaid expansion program, decreasing the number of uninsured 4 
rural patients. To assist in mitigating the cost discrepancies, Medicaid provides supplemental 5 
payments to match Medicare payment rates.6 However, this is not available in all practice settings 6 
nor enough to cover all deficits.6 Additionally, these deficits are often exacerbated by uninsured or 7 
underinsured patients. More detailed information on rural payment and payer mix can be found in 8 
CMS Report 6-I-23 and CMS Report 3-I-25. 9 
 10 
As previously mentioned, rural Americans are more likely than their urban or suburban 11 
counterparts to lack adequate health insurance coverage, meaning that rural providers are often 12 
faced with a greater amount of uncompensated care.7 While this has been mitigated in many states 13 
that have chosen to implement Medicaid expansion, which with the inception of the Affordable 14 
Care Act (ACA) and after legal battles, allowed states to voluntarily expand the populations that 15 
qualify for Medicaid access. In states that chose to expand, the rates of uninsured individuals 16 
dropped sharply, with some research demonstrating nearly 15 percent lower rates of uninsured 17 
residents when compared to states that did not choose to expand Medicaid.7 The impact on rural 18 
residents was even stronger as nearly one quarter of rural adults and almost half of rural children 19 
are enrolled in their state Medicaid program.7 However, the recently passed H.R. 1 (or the “One 20 
Big Beautiful Bill Act”) is anticipated to have a negative impact on Medicaid coverage eligibility, 21 
including expansion access, as well as other types of insurance and payment rates.7,8 22 
 23 
Experts anticipate that over 10 million Americans will lose health insurance coverage as a result of 24 
the changes in H.R. 1 and that, across payer type, beneficiaries will face significant increases in 25 
premium costs.8,9 It is projected that in a majority of states, this premium increase will be more 26 
significant for rural Americans. Specifically, analyses have shown that on top of the 18 percent 27 
increase for all private health plans, rural Americans will face a 107 percent premium increase 28 
compared to the 89 percent premium increase for urban residents.8,9 Additionally, rural residents 29 
who utilize the ACA Health Insurance Marketplace Exchange (“Marketplace”) to secure insurance 30 
coverage are anticipated to experience premium increases that are 28 percent higher than urban 31 
residents, primarily driven by the lack of extension of previously available tax credits designed to 32 
help make coverage affordable.8,9 This is problematic as rural communities rely more heavily on 33 
affordable Marketplace plans to obtain health insurance.8,9 Further, due to additional challenges 34 
around rural employment and coverage determination logistics in rural settings, it is anticipated 35 
that the Medicaid work requirements outlined in H.R. 1 will disproportionately impact rural 36 
communities.9,10 According to the Centers for Medicare & Medicaid Services (CMS), there have 37 
not been actual cuts to Medicaid or other public coverage options, but rather that these 38 
expenditures were “slowed” and that any reduction in funding is focused on reductions of waste 39 
and/or fraud. However, rural health leaders and researchers have explained that these policy 40 
changes have already resulted in funding reductions negatively impacting rural health facilities and 41 
will likely continue to disproportionately impact rural providers and the communities they serve.11 42 
Experts, providers, and patients have voiced significant concern that these coverage losses have the 43 
potential to significantly worsen the landscape of rural health through increased financial stress on 44 
vulnerable rural hospitals and practices. 45 
 46 
RURAL HEALTH TRANSFORMATION (RHT) PROGRAM UPDATE 47 
 48 
In an attempt to address concerns around funding reductions, H.R. 1 included a one-time $50 49 
billion  program designated for rural health transformation.10,12 While the RHT program is clearly a 50 
significant investment in rural health, it is anticipated that it will not make up for the projected 51 

https://councilreports.ama-assn.org/councilreports/detail/rural%20hospitals?uri=%2Fextracted%2Fcouncilreports%2Fi23_cms_report_6.xml
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losses to rural hospitals and providers as a result of policy changes due to H.R. 1. It is projected 1 
that changes made to the ACA, Medicare, and Medicaid will result in rural hospitals loosing $137 2 
billion over the next 10 years, meaning that even with the rural health fund, rural hospitals are 3 
anticipated to lose $87 billion over the next decade due to patients who will lose coverage through 4 
Medicare, Medicaid, and/or Marketplace plan changes.10,12,13 The deficit created by the cuts 5 
resulting from the passage of H.R. 1, and other policy decisions such as the expiration of the 6 
enhanced ACA tax credits, is likely to cause financial problems for rural hospitals and other health 7 
care providers beyond what is potentially solved by the dollars dispersed through the RHT 8 
program.10,13 9 
 10 
The RHT program has been launched, and all 50 states have applications that have been 11 
preliminarily approved by CMS. Three-quarters of the funds in this program are designated to be 12 
divided between all states, with half distributed equally across states that have approved 13 
applications and a quarter allocated based on CMS-evaluated state need.10,12,13 The final one quarter 14 
of funding, $12.5 billion, will be distributed based on CMS scoring of state policy, state initiatives, 15 
and other factors yet to be released.13,14 CMS has indicated that $8 billion of these funds, 16 
distributed in the first few years of the program, will be based on a qualitative review of the 17 
proposed initiatives in the RHT program applications. Thirty percent of these funds will be 18 
distributed later based on state policies, or progress towards state policies, that align with the 19 
“Make America Healthy Again” (MAHA) agenda.13,14 The final $750 million will be distributed 20 
based on other factors that have not yet been announced but may include the quality of Medicaid 21 
data reporting or dual eligible integrated care plans.12,13,14,15 While the actual formula has not been 22 
released, the notice of funding for this program outlines discretion for CMS to award states higher 23 
levels of funding if policies align with the federal administration’s priorities. As a result, some 24 
states are pledging to implement policies that align with MAHA stated goals in an attempt to 25 
garner a greater amount of the discretionary portion of the RHT program funds. Of concern, a 26 
number of RHT program applications include specific reference for movement toward licensure 27 
expansion for non-physician practitioners.14 For example, some applications expand the ability of 28 
pharmacists to test and treat and/or allow for non-physician advanced practice providers to practice 29 
independently. While it is likely that these programs could have some positive impacts on the 30 
communities they serve, it remains important that the provision of medical services occur within 31 
the purview of a physician-led team. 32 
 33 
At the end of 2025, CMS announced initial RHT program awards for Fiscal Year 2026 (FY26). 34 
State awards ranged from $154,249,106 for Connecticut to $281,319,361 for Texas. A full list of 35 
state funding awards for FY26 can be found in Appendix A. The assessment of more subjective 36 
elements of applications, such as state alignment with the “MAHA agenda” or the “quality” of 37 
reporting, has not been made public. As a result, the full picture of actual funding for states is yet to 38 
be seen. Should awards be evenly distributed across states, each would receive $750 million over 39 
five years. However, as was evidenced by the FY26 funding announcement, experts anticipate 40 
there will be significant variance in awards.13,14 Researchers project that actual awards could range 41 
from $550 million in Rhode Island to over $1 billion in Texas. This discrepancy could be further 42 
exacerbated by the discretionary $12.5 billion portion of the fund that will be determined by CMS 43 
assessment of state policy and legislation.12,13,14,15 It is anticipated that Texas, California, New 44 
Mexico, Montana, and Alaska will receive the largest portions of the needs-based funding. Since 45 
rural population numbers are not fully taken into account, payment per rural resident is anticipated 46 
to vary greatly across states.12,13,14,16 For example, although it is anticipated to receive a high 47 
proportion of funding, Texas is projected to receive only $240 per rural resident while Rhode 48 
Island is projected to receive over $22,000 per rural resident -- both of which are significant 49 
deviations from the nationwide projected average of $590 per rural resident.13,14,15 50 

https://amatoday-my.sharepoint.com/personal/jreardan_ama-assn_org/Documents/Documents/CMS/Reports/Open%20Reports/8%20-%20Issues%20Facing%20Rural%20Health/2.%20Draft%20Report/13
https://amatoday-my.sharepoint.com/personal/jreardan_ama-assn_org/Documents/Documents/CMS/Reports/Open%20Reports/8%20-%20Issues%20Facing%20Rural%20Health/2.%20Draft%20Report/14,16
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In addition to potential significant funding discrepancies between states, the ambiguity of the fund 1 
allocation may mean that rural health care providers may not receive the full allocated 2 
funds.10,12,13,14 For example, states are given the ability to direct funding towards urban and 3 
suburban settings with the approval of CMS.10,12,13,14 Further, the administration has outlined 4 
intentions to “claw back” funding dispersed via the RHT program should states not successfully 5 
implement the intended program(s) in the allotted timeline. The program grants state a limited 6 
timeline, at most five years, to implement the initiatives outlined in applications. States and 7 
national rural health advocacy organizations have voiced significant concerns that this timeline is 8 
not reasonable and, as a result, funding that is given to many states may end up being taken back by 9 
the federal government.17 Not only do states have a limited timeline to implement these policies, 10 
the program’s notice of funding outlined a potential risk to state funding beyond the first year if 11 
states do not demonstrate outcomes deemed sufficient  by CMS. For many states this means that 12 
new policies will need to be implemented that align with stated MAHA/administration goals and 13 
should these policies not be implemented, funding beyond the first year may be limited or reduced. 14 
Further, the funding from this program is limited to the next five years, but the reductions in 15 
Medicare, Medicaid, and ACA funding or coverage are ongoing. As a result, after the RHT 16 
program is finished, the impacts of the cuts are likely to remain and rural health providers/facilities 17 
will be without additional support to mitigate the cuts.18 While the RHT program will likely help 18 
mitigate some of the funding reductions faced in rural settings, the level of compensation may be 19 
inadequate and the potential for politicization of available funds may result in many rural residents 20 
loosing access to crucial health care. 21 
 22 
RURAL WORKFORCE CHALLENGES 23 
 24 
As shrinking funding and payment has stretched hospitals and health care providers across the 25 
country, the United States is facing a growing physician shortage that it is exacerbated in rural 26 
communities. Specifically, research suggests that in the next decade rural communities may face a 27 
23 percent decline in physicians compared to just nine percent in non-rural settings.19 Further, 28 
studies show that rural communities have, on average, 236 fewer physicians per 100,000 people 29 
when compared to urban areas.20 These shortages are not due to any single factor, but rather a 30 
combination of  hospital/practice closures, lack of new physicians, practice challenges, and issues 31 
with infrastructure. Further, despite programs designed to support rural hospitals, many are 32 
struggling to stay open as challenges continue to grow.22,23 In recent years, the number of rural 33 
hospitals operating at a deficit has grown nearly seven percent.22 Today, half of all rural hospitals 34 
are operating at a deficit. In some states, such as Kansas and Wyoming, the problem is even worse 35 
with over 80 percent of rural hospitals operating in a deficit.22,23 Even among rural hospitals that 36 
have chosen to affiliate with larger health systems, 42 percent are operating at a deficit.22,23,24 More 37 
than 140 rural hospitals have closed since 2010 and a third of the remaining rural hospitals are 38 
financially vulnerable, placing access to emergency and inpatient care at risk for millions of rural 39 
residents. This is leading to many rural hospitals being forced to close or reduce services. For 40 
example, between 2011 and 2021, nearly 25 percent of all rural obstetric and gynecologic units 41 
were closed and access to chemotherapy decreased at a similar rate.25,26 While not exclusively 42 
responsible, these hospital closures have increased the rural physician shortage. 43 
 44 
Infrastructure 45 
 46 
Beyond hospital closures, the chronic lack of investment in rural infrastructure has resulted in 47 
many rural communities lacking basic infrastructure necessary to support community growth or 48 
maintain an adequate physician workforce. These communities often lack resources such as 49 
updated roads, utilities, broadband access, schools, and sanitation necessary to attract and retain 50 
businesses and bolster economies.27 As infrastructure becomes less maintained, businesses close or 51 
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reduce employee hours, and as a result, communities shrink in size. The issue is often cyclical; a 1 
community economy is not enough to sustain a physician and/or hospital, but when a physician or 2 
hospital leaves a community, it hurts the economy as well.28,29 This remains true for physician 3 
practices as evidence shows that each physician supports, on average, 17.1 jobs and generates 4 
approximately $3.2 million in economic output across their full career.28 Across physician offices 5 
and hospitals, residents of rural census tracts, rural residents live three to four times further away 6 
from hospitals than those in urban or suburban areas.30 When patients do travel these greater 7 
distances, they often encounter roads that are difficult to pass due to poor upkeep, difficult terrain, 8 
and/or dangerous weather. Additionally, poor system infrastructure, like faulty sanitation systems 9 
or lack of clean water, can lead to poorer health outcomes for rural residents.27 For example, for 10 
some towns in  Mississippi, estimates show that nearly 40 percent of children have chronic 11 
stomach problems due to parasitic infections linked to raw sewage in drinking water from failing 12 
infrastructure.31 13 
 14 
Not only do these issues of infrastructure directly impact patient health and health outcomes, but 15 
they also indirectly impact physician workforce. Communities that do not have adequate 16 
infrastructure are less likely to be attractive for new physicians and can be detrimental in retaining 17 
the existing physician workforce.27,32,33 Additionally, the lack of infrastructure often makes 18 
potential solutions, to mitigate the rural health crisis nearly impossible to implement. For example, 19 
telehealth has promise to bolster rural health care networks; however, nearly a quarter of rural 20 
Americans lack access to high-speed internet, compared to only 1.5 percent of urban Americans.27 21 
Further, rural practices and hospitals may be less likely to be able to offer competitive pay and/or 22 
benefits exacerbating challenges to both recruit and retain workforce.27,31,32,34 23 
 24 
Physician Recruitment and Retention 25 
 26 
Data suggest that the vast majority of medical students and trainees do not intend to practice in 27 
rural communities.35 While research has demonstrated that students who are from a rural 28 
community are more likely to return to a rural setting to practice, the number of rural medical 29 
students has been declining. Estimates show that less than five percent of medical students report 30 
they are from a rural background, meaning that this cannot be the single solution to bolstering the 31 
rural physician workforce.35 Along with rural-born trainees, international medical graduates 32 
(IMGs) can be an important element in the rural physician workforce. In addition to obtaining the 33 
appropriate visa to practice in the United States, these physicians must obtain an Education 34 
Commission on Foreign Medical Graduates certification, pass appropriate exams, and complete 35 
their residency in the United States. IMGs are essential to meeting the health care needs of 36 
Americans across the country, but especially in underserved and rural communities.36 Research 37 
shows that IMGs make up nearly a quarter of all practicing physicians in America and represent a 38 
disproportionate amount of physicians in rural and underserved settings.37  39 
 40 
While states vary widely in proportions of practicing IMGs, likely due to differing visa legislation 41 
and regulation, nationwide estimates continually demonstrate that IMGs are vital to ensuring that 42 
rural Americans have access to physicians.38 This became a greater challenge for many hiring 43 
facilities with the implementation of a new H-1B visa fee and changes to the visa lottery process. 44 
Historically, the visa lottery process was randomized, but the Department of Homeland Security 45 
(DHS) recently implemented a weighting system based on higher skill and pay positions. Further, a 46 
$100,000 fee is now attached to all H-1B petitions, which for many rural facilities is an 47 
insurmountable and/or unsustainable figure. A number of health care advocacy organizations, 48 
including the AMA, have urged DHS and the Trump administration to implement a fee exemption 49 
for health care professionals. In March 2026, a bipartisan bill (H.R. 7961; H-1Bs for Physicians 50 
and the Healthcare Workforce Act) was introduced and if passed would exempt physicians and 51 
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health care professionals from the aforementioned $100,000 filing fee attached to new H-1B 1 
petitions. However, at the time that  this report was written, this legislation has not passed Congress 2 
and no such exception has been put in place.38,39 3 
 4 
With physician burnout rate at a high across the nation, it is no surprise that rural physicians also 5 
face burnout.36 Rural physicians are frequently the only, or one of the few physicians in their area 6 
and as a result they are often asked to do more with fewer resources.27,40 Heavier clinical workloads 7 
and professional isolation in rural practice environments may contribute to physician burnout and 8 
can make recruitment and retention more difficult for rural communities.27,40 Further, physicians 9 
practicing in rural areas may find it more challenging to complete continuing professional 10 
development (CPD) requirements.41 While neither physician burnout nor the challenges around 11 
certification and CPD requirements is solely responsible for rural physician shortages, each 12 
contributes to the challenges that rural health employers have in both recruiting and retaining 13 
physicians. 14 
 15 
POTENTIAL SOLUTIONS 16 
 17 
While there is no single solution that will solve the health care problems faced by rural 18 
communities, there are some actions that could be taken to work toward improvement. One 19 
promising element toward progress is the support and expansion of telehealth services.42 Telehealth 20 
and associated remote patient care could be a lifesaving stopgap while the larger access issues are 21 
being addressed.41,42 Telehealth has been associated not only with better patient outcomes, both in 22 
health and satisfaction, but also with shorter wait times and reductions in delays of care and 23 
diagnosis/treatment.44 Research shows that patients treated by rural hospitals utilizing telehealth are 24 
more likely to receive stroke care within the crucial “golden hour” for treatment. Additionally, 25 
physician satisfaction is higher and physicians, particularly specialists, are less likely to report 26 
burnout when their practice utilizes telehealth.42,44 However, for telehealth implementation to be 27 
successful in rural areas, there would need to be an increase in access to reliable high-speed 28 
broadband in rural communities.43 Another challenge related to the implementation of telehealth is 29 
the cost for hospitals and practices. Estimates for initial startup costs in rural hospitals range from 30 
$17,000 to $50,000 with annual subscription fees over $50,000. For many rural hospitals and 31 
practices, this is an insurmountable amount of money.42 While many of the applications submitted 32 
to the RHT program include an element of telehealth, it is yet to be seen if the funds distributed by 33 
the program will be sufficient to implement and/or sustain telehealth programs in these 34 
communities.14 35 
 36 
Experts agree that in addition to encouraging rural-born medical students to return to rural practice 37 
as physicians, it is equally important to expose non-rural-born medical students to these 38 
communities. For example, the University of Washington School of Medicine’s Rural Underserved 39 
Opportunities Program allows medical students to rotate through rural care settings in five states 40 
during their first two years of medical education. This program has shown that their students who 41 
train in rural sites are twice as likely to return to practice as physicians in rural areas.45 Other 42 
programs, such as the Family Medicine Rural Residency Program, can be found across the country 43 
and are designed to expose physicians to a variety of rural practice settings during their residency. 44 
Specifically, this program includes both inpatient and outpatient rotations at a hospital which is the 45 
only one in the county.46 These programs, sometimes referred to as “Grow Your Own Doctor” 46 
programs, can be instrumental in ensuring that medical students and residents are more likely to 47 
return to rural medical practice for their career. 48 
 49 
Further, loan forgiveness programs continue to provide an incentive for physicians to practice in 50 
rural communities.43,47 The Health Resources and Services Administration (HRSA) offers a number 51 
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https://education.uwmedicine.org/curriculum/programs/ruop/
https://www.ruralgme.org/rural-programs


 CMS Rep. 8-A-26 -- page 7 of 22 

 
 

of funding programs designed to attract new physicians to rural areas. For example, the State Loan 1 
Repayment Program  and the National Health Service Corps (NHSC)  both provide loan repayment 2 
and scholarships to physicians providing primary care in provider shortage areas. The Indian 3 
Health Service (IHS) Loan Repayment Program offers similar benefits to physicians/trainees who 4 
commit to practicing in IHS settings. Further, many states allocate funds designed to expand these 5 
programs and/or provide additional incentives to physicians.48 Research shows that loan 6 
repayment/forgiveness-based retention programs are generally successful for health care workers.49 7 
For example, as many as two-thirds of physicians who committed to working in these communities 8 
as a result of a loan repayment or forgiveness program are still practicing in the community more 9 
than eight years later.50 However, some research suggests that if a physician’s overall loan amount 10 
is too high, the repayment or forgiveness programs may not be as attractive. In total, experts 11 
proport these types of programs as a promising aspect to mitigate the rural physician shortage, but 12 
not the single solution.51 13 
 14 
To facilitate the success of these programs, it also is essential that there are a sufficient number of 15 
residency slots in rural areas. Notably, the Rural Residency Planning and Development Program  16 
has introduced over 500 new residency slots in rural areas, allowing repayment programs to have 17 
the space to function and more physicians to be trained in rural settings.52 Beyond loan-based 18 
programs, general recruitment strategies have been shown to be successful in recruiting physicians 19 
to rural communities. For example, programs such as housing assistance, relocation support, 20 
flexible scheduling, and mentorship/peer support can be impactful in both attracting and retaining 21 
physicians. Specifically, experts posit that providing rural physicians with creative staffing 22 
solutions can not only attract physicians but support them in remaining in rural communities.53 23 
Locum tenens programs, or programs that fill open positions via temporary contract, can provide a 24 
stop-gap measure to ensure that rural hospitals have the staffing necessary to remain open.53 25 
 26 
As previously mentioned, IMGs are an essential component to reducing physician shortages. 27 
However, in order for these physicians to practice in the United States, they must be able to secure 28 
the appropriate visa and/or waivers.54 Often this means that physicians must secure a J-1 or H-1 29 
visa and/or a Conrad 30 waiver. Research demonstrates that more IMGs practice in states with 30 
more relaxed Conrad 30 requirements, such as an expanded visa cap. This can be incredibly 31 
beneficial in reducing the physician shortage faced in rural communities as IMGs are also more 32 
likely to practice in rural settings.36,54 Further, studies show no evidence of U.S.-trained physicians 33 
being “crowded out” of jobs as little to no changes in the proportion of domestically trained 34 
physicians were found.36 This research seems to suggest that the expansion of slots for these visa 35 
and waiver programs may allow for IMGs to help meet the health needs of rural communities. 36 
Further, it is important to not only attract physicians to rural settings, but to support those who have 37 
chosen to practice there. Specifically, to ensure that physicians are able to meet licensure and CPD 38 
requirements, programs like the Interstate Medical Licensure Compact are working to streamline 39 
licensure.55,56 This program ensures that physicians are able to expedite licensure requirements in 40 
order to practice in underserved areas. These kinds of programs are helpful in ensuring that 41 
physicians can also be available to practice telehealth and promote the aforementioned benefits of 42 
those programs.55,56 43 
 44 
To further support and attract rural-practicing physicians the federal government created the Health 45 
Professional Shortage Area (HPSA) designation and assigned particular benefits. While HPSAs are 46 
not exclusive to rural settings, there is frequent overlap. HPSAs are a geographic, population, 47 
and/or facility that has a shortage of primary, dental, or mental health care providers.57 Geographic 48 
HPSAs, most common for rural settings, are areas where the entire population is experiencing a 49 
shortage of providers. Population HPSAs are defined as a shortage of providers for a specific 50 
population in a geographic area. For example, unhoused or migrant farm workers in a set area. 51 

https://nhsc.hrsa.gov/loan-repayment/state-loan-repayment-program
https://nhsc.hrsa.gov/loan-repayment/state-loan-repayment-program
https://nhsc.hrsa.gov/loan-repayment/state-loan-repayment-program
https://www.ihs.gov/loanrepayment/
https://www.hrsa.gov/rural-health/grants/rural-health-research-policy/rrpd
https://www.ama-assn.org/system/files/fsmb-interstate-medical-licensure-compact-issue-brief.pdf
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Facility defined HPSAs include set facilities that serve a population or geographic area facing a 1 
provider shortage.57 While not an exhaustive list, Federally Qualified Health Centers, Indian Health 2 
Facilities/Hospitals, and Rural Health Clinics often meet the criteria to be defined as a facility 3 
HPSA. Currently, there are just under 8,500 primary care HPSA designations across type, which is 4 
inclusive of over 92 million people.58 Physicians practicing in HPSAs are able to access a number 5 
of incentives, the most significant of these incentives are related to scholarships/loans, 6 
immigration, and payment bonuses. Specifically, physicians are able to access NHSC scholarships 7 
and loan repayment, the J-1 visa waiver program which expedites the immigration process, and, 8 
assuming the physician serves Medicare beneficiaries, a quarterly Medicare bonus payment. While 9 
research has not demonstrated an improvement in physician workforce across all types of HPSAs, 10 
it has shown that this designation seems to make significant improvements in rural settings, 11 
demonstrating more favorable patient-physician ratios.58,59 Specifically, after a HPSA designation 12 
significant increases in primary care physicians were shown resulting in, rural HPSAs having an 13 
average of 5.4 more primary care physicians than non-HPSA rural settings.59 While primary care is 14 
essential to overall health, it is also important that rural communities have access to specialty 15 
physicians when the need arises. Further, for a rural hospital to remain fully functional, there must 16 
be an ability to attract and retain physicians beyond primary care. The success of the HPSA 17 
designation in rural primary care could indicate that an expansion to other specialties may similarly 18 
bolster the rural physician workforce. While none of these solutions alone will solve the health care 19 
problems faced by rural communities, the solutions mentioned above have been shown to have an 20 
impact and are specific, practical, and realistically achievable. 21 
 22 
AMA POLICY AND ADVOCACY 23 
 24 
The AMA has an extensive body of policy related to rural health, with some policies specifically 25 
focused on physician workforce. Broadly, Policies H-465.997 and H-465.978 outline the AMA’s 26 
stance on rural health disparities and efforts to work toward improvement in access and quality of 27 
rural health care both independently and in conjunction with relevant state medical associations and 28 
national medical specialty societies. Policy H-465.994 outlines AMA efforts to plan and promote 29 
improvements in rural health through private and public support. Beyond policies designed to 30 
generally promote rural health improvements there is a large group of policies dedicated to 31 
bolstering the rural physician workforce. Policies, H-465.988, H-200.972, and H-300.983  outline 32 
efforts centered in education to not only encourage physicians to consider rural care but also to 33 
ensure they are able to continue their training once practicing in these settings. Policies H-200.945, 34 
D-465.997, and H-330.864 address the physician workforce shortage in general, but also specific 35 
strategies to recruit and retain physicians in rural areas. Policies H-465.980, H-465.994, H-420.946, 36 
and H-350.937 outline strategies to advocate for better access to rural health care generally and 37 
with a specific focus on OB/GYN care through the implementation of networks, and focusing on 38 
minorities in rural communities. Further, Policy H-465.981 outlines AMA efforts to support rural 39 
physician practices and to begin to address limits on HPSA benefits, supports the expansion of the 40 
associated Medicare payment bonus to rural counties that meet a set poverty threshold beyond 41 
formal HPSA designation. 42 
 43 
While telehealth is mentioned in a number of the aforementioned policies related to rural health, 44 
Policy H-478.980 specifically outlines AMA advocacy to support access to broadband services in 45 
rural communities. Policy H-480.937 outlines the AMA’s stance and advocacy efforts related to the 46 
implementation of telehealth and related health technologies. In addition to telehealth, the AMA 47 
has policy, D-200.982, related to the implementation of educational programs designed to create 48 
and support pathways for students who intend to practice in rural settings. The AMA has been 49 
active in this area and successfully advocated for extensions of telehealth flexibilities that were 50 
initially implemented during the COVID-19 pandemic.43 51 

https://policysearch.ama-assn.org/policyfinder/detail/465.997?uri=%2FAMADoc%2FHOD.xml-0-4266.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20disparities?uri=%2FAMADoc%2FHOD.xml-H-465.978.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-0-4263.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20payment?uri=%2FAMADoc%2FHOD.xml-0-4257.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-0-1362.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-0-2401.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20payment?uri=%2FAMADoc%2FHOD.xml-H-200.945.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2Fdirectives.xml-D-465.997.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-H-330.864.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-0-4249.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-0-4263.xml
https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-H-420.946.xml
https://policysearch.ama-assn.org/policyfinder/detail/telehealth%20?uri=%2FAMADoc%2FHOD.xml-H-350.937.xml
https://policysearch.ama-assn.org/policyfinder/detail/465.981?uri=%2FAMADoc%2FHOD.xml-0-4250.xml
https://policysearch.ama-assn.org/policyfinder/detail/478.980?uri=%2FAMADoc%2FHOD.xml-H-478.980.xml
https://policysearch.ama-assn.org/policyfinder/detail/telehealth%20?uri=%2FAMADoc%2FHOD.xml-H-480.937.xml
https://policysearch.ama-assn.org/policyfinder/detail/200.982?uri=%2FAMADoc%2Fdirectives.xml-0-502.xml
https://www.ama-assn.org/practice-management/digital-health/advocacy-action-supporting-telehealth
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To address physician workforce, Policy H-200.949 details support for physician and trainee 1 
incentives to practice in underserved rural areas while Policy H-200.954 outlines AMA efforts to 2 
work to alleviate the overall physician shortage. The AMA policy is clear in support of expanded 3 
residency slots. Specifically, aforenoted Policies H-200.949 and H-200.954 outline support within 4 
the context of the physician workforce while Policies H-310.943 and D-305.967 focus more 5 
specifically on the residency program structure and sustainability. Finally, Policies H-255.965, H-6 
255.961, and D-255.969 all outline AMA advocacy and support for IMGs and visa processes for 7 
international physicians to be able to practice in the United States. Related, the AMA has voiced 8 
supported for recently introduced legislation that would remove the increased J-1 visa fee. 9 
Importantly, the AMA also has a robust body of policy related to prevention of scope creep and the 10 
promotion of care within a physician-led team. Specifically, Policies H-35.966 and D-160.995 call 11 
out protection of physician licensure and medical care within a physician-led team. 12 
 13 
DISCUSSION 14 
 15 
Rural Americans deserve high-quality and readily accessible health care; however, due to a 16 
complex combination of factors, including workforce challenges, rural access to care is in crisis. 17 
The RHT program was designed as an infusion of funds into rural settings but comes with a 18 
number of challenges and restrictions that may limit the positive impact of the program. Further, 19 
the dollars designated for the RHT program may not offset the projected losses that rural providers 20 
face due to cuts to Medicare, Medicaid, and the ACA. As a result, hospitals and rural physicians 21 
have voiced significant concern regarding their ability to continue to provide care for their rural 22 
patients. To address these concerns, the Council recommends the adoption of new policy that 23 
supports ongoing AMA efforts to monitor the RHT program and similar initiative to educate 24 
physicians and legislators on the associated opportunities and challenges. While the AMA has 25 
supported and developed educational materials, Council reports, and, informational sessions on the 26 
RHT, the adoption of this policy will enshrine theses these efforts and ensure their continuance. 27 
Further, the Council recommends the reaffirmation of Policy H-465.994, which outlines efforts to 28 
work towards improvements in rural health. Specifically, this policy outlines efforts to improve 29 
funding, develop evidence-based action plans, and to support innovative care models. 30 
 31 
Rural communities also face significant challenges in recruiting and retaining a physician 32 
workforce large enough to meet population needs. The cause of workforce challenges is not 33 
monolithic, as many factors including a lack of infrastructure investment and certification/training 34 
opportunities, complicate physician workforce in rural communities. Many of the solutions that 35 
could contribute to remedying this problem are also complicated by the intricate nature of the issue. 36 
For example, while telehealth has been promoted as a part of the solution to improving access to 37 
physicians in rural communities, rural communities are less likely to have access to the reliable 38 
broadband necessary for successful telehealth implementation. Additionally, rural practices and 39 
hospitals are less likely to have the necessary capital to establish or continue these programs. In 40 
order to address this, the Council recommends the adoption of new policy supporting funding for 41 
telehealth implementation and improvement in rural settings. Further, the Council notes recently 42 
reaffirmed Policy H-478.980 outlines AMA advocacy for reliable broadband in rural settings to 43 
address health disparities.  44 
 45 
Internationally trained physicians could also serve to improve rural health workforces, yet the 46 
solution faces barriers to success. Although IMG physicians have been shown to be more likely to 47 
practice in rural settings, the complicated immigration and certification process in the U.S. can 48 
introduce barriers to this solution. Another promising potential solution is educational pathways 49 
that promote rural health practice. Through medical school and residency experiences in rural 50 
communities, physicians are introduced to the benefits of practice in these settings and are more 51 

https://policysearch.ama-assn.org/policyfinder/detail/rural%20health%20?uri=%2FAMADoc%2FHOD.xml-H-200.949.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-200.954%20?uri=%2FAMADoc%2FHOD.xml-0-1344.xml
https://policysearch.ama-assn.org/policyfinder/detail/residency%20slots?uri=%2FAMADoc%2FHOD.xml-0-2527.xml
https://policysearch.ama-assn.org/policyfinder/detail/residency%20slots%20rural?uri=%2FAMADoc%2Fdirectives.xml-0-929.xml
https://policysearch.ama-assn.org/policyfinder/detail/international%20medical%20graduates%20?uri=%2FAMADoc%2FHOD.xml-H-255.965.xml
https://policysearch.ama-assn.org/policyfinder/detail/international%20medical%20graduates%20?uri=%2FAMADoc%2FHOD.xml-H-255.961.xml
https://policysearch.ama-assn.org/policyfinder/detail/international%20medical%20graduates%20?uri=%2FAMADoc%2FHOD.xml-H-255.961.xml
https://policysearch.ama-assn.org/policyfinder/detail/international%20medical%20graduates%20?uri=%2FAMADoc%2Fdirectives.xml-D-255.969.xml
https://www.ama-assn.org/press-center/ama-press-releases/ama-applauds-bill-exempt-physicians-100000-h-1b-fee
https://policysearch.ama-assn.org/policyfinder/detail/scope?uri=%2FAMADoc%2Fdirectives.xml-0-329.xml
https://www.ama-assn.org/system/files/rural-health-transformation-program-summary.pdf
https://councilreports.ama-assn.org/councilreports/detail/rural%20health?uri=%2Fextracted%2Fcouncilreports%2Fi25_cms03_post_hod.xml
https://www.youtube.com/watch?v=4IvL3u3PYGI
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likely to return. Similarly, programs that help to pay off or forgive student loans have shown to be 1 
successful in attracting and retaining talent. In order to both support IMG’s ability to practice in the 2 
rural United States and to promote U.S.-trained physicians in rural practice, the Council 3 
recommends the reaffirmation of Policy D-200.980 which outlines support for scholarship, loan 4 
repayment or forgiveness programs, and the expansion of visas for IMGs. Specifically, this policy 5 
supports collaborative efforts to secure funding and advocate for the retention and expansion of 6 
relevant programs such as the NHSCs and the Conrad 30 visa. Further, the Council recommends 7 
the reaffirmation of Policy H-465.988 which outlines educational strategies to attract and retain 8 
physicians to rural settings. This policy details efforts to ensure that appropriate training slots are 9 
available for medical students and residents, that education is delivered in a manner that is 10 
accessible, and that funding is maintained or expanded to secure these program efforts. 11 
 12 
In order to ensure that physicians who choose to practice in rural settings are able to continue, 13 
opportunities to meet licensure and CPD requirements in rural settings must be enhanced. 14 
Therefore, the Council recommends new policy designed to ensure that practicing rural physicians 15 
have accessible opportunities to meet continuing education and CPD requirements. Finally, the 16 
promise shown by both defining and incentivizing rural practice via the HPSA in bolstering the 17 
rural primary care physician workforce could indicate an area of advocacy to expand the success to 18 
physician specialties. Thus, the Council recommends the adoption of new policy that indicates 19 
AMA support for the expansion of programs that define and support physician shortage areas to 20 
include specialties in an effort to ensure that rural medical practices and hospitals can attract the 21 
full spectrum of physicians necessary. 22 
 23 
RECOMMENDATIONS 24 
 25 
The Council on Medical Service recommends that the following recommendations be adopted and 26 
the remainder of the report be filed: 27 
 28 
1. That our American Medical Association (AMA) monitor legislative and regulatory proposals 29 

related to the rural health transformation program or similar rural health initiatives to educate 30 
physicians and policymakers regarding the potential opportunities and challenges associated 31 
with such programs. (New HOD Policy) 32 
 33 

2. That our AMA support the development of funding avenues designated to support costs 34 
associated with telehealth in rural hospitals and medical practices. (New HOD Policy) 35 
 36 

3. That our AMA support the development and implementation of programs that ensure 37 
physicians practicing in rural settings have access to opportunities to meet continuing medical 38 
education and continuing professional development requirements. (New HOD Policy) 39 

 40 
4. That our AMA encourage the expansion of programs designed to define physician shortage 41 

areas and support physicians working in these areas to include specialties necessary to the 42 
functioning of a rural medical practice or hospital. (New HOD Policy) 43 
 44 

5. That our AMA reaffirm Policy H-465.994, which details efforts to support, promote, and 45 
innovate solutions to improve rural health. (Reaffirm HOD Policy) 46 

 47 
6. That our AMA reaffirm Policy D-200.980, which outlines support for various strategies to 48 

bolster the physician workforce in underserved areas, including rural communities. (Reaffirm 49 
HOD Policy) 50 
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7. That our AMA reaffirm Policy H-465.988, which specifies strategies and efforts to improve the 1 
physician workforce that focus on education and practice solutions. (Reaffirm HOD Policy) 2 

 
Fiscal Note: Minimal 
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Rural Health Transformation Fund Update & Workforce Challenges 

Policy Appendix 
 
Improving Rural Health H-465.994 
1. Our American Medical Association (AMA): 

a. supports continued and intensified efforts to develop and implement proposals for 
improving rural health care and public health, 

b. urges physicians practicing in rural areas to be actively involved in these efforts, and 
c. advocates widely publicizing AMA’s policies and proposals for improving rural health 

care and public health to the profession, other concerned groups, and the public. 
2. Our AMA will work with other entities and organizations interested in public health to: 

a. Encourage more research to identify the unique needs and models for delivering public 
health and health care services in rural communities.  

b. Identify and disseminate concrete examples of administrative leadership and funding 
structures that support and optimize local, community-based rural public health. 

c. Develop an actionable advocacy plan to positively impact local, community-based 
rural public health including but not limited to the development of rural public health 
networks, training of current and future rural physicians and public health 
professionals in core public health techniques and novel funding mechanisms to 
support public health initiatives that are led and managed by local public health 
authorities.  

d. Advocate for adequate and sustained funding for public health staffing and programs 
3. Our American Medical Association will work with relevant stakeholders to develop a national 

strategy to eliminate rural cancer disparities in screening, treatment, and outcomes and achieve 
health equity in cancer outcomes across all geographic regions. 

4. Our AMA calls for increased federal and state funding to support research on rural cancer 
disparities and equity in care, access, and outcomes and development of interventions to 
address those disparities. 

5. Our AMA advocates for evidence-based collaborative models for innovative telementoring/ 
teleconsultation between health care systems, academic medical centers, and community 
physicians to improve access to cancer screening, diagnosis, treatment, rehabilitation, and 
patient services in rural areas. (Sub. Res. 72, I-88; Reaffirmed: Sunset Report, I-98; 
Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmed: CEJA Rep. 06, A-18; Appended: Res. 433, A-
19; Modified: CSAPH Rep. 2, A-22; Reaffirmed: CMS Rep. 09, A-23; Reaffirmed: Res. 724, 
A-23; Appended: Res. 919, I-24) 
 

Educational Strategies for Meeting Rural Health Physician Shortage H-465.988 
1. In light of the data available from the current literature as well as ongoing studies being 

conducted by staff, our American Medical Association (AMA) recommends that: 
a. Our AMA encourage medical schools and residency programs to develop 

educationally sound rural clinical preceptorships and rotations consistent with 
educational and training requirements, and to provide early and continuing exposure to 
those programs for medical students and residents. 

b. Our AMA encourage medical schools to develop educationally sound primary care 
residencies in smaller communities with the goal of educating and recruiting 
more rural physicians. 

c. Our AMA encourage state and county medical societies to support state legislative 
efforts toward developing scholarship and loan programs for future rural physicians. 
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d. Our AMA encourage state and county medical societies and local medical schools to 
develop outreach and recruitment programs in rural counties to attract promising high 
school and college students to medicine and the other health professions. 

e. Our AMA urge continued federal and state legislative support for funding of 
Area Health Education Centers (AHECs) for rural and other underserved areas. 

f. Our AMA continue to support full appropriation for the National Health Service Corps 
Scholarship Program, with the proviso that medical schools serving states with 
large rural underserved populations have a priority and significant voice in the 
selection of recipients for those scholarships. 

g. Our AMA support full funding of the new federal National Health Service Corps loan 
repayment program. 

h. Our AMA encourage continued legislative support of the research studies being 
conducted by the Rural Health Research Centers funded by the National Office 
of Rural Health in the Department of Health and Human Services. 

i. Our AMA continue its research investigation into the impact of educational programs 
on the supply of rural physicians. 

j. Our AMA continue to conduct research and monitor other progress in development of 
educational strategies for alleviating rural physician shortages. 

k. Our AMA reaffirm its support for legislation making interest payments on student debt 
tax deductible. 

l. Our AMA encourage state and county medical societies to develop programs to 
enhance work opportunities and social support systems for spouses 
of rural practitioners. 

2. Our AMA will work with state and specialty societies, medical schools, teaching hospitals, the 
Accreditation Council for Graduate Medical Education (ACGME), the Centers for Medicare 
and Medicaid Services (CMS) and other interested stakeholders to identify, encourage and 
incentivize qualified rural physicians to serve as preceptors and volunteer faculty 
for rural rotations in residency. 

3. Our AMA will: 
a. work with interested stakeholders to identify strategies to increase residency training 

opportunities in rural areas with a report back to the House of Delegates; and 
b. work with interested stakeholders to formulate an actionable plan of advocacy with the 

goal of increasing residency training in rural areas. 
4. Our AMA will encourage ACGME review committees to consider adding exposure 

to rural medicine as appropriate, to encourage the development of rural program tracks in 
training programs and increase physician awareness of the conditions that pose challenges and 
lack of resources in rural areas. 

5. Our AMA will encourage adding educational webinars, workshops and other didactics via 
remote learning formats to enhance the educational needs of smaller training programs. (CME 
Rep. C, I-90; Reaffirmation A-00; Reaffirmation A-01; Reaffirmation I-01; Reaffirmed: CME 
Rep. 1, I-08; Reaffirmed: CEJA Rep. 06, A-18; Appended: Res. 956, I-18; Appended: Res. 
318, A-19; Modified: CME Rep. 3, I-21; Reaffirmation: I-22; Reaffirmed: BOT Rep. 11, A-23; 
Reaffirmed: Res. 215, I-24; Reaffirmed: BOT Rep. 07, I-24) 

 
Rural Health Physician Workforce Disparities D-465.997 
Our AMA will monitor the status and outcomes of the 2020 Census to assess the impact of 
physician supply and patient demand in rural communities. (CME Rep. 3, I-21) 
 
Improving Rural Health H-465.994 
1. Our American Medical Association: 
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a. supports continued and intensified efforts to develop and implement proposals for 
improving rural health care and public health, 

b. urges physicians practicing in rural areas to be actively involved in these efforts, and 
c. advocates widely publicizing AMA’s policies and proposals for 

improving rural health care and public health to the profession, other concerned 
groups, and the public. 

2. Our AMA will work with other entities and organizations interested in public health to: 
a. Encourage more research to identify the unique needs and models for delivering 

public health and health care services in rural communities.  
b. Identify and disseminate concrete examples of administrative leadership and funding 

structures that support and optimize local, community-based rural public health. 
c. Develop an actionable advocacy plan to positively impact local, community-

based rural public health including but not limited to the development 
of rural public health networks, training of current and future rural physicians and 
public health professionals in core public health techniques and novel funding 
mechanisms to support public health initiatives that are led and managed by local 
public health authorities.  

d. Advocate for adequate and sustained funding for public health staffing and programs 
3. Our American Medical Association will work with relevant stakeholders to develop a national 

strategy to eliminate rural cancer disparities in screening, treatment, and outcomes and 
achieve health equity in cancer outcomes across all geographic regions. 

4. Our AMA calls for increased federal and state funding to support research on rural cancer 
disparities and equity in care, access, and outcomes and development of interventions to 
address those disparities. 

5. Our AMA advocates for evidence-based collaborative models for innovative telementoring/ 
teleconsultation between health care systems, academic medical centers, and community 
physicians to improve access to cancer screening, diagnosis, treatment, rehabilitation, and 
patient services in rural areas. (Sub. Res. 72, I-88; Reaffirmed: Sunset Report, I-98; 
Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmed: CEJA Rep. 06, A-18; Appended: Res. 433, A-
19; Modified: CSAPH Rep. 2, A-22; Reaffirmed: CMS Rep. 09, A-23; Reaffirmed: Res. 724, 
A-23; Appended: Res. 919, I-24) 

 
Improving Healthcare of Minority Communities in Rural Areas H-350.937 
1. Our AMA encourages health promotion, access to care, and disease prevention through 

educational efforts and publications specifically tailored to minority communities in rural 
areas. 

2. Our AMA encourages enhanced understanding by federal, state and local governments of the 
unique health and health-related needs, including mental health, of minority communities in 
rural areas in an effort to improve their quality of life. 

3. Our AMA encourages the collection of vital statistics and other relevant demographic data of 
minority communities in rural areas. 

4. Our AMA will advise organizations of the importance of minority health in rural areas. 
5. Our AMA will channel existing policy for telehealth to support improved broadband internet 

access in minority communities in rural areas to increase the availability of telemedicine where 
clinically appropriate. 

6. Our AMA supports minority health in rural areas through programming, equity initiatives, and 
other representation efforts. 

7. Our AMA encourages the development of strategies and mechanisms for communities to share 
resources and best practices to serve their rural minority populations. (Res. 433, A-24; 
Modified: CSAPH Rep. 07, A-25) 
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Addressing Equity in Telehealth and Health Technology H-480.937 
1. Our American Medical Association recognizes access to broadband internet as a social 

determinant of health. 
2. Our AMA encourages initiatives to measure and strengthen digital literacy, with appropriate 

education programs, and with an emphasis on programs designed with and for historically 
marginalized and minoritized populations. 

3. Our AMA encourages telehealth solution and service providers to implement design 
functionality, content, user interface, and service access best practices with and for historically 
minoritized and marginalized communities, including addressing culture, language, technology 
accessibility, and digital literacy within these populations. 

4. Our AMA supports efforts to design and to improve the usability of existing electronic health 
record (EHR) and telehealth technology, including voice-activated technology, with and for 
those with difficulty accessing technology, such as older adults, individuals with vision 
impairment and individuals with other mental or physical disabilities. 

5. Our AMA encourages hospitals, health systems and health plans to invest in initiatives aimed 
at designing access to care via telehealth with and for historically marginalized and minoritized 
communities, including improving physician and non-physician provider diversity, offering 
training and technology support for equity-centered participatory design, and launching new 
and innovative outreach campaigns to inform and educate communities about telehealth. 

6. Our AMA supports expanding physician practice eligibility for programs that assist qualifying 
health care entities, including physician practices, in purchasing necessary services and 
equipment in order to provide telehealth services to augment the broadband infrastructure for, 
and increase connected device use among historically marginalized, minoritized and 
underserved populations. 

7. Our AMA supports efforts to ensure payers allow all contracted physicians to provide care 
via telehealth. 

8. Our AMA opposes efforts by health plans to use cost-sharing as a means to incentivize or 
require the use of telehealth or in-person care or incentivize care from a separate or 
preferred telehealth network over the patient’s current physicians. 

9. Our AMA will advocate that physician payments should be fair and equitable, regardless of 
whether the service is performed via audio-only, two-way audio-video, or in-person. 

10. Our AMA encourages the development of improved solutions to incorporate structured 
advance care planning (ACP) documentation standards that best meet the requisite needs for 
patients and physicians to easily store and access in the EHR complete and accurate ACP 
documentation that maintains the flexibility to capture unique, patient-centered details. 

11. Our AMA encourages hospitals, health systems, and physician practices to provide a method 
other than electronic communication for patients who are without technological proficiency or 
access. (CMS Rep. 7, A-21; Reaffirmation: A-22; Reaffirmed: Res. 213, A-23; Reaffirmation: 
A-23; Modified: BOT Rep. 06, I-24) 

 
Closing of Residency Programs H-310.943 
1. Our American Medical Association: 

a. encourages the Accreditation Council for Graduate Medical Education (ACGME) to 
address the problem of non-educational closing or downsizing of residency training 
programs. 

b. reminds all institutions involved in educating residents of their contractual 
responsibilities to the resident. 

c. encourages the ACGME and the various Residency Review Committees to reexamine 
requirements for “years of continuous training” to determine the need for 
implementing waivers to accommodate residents affected by non-educational closure 
or downsizing. 
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d. will work with the American Board of Medical Specialties Member Boards to 
encourage all its member boards to develop a mechanism to accommodate the 
discontinuities in training that arise from residency closures, regardless of cause, 
including waiving continuity care requirements and granting residents credit for partial 
years of training. 

e. urges residency programs and teaching hospitals be monitored by the 
applicable Residency Review Committees to ensure that decreases in resident numbers 
do not place undue stress on remaining residents by affecting work hours or working 
conditions, as specified in Residency Review Committee requirements. 

f. opposes the closure of residency/fellowship programs or reductions in the number of 
current positions in programs as a result of changes in GME funding. 

g. will work with the Centers for Medicare and Medicaid Services (CMS), ACGME, and 
other appropriate organizations to advocate for the development and implementation of 
effective policies to permit graduate medical education funding to follow the resident 
physician from a closing to the receiving residency program (including waivers of 
CMS caps), in the event of temporary or permanent residency program closure. 

2. Our AMA will work with the Centers for Medicare and Medicaid Services (CMS) to establish 
regulations that protect residents and fellows impacted by program or hospital closure, which 
may include recommendations for: 

a. Notice by the training hospital, intending to file for bankruptcy within 30 days, to all 
residents and fellows primarily associated with the training hospital, as well as those 
contractually matched at that training institution who may not yet have matriculated, of 
its intention to close, along with provision of reasonable and appropriate procedures to 
assist current and matched residents and fellows to find and obtain alternative training 
positions that minimize undue financial and professional consequences, including but 
not limited to maintenance of specialty choice, length of training, initial expected time 
of graduation, location and reallocation of funding, and coverage of tail medical 
malpractice insurance that would have been offered had the program or hospital not 
closed. 

b. Revision of the current CMS guidelines that may prohibit transfer of funding prior to 
formal financial closure of a teaching institution. 

c. Improved provisions regarding transfer of GME funding for displaced residents and 
fellows for the duration of their training in the event of program closure at a training 
institution. 

d. Protections against the discrimination of displaced residents and fellows consistent 
with H-295.969. 

3. Our AMA will work with the Accreditation Council for Graduate Medical Education, 
Association of American Medical Colleges, National Resident Matching Program, Educational 
Commission for Foreign Medical Graduates, Centers for Medicare and Medicaid Services, and 
other relevant stakeholders to identify a process by which displaced residents and fellows may 
be directly represented in proceedings surrounding the closure of a training hospital or 
program. 

4. Our AMA will work with the Accreditation Council for Graduate Medical Education, 
Association of American Medical Colleges, National Resident Matching Program, Educational 
Commission for Foreign Medical Graduates, Centers for Medicare and Medicaid Services, and 
other relevant stakeholders to: 

a. Develop a stepwise algorithm for designated institutional officials and program 
directors to assist residents and fellows with finding and obtaining alternative training 
positions; 

b. Create a centralized, regulated process for displaced residents and fellows to obtain 
new training positions; and 
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c. Develop pathways that ensure that closing and accepting institutions provide liability 
insurance coverage to residents, at no cost to residents. (Sub. Res. 328, A-94; 
Appended by CME Rep. 11, A-98; Reaffirmed: CME Rep. 7, A-06; Appended: Res. 
926, I-12; Modified: CME Rep. 1, A-15; Appended: Res. 310, I-19; Modified: CME 
Rep. 3, I-20; Reaffirmed: CME Rep. 01, I-22) 

 
International Medical Graduate Employment H-255.965 
Our American Medical Association will support federal legislation that reduces the administrative 
burden and streamlines the process of hiring International Medical Graduates. (Res. 203, I-22) 
 
Expedited H-1B Pathways for International Medical Graduate Physicians in the USA H-
255.961 
Our American Medical Association supports the continuance of premium processing and other 
mechanisms that expedite H-1B visa applications and renewals for International Medical Graduate 
physicians. (Res. 222, A-25) 
 
Urgent Advocacy to Restore J-1 Visa Processing for International Medical Graduate Physicians 
D-255.969 
1. Our American Medical Association publicly advocates to resume the scheduling of new J-1 visa 

appointments affecting International Medical Graduates. 
2. Our AMA will issue urgent advocacy communications to Congress, the Department of Homeland 

Security, the Department of State, and other relevant agencies, calling for the immediate 
resumption of J-1 visa processing for International Medical Graduates. 

3. Our AME will collaborate with key parties, including program directors, Designated Institutional 
Officers, medical schools, and healthcare organizations to monitor the impact of visa appointment 
suspensions on patient care and physician workforce stability. 

4. Our AMA will work proactively and transparently to reverse policies harmful to IMGs and 
mitigate future disruptions, emphasizing the essential contributions 
of International Medical Graduates to healthcare delivery in the United States. (Res. 237, A-25) 

 
Recognizing and Remedying Payment System Bias As a Factor in Rural Health Disparities H-
465.978 

1. Our American Medical Association recognizes that systemic bias in healthcare financing has 
been one of many factors leading to rural health disparities and will advocate for elimination of 
these biases through payment policy reform to help reduce the shortage of rural physicians and 
eliminate health inequities in rural America. 

2. Our AMA will, as part of our current advocacy for telehealth reform, specify that geographic 
payment equity be required in any telehealth legislation. (Res. 20, I-21, Reaffirmed: CMS Rep. 
6, I-23) 

 
Diversity in the Physician Workforce and Access to Care D-200.982 

1. Our American Medical Association will continue to advocate for programs that promote 
diversity in the US medical workforce, such as pipeline programs to medical schools. 

2. Our AMA will continue to advocate for adequate funding for federal and state programs that 
promote interest in practice in underserved areas, such as those under Title VII of the Public 
Health Service Act, scholarship and loan repayment programs under the National Health 
Services Corps and state programs, state Area Health Education Centers, and Conrad 30, and 
also encourage the development of a centralized database of scholarship and loan repayment 
programs. 

3. Our AMA will continue to study the factors that support and those that act against the choice to 
practice in an underserved area, and report the findings and solutions at the 2008 Interim 
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Meeting. (CME Rep. 7, A-08; Reaffirmation A-13; Reaffirmation: A-16; Reaffirmed: CME 
Rep. 5, A-21; Reaffirmation: Res. 240, A-24; Reaffirmed: Res. 308, I-25) 

 
Increasing Access to Broadband Internet to Reduce Health Disparities H-478.980 
Our American Medical Association will advocate for the expansion of broadband and wireless 
connectivity to all rural and underserved areas of the United States while at all times taking care to 
protecting existing federally licensed radio services from harmful interference that can be caused by 
broadband and wireless services. (Res. 208, I-18; Reaffirmed: CMS Rep. 7, A-21; Reaffirmation: A-22; 
Reaffirmed: CMS Rep. 2, A-22; Reaffirmed: CSAPH Rep. 2, A-22; Reaffirmed: Res. 112, A-25) 
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Appendix A 
Rural Health Transformation Program FY26 Funding 

 
State FY26 Award Amount State FY26 Award Amount 
 Alabama $203,404,327  South Dakota $189,477,607 
 Alaska $272,174,856  Tennessee $206,888,882 
 Arizona $166,988,956  Texas $281,319,361 
 Arkansas $208,779,396  Utah $195,743,566 
 California $233,639,308  Vermont $195,053,740 
 Colorado $200,105,604  Virginia $189,544,888 
 Connecticut $154,249,106  Washington $181,257,515 
 Delaware $157,394,964  West Virginia $199,476,099 
 Florida $209,938,195  Wisconsin $203,670,005 
 Georgia $218,862,170  Wyoming $205,004,743 
 Hawaii $188,892,440   
 Idaho $185,974,368   
 Illinois $193,418,216   
 Indiana $206,927,897   
 Iowa $209,040,064   
 Kansas $221,898,008   
 Kentucky $212,905,591   
 Louisiana $208,374,448   
 Maine $190,008,051   
 Maryland $168,180,838   
 Massachusetts $162,005,238   
 Michigan $173,128,201   
 Minnesota $193,090,618   
 Mississippi $205,907,220   
 Missouri $216,276,818   
 Montana $233,509,359   
 Nebraska $218,529,075   
 Nevada $179,931,608   
 New Hampshire $204,016,550   
 New Jersey $147,250,806   
 New Mexico $211,484,741   
 New York $212,058,208   
 North Carolina $213,008,356   
 North Dakota $198,936,970   
 Ohio $202,030,262   
 Oklahoma $223,476,949   
 Oregon $197,271,578   
 Pennsylvania $193,294,054   
 Rhode Island $156,169,931   
 South Carolina $200,030,252   
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Resolution: 101  
(A-26) 

 
Introduced by: Washington 
 
Subject: Revise the Use of Language Stigmatizing Obesity in ICD-10 Code 

E66.01“Morbid (Severe) Obesity Due to Excess Calories” 
 
Referred to: Reference Committee A 
 
 
Whereas, weight bias is prevalent in health care settings, particularly for patients with obesity, 1 
and has been well-documented to be associated with an increased stress response, increased 2 
health care avoidance, and poorer health outcomes for patients1; and 3 
 4 
Whereas, person-centered care is a core tenet of primary care specifically and health care 5 
generally; and 6 
 7 
Whereas, the ICD-10 code E66.01 “morbid (severe) obesity due to excess calories” has been 8 
perceived by patients to be stigmatizing and perpetuates biased language in medicine; and 9 
 10 
Whereas, less stigmatizing language is included in E66.811-E66.813 (obesity, class 1-3); and 11 
 12 
Whereas, the ICD-10 code E66.01 is frequently the only code payers use for risk-adjusted 13 
payments to physicians; therefore be it 14 
 15 
RESOLVED, that our American Medical Association will advocate to the Centers for Medicare & 16 
Medicaid Services and other payors for equivalent, risk-adjusted payment for alternate codes 17 
with more patient-centered, neutral, and non-stigmatizing language in place of ICD-10 code 18 
E66.01. (Directive to Take Action) 19 
 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 3/13/26 
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RELEVANT AMA POLICY 
 
D-65.969 Use of Inclusive Language 
Our AMA, in consultation with relevant parties, including the AMA Center for Health Equity, will amend 
existing policies to ensure the use of the most updated, inclusive, equitable, respectful, non-stigmatizing, 
and person-first language and use such language in all future AMA policies and amendments. 
 
Our AMA, in consultation with relevant parties, including the AMA Center for Health Equity, will identify 
other types of outdated language in AMA policies and devise a timely mechanism for editorial changes, 
including both one-time updates and a protocol for editorial changes to language at the HOD Reference 
Committee recommendation stage and whenever a policy is amended, modified, appended, reaffirmed, 
or reviewed for sunset; and report back to the House of Delegates. 
 
D-70.942 Restricting Derogatory and Stigmatizing Language of ICD-10 Codes  
Our American Medical Association will collaborate with the Centers for Disease Control and Prevention 
and the National Center for Health Statistics ICD-10 Coordination and Maintenance Committee to 
advocate for the World Health Organization to adopt destigmatizing terminology in ICD-10 and future ICD 
codes and to eliminate existing stigmatizing diagnostic synonyms. 
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Resolution: 102  
(A-26) 

 
Introduced by: Pennsylvania 
 
Subject: Study for EMTALA Relief in Psychiatric Facilities  
 
Referred to: Reference Committee A 
 
 
Whereas, Emergency Medical Treatment and Labor Act (EMTALA) is a federal law enacted in 1 
1986 to ensure public access to emergency medical services regardless of a patient’s ability to 2 
pay; and 3 
 4 
Whereas, EMTALA requires hospitals to provide a medical screening examination to anyone 5 
requesting treatment for an emergency medical condition; and 6 
 7 
Whereas, if an emergency condition is identified, the hospital must stabilize the patient before 8 
transferring or discharging them; and  9 
 10 
Whereas, the original EMTALA bill had exempted psychiatric hospital facilities, but various 11 
exemptions were inadvertently lost in the legislative process without specific explanation; and  12 
 13 
Whereas, EMTALA prevents hospitals from refusing treatment or transferring patients based on 14 
their insurance status or ability to pay; and  15 
 16 
Whereas, many free-standing psychiatric hospitals are used by local law enforcement for any 17 
disruptive person in police custody, or by emergency departments that transfer intoxicated 18 
patients; and  19 
 20 
Whereas, this unfairly burdens free-standing psychiatric facilities; therefore be it 21 
 22 
RESOLVED, that our American Medical Association perform a study to determine whether it 23 
would be appropriate to seek EMTALA relief, exemption, or modifications for exclusively 24 
psychiatric hospital facilities. (Directive to Take Action) 25 

26 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 4/9/26 
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Resolution:103 
(A-26) 

 
Introduced by: Florida, Oklahoma, Medical Student Society 
 
Subject: Supporting Non-Insurance Directed Sales of Pharmaceuticals to Patients 
 
Referred to: Reference Committee A 
 
 
Whereas, the United States spent an estimated $650 billion on prescription drugs in 2023 after 1 
discounts, with approximately one‑third of that total—$215 billion—flowing to PBMs, 2 
wholesalers, and pharmacies rather than manufacturers, reflecting the substantial financial 3 
impact of intermediaries in the drug supply chain1; and 4 
 5 
Whereas, patients frequently face high out‑of‑pocket costs for essential medications due to 6 
formulary exclusions, prior authorization barriers, and pricing practices driven by PBMs and 7 
insurance intermediaries, including the use of high list prices that increase patient cost‑sharing 8 
even when net prices fall, a dynamic well‑documented in analyses of PBM rebate structures2,3; 9 
and 10 
 11 
Whereas, PBM compensation models tied to drug list prices have been shown to incentivize 12 
higher list prices and steer patients toward more expensive medications, with research 13 
indicating that delinking PBM compensation from list prices could reduce national drug spending 14 
by nearly $100 billion annually1, 4; and  15 
 16 
Whereas, a growing number of Americans—including those without comprehensive insurance— 17 
use alternative platforms to obtain FDA‑approved medications prescribed by licensed 18 
physicians, including coupon‑based retail programs for generic and name brand drug, (e.g., 19 
GoodRx, Trump Rx), direct‑to‑consumer pharmacies (e.g., Mark Cuban Cost Plus Drugs), and 20 
direct manufacturer‑to‑patient programs (e.g., Lilly Direct, Pfizer for All), in order to reduce 21 
medication costs5; and  22 
 23 
Whereas, these platforms often provide prices substantially lower than insurance‑based retail 24 
prices, in part because they bypass PBM‑driven markups and rebate structures, and without 25 
such platforms many patients would be unable to obtain necessary therapies6; and  26 
 27 
Whereas, the American Medical Association has long‑standing policies supporting access to 28 
affordable prescription drugs, reducing financial barriers for patients, and promoting 29 
transparency in pharmaceutical pricing7; therefore be it 30 
 31 
RESOLVED, that our American Medical Association advocate for legislation and regulation to 32 
ensure that when a patient with health insurance purchases an FDA-approved prescription 33 
medication pursuant to a valid prescription through a lawful cash-pay, coupon-based, direct-to-34 
consumer pharmacy, or direct manufacturer-to-patient sales platform, the patient’s out-of-pocket 35 
payment for that medication shall be credited toward the patient’s deductible and annual out-of-36 
pocket maximum to the same extent as if the medication had been obtained through the 37 
patient’s insurance-arranged pharmacy or distribution channel (Directive to Take Action); and be 38 
it further  39 
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RESOLVED, that our AMA advocate that health insurers, pharmacy benefit managers, 1 
pharmacies, and affiliated distribution entities should match the lowest available bona fide 2 
patient price for the same drug, strength, dosage form, and quantity available through a valid 3 
prescription, whether offered through the patient’s insurance benefit, a coupon-based retail 4 
program, a direct-to-consumer pharmacy, or a direct manufacturer-to-patient sales channel 5 
(Directive to Take Action); and be it further 6 
 7 
RESOLVED, that our AMA advocate that patients and prescribing physicians receive 8 
transparent point-of-sale disclosure of the patient’s expected out-of-pocket cost through the 9 
insurance benefit and any lower lawful cash or direct-purchase price available for the prescribed 10 
medication. (Directive to Take Action) 11 

12 
Fiscal Note: Moderate – between $10,000 - $50,000 
 
Received: 4/9/26 
 
 
REFERENCES 
https://schaeffer.usc.edu/research/pbm-delinking-drug-cost-savings/ 
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AMA Policies H‑110.987, H‑110.980, H‑125.979 
AMA Policies H‑125.991, H‑125.984 
AMA Policies H‑125.991, H‑125.988 
AMA Policies H‑110.987, H‑125.979, H‑125.991 
AMA Policies H‑110.987, H‑125.979, H‑125.991 
 
 
RELEVANT AMA POLICY 
 
Pharmaceutical Costs H-110.987 

1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive behavior 
by pharmaceutical companies attempting to reduce competition from generic manufacturers 
through manipulation of patent protections and abuse of regulatory exclusivity incentives. 

2. Our AMA encourages Congress, the FTC and the Department of Health and Human Services to 
monitor and evaluate the utilization and impact of controlled distribution channels for prescription 
pharmaceuticals on patient access and market competition. 

3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical industry. 
4. Our AMA will continue to monitor and support an appropriate balance between incentives based 

on appropriate safeguards for innovation on the one hand and efforts to reduce regulatory and 
statutory barriers to competition as part of the patent system. 

5. Our AMA encourages prescription drug price and cost transparency among pharmaceutical 
companies, pharmacy benefit managers and health insurance companies. 

6. Our AMA supports legislation to require generic drug manufacturers to pay an additional rebate to 
state Medicaid programs if the price of a generic drug rises faster than inflation. 

7. Our AMA supports legislation to shorten the exclusivity period for biologics. 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies and 

national medical specialty societies to develop principles to guide advocacy and grassroots 
efforts aimed at addressing pharmaceutical costs and improving patient access and adherence to 
medically necessary prescription drug regimens. 

9. Our AMA will generate an advocacy campaign to engage physicians and patients in local and 
national advocacy initiatives that bring attention to the rising price of prescription drugs and help 
to put forward solutions to make prescription drugs more affordable for all patients. 

10. Our AMA supports: 
a. drug price transparency legislation that requires pharmaceutical manufacturers to provide 

public notice before increasing the price of any drug (generic, brand, or specialty) by 10% 
or more each year or per course of treatment and provide justification for the price 
increase; 
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b. legislation that authorizes the Attorney General and/or the Federal Trade Commission to 
take legal action to address price gouging by pharmaceutical manufacturers and increase 
access to affordable drugs for patients; and 

c. the expedited review of generic drug applications and prioritizing review of such 
applications when there is a drug shortage, no available comparable generic drug, or a 
price increase of 10% or more each year or per course of treatment. 

11. Our AMA advocates for policies that prohibit price gouging on prescription medications when 
there are no justifiable factors or data to support the price increase. 

12. Our AMA will provide assistance upon request to state medical associations in support of state 
legislative and regulatory efforts addressing drug price and cost transparency. 

13. Our AMA supports legislation to shorten the exclusivity period for FDA pharmaceutical products 
where manufacturers engage in anti-competitive behaviors or unwarranted price escalations. 

14. Our AMA supports legislation that limits Medicare annual drug price increases to the rate of 
inflation. 
CMS Rep. 2, I-15 Reaffirmed in lieu of: Res. 817, I-16 Appended: Res. 201, A-17 Reaffirmed in 
lieu of: Res. 207, A-17 Modified: Speakers Rep. 01, A-17 Appended: Alt. Res. 806, I-17 
Reaffirmed: BOT Rep. 14, A-18 Appended: CMS Rep. 07, A-18 Appended: BOT Rep. 14, A-19 
Reaffirmed: Res. 105, A-19 Appended: Res. 113, I-21 Reaffirmed in lieu of: Res. 810, I-22 
Reaffirmed: Res. 801, I-23 Reaffirmed: Res. 801, I-23 Reaffirmed: CMS Rep. 04, I-24 Reaffirmed: 
CMS Rep. 06, A-25 

Additional Mechanisms to Address High and Escalating Pharmaceutical Prices H-110.980 
1. Our American Medical Association will advocate that the use of arbitration in determining the 

price of prescription drugs meet the following standards to lower the cost of prescription drugs 
without stifling innovation: 

a. The arbitration process should be overseen by objective, independent entities. 
b. The objective, independent entity overseeing arbitration should have the authority to 

select neutral arbitrators or an arbitration panel. 
c. All conflicts of interest of arbitrators must be disclosed and safeguards developed to 

minimize actual and potential conflicts of interest to ensure that they do not undermine 
the integrity and legitimacy of the arbitration process. 

d. The arbitration process should be informed by comparative effectiveness research and 
cost-effectiveness analysis addressing the drug in question. 

e. The arbitration process should include the submission of a value-based price for the drug 
in question to inform the arbitrator’s decision. 

f. The arbitrator should be required to choose either the bid of the pharmaceutical 
manufacturer or the bid of the payer. 

g. The arbitration process should be used for pharmaceuticals that have insufficient 
competition; have high list prices; or have experienced unjustifiable price increases. 

h. The arbitration process should include a mechanism for either party to appeal the 
arbitrator’s decision. 

i. The arbitration process should include a mechanism to revisit the arbitrator’s decision 
due to new evidence or data.  

2. Our AMA will advocate that any use of international price indices and averages in determining the 
price of and payment for drugs should abide by the following principles: 

a. Any international drug price index or average should not be used to determine or set a 
drug’s price, or determine whether a drug’s price is excessive, in isolation. 

b. The use of any international drug price index or average should preserve patient access 
to necessary medications. 

c. The use of any international drug price index or average should limit burdens on 
physician practices. 

d. Any data used to determine an international price index or average to guide prescription 
drug pricing should be transparent and updated regularly. 

3. Our AMA supports the use of contingent exclusivity periods for pharmaceuticals, which would tie 
the length of the exclusivity period of the drug product to its cost-effectiveness at its list price at 
the time of market introduction. 
CMS Rep. 4, I-19 Reaffirmed: CMS Rep. 3, I-20 Modified: CMS Rep. 4, A-22 
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Private Health Insurance Formulary Transparency H-125.979 

1. Our American Medical Association will work with pharmacy benefit managers, health insurers, 
and pharmacists to enable physicians to receive accurate, real-time formulary data at the point of 
prescribing. 

2. Our AMA supports legislation or regulation that ensures that private health insurance carriers 
declare which medications are available on their formularies by October 1 of the preceding year, 
that formulary information be specific as to generic versus trade name and include copay 
responsibilities, and that drugs may not be removed from the formulary nor moved to a higher 
cost tier within the policy term. 

3. Our AMA will develop model legislation: 
a. requiring insurance companies to declare which drugs on their formulary will be covered 

under trade names versus generic. 
b. requiring insurance carriers to make this information available to consumers by October 1 

of each year. 
c. forbidding insurance carriers from making formulary deletions within the policy term. 

4. Our AMA will promote the following insurer-pharmacy benefits manager - pharmacy (IPBMP) to 
physician procedural policy: In the event that a specific drug is not or is no longer on the 
formulary when the prescription is presented, the IPBMP shall provide notice of covered 
formulary alternatives to the prescriber promptly so that appropriate medication can be provided 
to the patient within 72 hours. 

5. Drugs requiring prior authorization, shall be adjudicated by the IPBMP within 72 hours of receipt 
of the prescription. 

6. Our AMA 
a. promotes the value of online access to up-to-date and accurate prescription drug 

formulary plans from all insurance providers nationwide. 
b. supports state medical societies in advocating for state legislation to ensure online 

access to up-to-date and accurate prescription drug formularies for all insurance plans. 
7. Our AMA will continue its efforts with the National Association of Insurance Commissioners 

addressing the development and management of pharmacy benefits. 
8. Our AMA will develop model state legislation on the development and management of pharmacy 

benefits. 
Sub. Res. 724, A-14 Appended: Res. 701, A-16 Appended: Alt. Res. 806, I-17 Reaffirmed: CMS 
Rep. 07, A-18 Reaffirmed: BOT Rep. 20, A-19 Reaffirmed: CMS Rep. 05, A-19 Reaffirmed: CMS 
Rep. 2, A-21 Reaffirmed: CMS Rep. 06, A-24 

Drug Formularies and Therapeutic Interchange H-125.991 
It is the policy of the AMA: 
  
(1) That the following terms be defined as indicated: 
(a) Formulary: a compilation of drugs or drug products in a drug inventory list; open (unrestricted) 
formularies place no limits on which drugs are included whereas closed (restrictive) formularies allow only 
certain drugs on the list; 
(b) Formulary system: a method whereby the medical staff of an institution, working through the pharmacy 
and therapeutics committee, evaluates, appraises, and selects from among the numerous available drug 
entities and drug products those that are considered most useful in patient care; 
(c) Pharmacy & Therapeutics (P&T) Committee: an advisory committee of the medical staff that 
represents the official, organizational line of communication and liaison between the medical staff and the 
pharmacy department; its recommendations are subject to medical staff approval; 
(d) Therapeutic alternates: drug products with different chemical structures but which are of the same 
pharmacological and/or therapeutic class, and usually can be expected to have similar therapeutic effects 
and adverse reaction profiles when administered to patients in therapeutically equivalent doses; 
(e) Therapeutic interchange: authorized exchange of therapeutic alternates in accordance with previously 
established and approved written guidelines or protocols within a formulary system; and 
(f) Therapeutic substitution: the act of dispensing a therapeutic alternate for the drug product prescribed 
without prior authorization of the prescriber. 
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(2) That our AMA reaffirms its opposition to therapeutic substitution (dispensing a therapeutic alternate 
without prior authorization) in any patient care setting. 
  
(3) That drug formulary systems, including the practice of therapeutic interchange, are acceptable in 
inpatient hospital and other institutional settings that have an organized medical staff and a functioning 
Pharmacy and Therapeutics (P&T) Committee, provided they satisfy the following standards: 
  
(a) The formulary system must: 
(i) have the concurrence of the organized medical staff; 
(ii) openly provide detailed methods and criteria for the selection and objective evaluation of all available 
pharmaceuticals; 
(iii) have policies for the development, maintenance, approval and dissemination of the drug formulary 
and for continuous and comprehensive review of formulary drugs; 
(iv) provide protocols for the procurement, storage, distribution, and safe use of formulary and non-
formulary drug products; 
(v) provide active surveillance mechanisms to regularly monitor both compliance with these standards 
and clinical outcomes where substitution has occurred, and to intercede where indicated; 
(vi) have enough qualified medical staff, pharmacists, and other professionals to carry out these activities; 
(vii )provide a mechanism to inform the prescriber in a timely manner of any substitutions, and that allows 
the prescriber to override the system when necessary for an individual patient without inappropriate 
administrative burden; 
(viii) provide a mechanism to assure that patients/guardians are informed of any change from an existing 
outpatient prescription to a formulary substitute while hospitalized, and whether the prior medication or 
the substitute should be continued upon discharge from the hospital; 
(ix) include policies that state that practitioners will not be penalized for prescribing non-formulary drug 
products that are medically necessary; and 
(x) be in compliance with applicable state and federal statutes and/or state medical board requirements. 
  
(b) The P&T Committee must: 
(i) objectively evaluate the medical usefulness and cost of all available pharmaceuticals (reliance on 
practice guidelines developed by physician organizations is encouraged); 
(ii) recommend for the formulary those drug products which are the most useful and cost-effective in 
patient care; 
(iii) conduct drug utilization review (DUR) activities; 
(iv) provide pharmaceutical information and education to the organization's (e.g., hospital) staff; 
(v) analyze adverse results of drug therapy; 
(vi) make recommendations to ensure safe drug use and storage; and 
(vii) provide protocols for the timely procurement of non-formulary drug products when prescribed by a 
physician for the individualized care of a specific patient, when that decision is based on sound scientific 
evidence or expert medical judgment. 
(c) The P&T Committee's recommendations must be approved by the medical staff; 
(d) Within the drug formulary system, the P & T Committee shall recommend, and the medical staff must 
approve, all drugs that are subject to therapeutic interchange, as well as all processes or protocols for 
informing individual prescribing physicians; and 
(e) The act of providing a therapeutic alternate that has not been recommended by the P&T Committee 
and approved by the medical staff is considered unauthorized therapeutic substitution and requires 
immediate prior consent by the prescriber; i.e., authorization for a new prescription. 
(4) That drug formulary systems in any outpatient setting shall operate under a P&T Committee whose 
recommendations must have the approval of the medical staff or equivalent body, and must meet 
standards comparable to those listed above. In addition: 
(a) That our AMA continues to insist that managed care and other health plans identify participating 
physicians as their "medical staff" and that they use such staff to oversee and approve plan formularies, 
as well as to oversee and participate on properly elected P&T Committees that develop and maintain plan 
formularies; 
(b) That our AMA continues to insist that managed care and other health plans have well-defined 
processes for physicians to prescribe non-formulary drugs when medically indicated, that this process 
impose minimal administrative burdens, and that it include access to a formal appeals process for 
physicians and their patients; and 
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(c) That our AMA strongly recommends that the switching of therapeutic alternates in patients with 
chronic diseases who are stabilized on a drug therapy regimen be discouraged. 
(5) That our AMA encourages mechanisms, such as incentive-based formularies with tiered co-pays, to 
allow greater choice and economic responsibility in drug selection, but urges managed care plans and 
other third party payers to not excessively shift costs to patients so they cannot afford necessary drug 
therapies. 
BOT Rep. 45, I-93 Reaffirmed by Sub. Res. 501, A-95 Appended: BOT Rep. 7, I-99 Modified: Sub. Res. 
524 and Reaffirmed: Res. 123, A-00 Reaffirmed: Res. 515, I-00 Reaffirmed: CMS Rep. 8, A-02 
Reaffirmed: Res. 533, A-03 Modified: CMS Rep. 6, A-03 Modified: CSA Rep. 2, A-04 Reaffirmation I-04 
Reaffirmed in lieu of Res. 535, A-05 Reaffirmed: BOT Action in response to referred for decision Res. 
503, A-05 Reaffirmed: CMS Rep. 2, I-05 Reaffirmation A-06 Reaffirmation A-08 Reaffirmed: CMS Rep. 2, 
A-10 Reaffirmed: CMS Rep. 01, A-20 
 
Generic Drugs H-125.984 
Our AMA believes that: (1) Physicians should be free to use either the generic or brand name in 
prescribing drugs for their patients, and physicians should supplement medical judgments with cost 
considerations in making this choice. 
  
(2) It should be recognized that generic drugs frequently can be less costly alternatives to brand-name 
products. 
  
(3) Substitution with Food and Drug Administration (FDA) "B"-rated generic drug products (i.e., products 
with potential or known bioequivalence problems) should be prohibited by law, except when there is prior 
authorization from the prescribing physician. 
  
(4) Physicians should report serious adverse events that may be related to generic substitution, including 
the name, dosage form, and the manufacturer, to the FDA's MedWatch program. 
  
(5) The FDA, in conjunction with our AMA and the United States Pharmacopoeia, should explore ways to 
more effectively inform physicians about the bioequivalence of generic drugs, including decisional criteria 
used to determine the bioequivalence of individual products. 
  
(6) The FDA should fund or conduct additional research in order to identify the optimum methodology to 
determine bioequivalence, including the concept of individual bioequivalence, between pharmaceutically 
equivalent drug products (i.e., products that contain the same active ingredient(s), are of the same 
dosage form, route of administration, and are identical in strength). 
  
(7) The Congress should provide adequate resources to the FDA to continue to support an effective 
generic drug approval process. 
CSA Rep. 6, A-02 Reaffirmed: CSAPH Rep. 2, A-07 Reaffirmation A-08 Reaffirmation A-09 Reaffirmed in 
lieu of Res. 525, A-10 Reaffirmed in lieu of Res. 224, I-14 Reaffirmed in lieu of: Res. 922, I-18 
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Introduced by: Medical Student Section, Connecticut, Maine, Massachusetts, New 

Hampshire, Rhode Island, Vermont 
 
Subject: Improving Choice, Competition, and Affordability in the ACA Marketplaces 
 
Referred to: Reference Committee A 
 
 
Whereas, the Affordable Care Act (ACA) established state-based Health Insurance 1 
Marketplaces, providing coverage to over 21 million people through regulated exchanges with 2 
private insurers, and organizes plans into metal tiers (bronze, silver, gold, platinum) that cover 3 
varying proportions of healthcare costs (60%, 70%, 80%, and 90%, respectively)1-2; and 4 
 5 
Whereas, tax credits that help pay for ACA plan premiums (“premium tax credits”) are available 6 
to US citizens and lawfully present immigrants who purchase Marketplace coverage with 7 
income greater than 100% of the Federal Poverty Level, but are ineligible for public coverage 8 
(e.g. Medicaid, TRICARE, CHIP), and are not offered affordable employer-sponsored health 9 
insurance3-5; and 10 
 11 
Whereas, ACA premium tax credits provide substantial savings of $5,534 per year on average 12 
to qualifying enrollees6; and 13 
 14 
Whereas, premium tax credits are calculated by comparing an enrollee’s income to the premium 15 
of the second-lowest cost silver plan, which acts as a “benchmark plan”; for example, if the 16 
benchmark plan has a monthly premium of $1000 but the enrollee should only be paying $250 17 
based on their income, the enrollee provides a premium tax credit of $750 that can be applied to 18 
the premium of any plan on the Marketplace7; and 19 
 20 
Whereas, increasing the benchmark plan to the second-lowest cost gold plan could increase 21 
premium tax credits and reduce out-of-pocket costs for most enrollees8,9; and 22 
 23 
Whereas, the premium tax credit can only be applied to the portion of a plan’s premium that 24 
covers Essential Health Benefits (EHBs), which are federally-defined health benefits that 25 
exclude essential healthcare services like dental benefits, routine eye exams, and certain forms 26 
of long-term care10,11; and 27 
 28 
Whereas, when a patient’s premium tax credit exceeds the premium for the selected plan, the 29 
difference is lost, leading to reduced financial support for lower-income enrollees selecting 30 
cheaper plans10; and 31 
 32 
Whereas, limiting premium tax credit application to EHBs significantly limits plan choice and 33 
competition in the ACA Marketplaces, and artificially limits access to care for benefits that are 34 
not considered EHBs12-15; and 35 
 36 
Whereas, addressing these inefficiencies in the ACA Marketplaces would expand competition 37 
and choice while improving affordability for patients, moving the United States closer to 38 
universal, equitable health coverage; therefore be it  39 
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RESOLVED, that our American Medical Association support expanding choice and competition 1 
on ACA Marketplaces, including by allowing ACA premium tax credits to be applied to the entire 2 
premium for qualifying Marketplace health plans, including the portion of the premium 3 
attributable to benefits that are not considered Essential Health Benefits (New HOD Policy); and 4 
be it further   5 
 6 
RESOLVED, that our AMA support improving the benchmark plan on the ACA Marketplaces 7 
from the second-lowest cost silver plan to at least the second-lowest cost gold plan. (New HOD 8 
Policy)9 
 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 4/14/26 
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RELEVANT AMA POLICY 
 
Individual Health Insurance H-165.920 
Our AMA will: (3) actively supports the principle of the individual's right to select his/her health insurance 
plan and actively support ways in which the concept of individually selected and individually owned health 
insurance can be appropriately integrated, in a complementary position, into the Association's position on 
achieving universal coverage and access to health care services. (4) will identify any further means 
through which universal coverage and access can be achieved; (14) believes that refundable, 
advanceable tax credits inversely related to income are preferred over public sector expansions as a 
means of providing coverage to the uninsured. [BOT Rep. 41, I-93; CMS Rep. 11, I-94; Reaffirmed by 
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Sub. Res. 125 and Sub. Res. 109, A-95; Amended by CMS Rep. 2, I-96; Amended and Reaffirmed by 
CMS Rep. 7, A-97; Reaffirmation A-97; Reaffirmed: CMS Rep. 5, I-97; Res. 212, I-97; Appended and 
Amended by CMS Rep. 9, A-98; Reaffirmation I-98; Reaffirmation I-98; Res. 105 & 108, A-
99Reaffirmation A-99; Reaffirmed: CMS Rep. 5 and 7, I-99; Modified: CMS Rep. 4, CMS Rep. 5, and 
Appended by Res. 220, A-00Reaffirmation I-00; Reaffirmed: CMS Rep. 2, I-01; Reaffirmed CMS Rep. 5, 
A-02; Reaffirmation A-03; Reaffirmed: CMS Rep. 1 and 3, A-02; Reaffirmed: CMS Rep. 3, I-02; 
Reaffirmed: CMS Rep. 3, A-03; Reaffirmation I-03Reaffirmation A-04; Consolidated: CMS Rep. 7, I-05; 
Modified: CMS Rep. 3, A-06; Reaffirmed in lieu of Res. 105, A-06; Reaffirmation A-07Appended and 
Modified: CMS Rep. 5, A-08; Modified: CMS Rep. 8, A-08; Reaffirmation A-10; Reaffirmed: CMS Rep. 9, 
A-11; Reaffirmation A-11; Reaffirmed: Res. 239, A-12; Appended: Res. 239, A-12; Reaffirmed: CMS Rep. 
6, A-1; 2Reaffirmed: CMS Rep. 9, A-14; Reaffirmed in lieu of: Res. 805, I-17] 
 
 
Improving Affordability in the Health Insurance Exchanges H-165.824 
1. Our American Medical Association will: (a) support adequate funding for and expansion of outreach 
efforts to increase public awareness of advance premium tax credits. (b) support expanding eligibility for 
premium tax credits up to 500 percent of the federal poverty level. (c) support providing young adults with 
enhanced premium tax credits while maintaining the current premium tax credit structure which is 
inversely related to income. (d) encourage state innovation, including considering state-level individual 
mandates, auto-enrollment and/or reinsurance, to maximize the number of individuals covered and 
stabilize health insurance premiums without undercutting any existing patient protections. 2. Our AMA 
supports: (a) eliminating the subsidy "cliff", thereby expanding eligibility for premium tax credits beyond 
400 percent of the federal poverty level (FPL). (b) increasing the generosity of premium tax credits. (c) 
expanding eligibility for cost-sharing reductions. (d) increasing the size of cost-sharing reductions. [CMS 
Rep. 02, A-18; Appended: CMS Rep. 02, A-19; Reaffirmed: CMS Rep. 3, I-21]  
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Resolution: 105  
(A-26) 

 
Introduced by: New York 
 
Subject: Oppose Medicare Advantage Auto Enrollment  
 
Referred to: Reference Committee A 
 

Whereas, Medicare Advantage plans are promoted as providing more benefits to seniors while 1 
discounting the restrictions placed on seniors, such as narrow networks and prior 2 
authorizations; and 3 
 4 
Whereas, seniors currently have the choice to review or change coverage annually during open 5 
enrollment; and 6 
 7 
Whereas, there are efforts to have seniors auto enrolled in such programs, requiring them to opt 8 
out to remain in traditional Medicare actively; and  9 
 10 
Whereas, one such plan, HR 3467, introduced by Rep. David Schweikert (R-Ariz), would 11 
automatically place seniors into the lowest premium Medicare Advantage plan in their zip code 12 
and lock them in for three years; and 13 
 14 
Whereas, any bill that forces auto enrollment would hurt those most in need, people with 15 
cognitive impairments, low digital literacy, or limited access to trusted advisors; therefore be it 16 
 17 
RESOLVED, that our American Medical Association oppose efforts to force Medicare recipients 18 
to be auto enrolled into Medicare Advantage plans, thus making Medicare Advantage plans the 19 
default option. (New HOD Policy) 20 
 
Fiscal Note: Minimal – less than $5,000 
 
Received: 4/14/26 
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Resolution: 106  
(A-26) 

 
Introduced by: Women Physicians Section 
 
Subject: Insurance Coverage for Scalp Cooling (Cold Capping) Therapy 
 
Referred to: Reference Committee A 
 

Whereas, chemotherapy-induced alopecia is one of the most distressing side effects of cancer 1 
treatment, contributing to depression, anxiety, altered body image, diminished sense of 2 
sexuality, social isolation, and reduced self-esteem, all of which significantly impair patient 3 
quality of life; and 4 
 5 
Whereas, chemotherapy-induced alopecia can also compromise patient privacy by making a 6 
cancer diagnosis visibly apparent; and 7 
 8 
Whereas, scalp cooling (“cold capping”) is an FDA-approved therapy that significantly reduces 9 
the risk of chemotherapy-induced alopecia without compromising oncologic outcomes; and 10 
 11 
Whereas, a meta-analysis of 501 patients demonstrated a 43% reduction in the risk of 12 
chemotherapy-induced alopecia after the use of scalp cooling; and 13 
 14 
Whereas, a systematic review and meta-analysis of 1,959 patients receiving scalp cooling 15 
compared with 1,238 patients not receiving scalp cooling found no increase in the incidence of 16 
scalp metastases; and 17 
 18 
Whereas, the robust body of evidence has led the National Comprehensive Cancer Network® 19 
(NCCN) to designate scalp cooling as a Category 2A recommendation, reflecting broad 20 
consensus for its use as an evidence-based intervention; and 21 
 22 
Whereas, reimbursement for scalp cooling is inconsistent across insurance plans and 23 
geographic regions, resulting in many patients being forced to pay thousands of dollars out-of-24 
pocket for this therapy; and 25 
 26 
Whereas, these financial barriers affect all patients but disproportionately burden women, who 27 
are more likely to undergo chemotherapy for breast cancer and who experience greater 28 
psychosocial impact from visible hair loss due to societal expectations; and 29 
 30 
Whereas, in 2024, New York passed Senate Bill S2063A to require private insurance 31 
companies to cover scalp cooling for chemotherapy patients; and 32 
 33 
Whereas, in 2025, Louisiana enacted House Bill HB35 requiring coverage of integrative cancer 34 
treatments, including acupuncture, cryotherapy, and scalp cooling systems when recommended 35 
by nationally recognized cancer treatment guidelines; and 36 
 37 
Whereas, these state-level actions demonstrate growing legislative recognition of scalp cooling 38 
as an essential component of comprehensive cancer care and establish scalable policy models 39 
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for improving equitable access to evidence-based supportive oncology interventions nationwide; 1 
and 2 
 3 
Whereas, equitable access to supportive cancer care interventions, including scalp cooling, is 4 
integral to comprehensive cancer treatment and survivorship care; therefore be it 5 
 6 
RESOLVED, that our American Medical Association supports insurance coverage for scalp 7 
cooling (“cold capping”) for patients undergoing chemotherapy in order to minimize cost-sharing 8 
and ensure equitable access to this evidence-based intervention. (New HOD Policy)9 

10 
Fiscal Note: Minimal – less than $5,000 
 
Received: 4/15/26 
 
 
REFERENCES 
1. Kocan S, Aktug C, Gursoy A. "Who am I?" A qualitative meta-synthesis of Chemotherapy-induced alopecia and body image 

perception in breast cancer patients. Support Care Cancer. 2023;31(4):237. Published 2023 Mar 28. doi:10.1007/s00520-023-
07704-8 

2. Boland V, Brady AM, Drury A. The physical, psychological and social experiences of alopecia among women receiving 
chemotherapy: An integrative literature review. Eur J Oncol Nurs. 2020;49:101840. doi:10.1016/j.ejon.2020.101840 

3. Contreras Molina M, Álvarez Bueno C, Cavero Redondo I, Lucerón Lucas-Torres MI, Jiménez López E, García Maestro A. 
Effectiveness of Scalp Cooling to Prevent Chemotherapy-Induced Alopecia in Patients Undergoing Breast Cancer Treatment: 
A Systematic Review and Meta-analysis. Cancer Nurs. 2024;47(4):319-326. doi:10.1097/NCC.0000000000001234 

4. Rugo HS, Melin SA, Voigt J. Scalp cooling with adjuvant/neoadjuvant chemotherapy for breast cancer and the risk of scalp 
metastases: systematic review and meta-analysis. Breast Cancer Res Treat. 2017;163(2):199-205. doi:10.1007/s10549-017-
4185-9 

5. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®): Breast 
Cancer. Version 5.2025. Published September 2025. Accessed September 19, 2025. 
https://www.nccn.org/professionals/physician_gls/pdf/breast.pdf 

6. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®): Ovarian 
Cancer/Fallopian Tube Cancer/Primary Peritoneal Cancer. Version 5.2025. Published September 2025. Accessed September 
19, 2025. https://www.nccn.org/professionals/physician_gls/pdf/ovarian.pdf  

 
 
RELEVANT AMA POLICY 
 
H-55.966 Cancer Survivorship Program Coverage  
Our AMA recognizes cancer survivorship and cancer rehabilitation as a critical component of 
comprehensive cancer care and supports insurance coverage for prevention and early detection of new 
primary cancers and recurrences, as well as for medical care services and supportive care services, 
including, but not limited to, genetic screening and testing, counseling for those with known pathogenic 
variants (mutations) as well as discussion of fertility options before and after cancer treatment, aimed at 
managing the long-term consequences and sequelae of cancer and its treatment.  

1. Our AMA advocates for work with key stakeholders to achieve adequate coverage for cancer 
survivorship and cancer rehabilitation care.  

[Res 119, A-25] 
 
H-55.969 Survivorship Care Plans  

1. Our American Medical Association supports the voluntary use of survivorship care plans for 
cancer survivors when deemed appropriate by a patient's treating physician and supports 
reimbursement for physician preparation of survivorship care plans for patients. 

[Res 108, A-15; Reaffirmation: A-18] 
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Introduced by: Indiana 
 
Subject: Oversight of Medicare Advantage Plan 
 
Referred to: Reference Committee A 
 
 
Whereas, the original Medicare option established in 1965, hereafter referred to as “Traditional 1 
Medicare” (TM) decreases healthcare spending and increases access to care for seniors and 2 
persons with disabilities1; and 3 
 4 
Whereas, the newer Medicare Advantage (MA) program, established in 1999, allows private 5 
health insurance companies, hereafter referred to as “MA Organizations” (MAOs), to “manage” 6 
Medicare plans2; and 7 
 8 
Whereas, roughly 50% of all Medicare-eligible citizens in Indiana, ~700,000 individuals, are 9 
enrolled in a Medicare Advantage (MA) plan--an increase from 40% in 2021 and 21% in 20133; 10 
and  11 
 12 
Whereas, MA plans offer more limited healthcare provider networks compared to TM, with 13 
average coverage limited to 46% of physicians in a respective county compared to over 98% of 14 
physicians who accept TM4; and 15 
 16 
Whereas, MA enrollees require prior authorization for a significantly greater number of services 17 
than those enrolled in TM, with 99% of MA enrollees requiring prior authorization for necessary 18 
services such as hospital admissions and skilled nursing facilities, which starkly contrasts with 19 
the limited services requiring prior authorization in TM5, 6; and 20 
  21 
Whereas, 13% of total prior authorization denials and 18% of denied payment claims issued by 22 
MA organizations would have been approved under the coverage rules of TM5, 7, 8; and 23 
  24 
Whereas, repeated claims denials by MAOs have subjected patients to delays in medical care, 25 
put community and rural hospitals at risk of closure, and led some hospitals to terminate 26 
contracts with MAOs, further compromising patients' provider networks under MA plans9, 10; and 27 
  28 
Whereas, federal payments to MA plan enrollees are high and annual costs were found to be 29 
$321 higher per MA enrollee than if the same enrollee had been covered by TM11, 12; and 30 
  31 
Whereas, MA insurance plans have higher rates of overhead or administrative costs (13% to 32 
18.5%) compared to TM (2%) and have a higher overhead and profit margins than even the 33 
individual market (12.3%)13, 14; and 34 
  35 
Whereas, the Medicare Payment Advisory Commission (MedPAC) estimates that the current 36 
system of benchmarks and risk-adjustments has resulted in MA enrollees costing 6% more than 37 
if they had been covered by TM, a difference that is estimated to be $27 billion in 2023 alone16; 38 
and  39 
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Whereas, MedPAC has recommended that the Centers for Medicare & Medicaid Services 1 
(CMS) reform the current benchmark payment system to more closely align with spending within 2 
TM17 and changes based on MedPAC recommendations are projected to reduce total Medicare 3 
spending by an estimated $82 billion dollars by 202911; and 4 
  5 
Whereas, MAOs charge taxpayers a minimum of $88 billion per year, for supplementary 6 
benefits which often attract enrollees, however, a CBO analysis completed in 2019 found that 7 
adding dental, hearing, and vision benefits to TM and Medicaid would only cost a combined $84 8 
billion in the most expensive year of its implementation18; and 9 
  10 
Whereas, the American Medical Association (AMA) has adopted Medicare Advantage Policies 11 
D-285.959 and H-330.867 to prevent access to care limitations and improve risk-adjustment for 12 
MA enrollees17, 18; therefore be it 13 
 14 
RESOLVED, that our American Medical Association support equivalence in treatment and prior-15 
authorization guidelines between Medicare Advantage plans and Traditional Medicare (New 16 
HOD Policy); and be it further 17 
 18 
RESOLVED, that our AMA support and seek legislation that proprietary criteria shall not 19 
supersede the professional judgment of the patient’s physician when determining Medicare and 20 
Medicare Advantage patient eligibility for procedures and admissions (Directive to Take Action); 21 
and be it further 22 
 23 
RESOLVED, that our AMA support the revision of Medicare Advantage risk adjustment formulas 24 
to ensure that claims data is based on the actual cost of providing care (New HOD Policy); and 25 
be it further 26 
 27 
RESOLVED, that our AMA lobby in support of Medicare Payment Advisory Commission 28 
recommendations to develop an improved risk adjustment model and change the current 29 
benchmark policy to one that bases federal payments to Medicare Advantage organizations and 30 
Medicare Advantage payments to physicians/healthcare centers on more accurate fee-for-31 
service-derived benchmarks (Directive to Take Action); and be it further 32 
 33 
RESOLVED, that our AMA support the allocation of federal funds to study how financial savings 34 
generated through enactment of Medicare Payment Advisory Commission recommendations 35 
and AMA policies for reform of the Medicare Advantage program can be used to improve 36 
Traditional Medicare. (New HOD Policy) 37 

38 
Fiscal Note: Moderate – between $10,000 - $50,000 
 
Received: 4/15/26 
  



Resolution: 107 (A-26) 
Page 3 of 3 

 
 
REFERENCES 
1. Finkelstein A, McKnight R. What did Medicare do? The initial impact of Medicare on mortality and out of pocket medical 

spending. Journal of Public Economics. Volume 92, Issue 7. 2008. Pages 1644-1668. 
https://doi.org/10.1016/j.jpubeco.2007.10.005  

2. Freed et al. Medicare Advantage in 2024: Enrollment Update and Key Trends. KFF. 8 Aug 2024. Available from: 
https://www.kff.org/medicare/issue-brief/medicare-advantage-in-2024-enrollment-update-and-key-trends/  

3. Medicare Monthly Enrollment. Centers for Medicare and Medicaid Services. Aug 2024. Available from: Medicare Monthly 
Enrollment | CMS Data  

4. Jacobson et al. Medicare Advantage: How Robust Are Plans' Physician Networks? KFF. 5 Oct 2017. Available from: 
https://www.kff.org/medicare/report/medicare-advantage-how-robust-are-plans-physician-networks/ 

5. Fuglesten Biniek J, Sroczynski N, Neuman T. Use of Prior Authorization in Medicare Advantage Exceeded 46 Million Requests 
in 2022. KFF. 8 Aug 2024. Available from: Use of Prior Authorization in Medicare Advantage Exceeded 46 Million Requests in 
2022 | KFF 

6. Compare Original Medicare and Medicare Advantage. Centers for Medicare and Medicaid Services. Available from: Compare 
Original Medicare & Medicare Advantage | Medicare 

7. Grimm C. Some Medicare Advantage Organization Denials of Prior Authorization Requests Raise Concerns About Beneficiary 
Access to Medically Necessary Care. Office of the Inspector General, Department of Health and Human Services. Available 
from: https://oig.hhs.gov/reports/all/2022/some-medicare-advantage-organization-denials-of-prior-authorization-requests-raise-
concerns-about-beneficiary-access-to-medically-necessary-care/  

8. Tinker M. Examining Health Care Denials and Delays in Medicare Advantage. Office of the Inspector General, Department of 
Health and Human Services. Available from: https://oig.hhs.gov/newsroom/testimony/examining-health-care-denials-and-delays-
in-medicare-advantage/  

9. Morgensen G. 'Deny, deny, deny': By rejecting claims, Medicare Advantage plans threaten rural hospitals and patients, say 
CEOs. Available from: https://www.nbcnews.com/news/amp/rcna121012  

10. Appleby J. Medicare Advantage increasingly popular with seniors-but not hospitals and doctors. Fortune. 30 Nov 2023. Available 
from: https://fortune.com/well/2023/11/30/medicare-advantage-popular-with-seniors-not-hospitals-doctors/  

11. Fuglesten Biniek J, Cubanski J, Neuman T. Higher and Faster Growing Spending Per Medicare Advantage Enrollee Adds to 
Medicare's Solvency and Affordability Challenges. KFF. 17 Aug 2021 Available from: https://www.kff.org/medicare/higher-and-
faster-growing-spending-per-medicare-advantage-enrollee-adds-to-medicares-solvency-and-affordability-challenges/  

12. Moore B, Liang L. Statistical Brief #262, Medicare Advantage Versus the Traditional Medicare Program: Costs of Inpatient 
Stays, 2009-2017. Healthcare Cost and Utilization Project. 4 Aug 2020. Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK562007/  

13. 2016 Medicare Trustees Report. Centers for Medicare and Medicaid Services. 22 June 2016. Available from: 
https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/reportstrustfunds/downloads/tr2016.pdf 

14. Ortaliza J et al. Health Insurer Financial Performance in 2023. KFF. 2 July 2024. Available from: 
https://www.kff.org/medicare/issue-brief/health-insurer-financial-performance/  

15. Ramsay C et al. Medicare Advantage: A Policy Primer 2024 Update. The Commonwealth Fund. 31 Jan 2024. Available from: 
https://www.commonwealthfund.org/publications/explainer/2024/jan/medicare-advantage-policy-primer  

16. Medicare Payment Policy. Medicare Payment Advisory Committee. 15 Mar 2023. Available from: https://www.medpac.gov/wp-
content/uploads/2023/03/Mar23_MedPAC_Report_To_Congress_v2_SEC.pdf  

17. Chapter 1: Rebalancing Medicare Advantage benchmark policy, Report to the Congress: Medicare and the Health Care Delivery 
System. (2021) Available at: https://www.medpac.gov/document/june-2021-report-to-the-congress-medicare-and-the-health-
care-delivery-system/  

18. Our Payments their Profits: Quantifying Overpayments in the Medicare Advantage Program. Physicians for a National Health 
Program. Oct 2023. Available from: https://pnhp.org/system/assets/uploads/2023/09/MAOverpaymentReport_Final.pdf  

19. H.R. 3, Elijah E. Cummings Lower Drug Costs Now Act. Congressional Budget Office. 10 Dec 2019. Available from:  
https://www.cbo.gov/system/files/2019-12/hr3_complete.pdf  

 
RELEVANT AMA POLICY 
 
Prevent Medicare Advantage Plans from Limiting Care D-285.959 
1. Our American Medical Association will ask the Centers for Medicare and Medicaid Services to further 

regulate Medicare Advantage Plans so that the same treatment and authorization guidelines are 
followed for both fee-for-service Medicare and Medicare Advantage patients, including admission to 
inpatient rehabilitation facilities. 

2. Our AMA will advocate that proprietary criteria shall not supersede the professional judgment of the 
patient’s physician when determining Medicare and Medicare Advantage patient eligibility for 
procedures and admissions. 

[Res. 706, A-21] 
 
Medicare Advantage Plans H-330.867 
1. Our American Medical Association encourages that Medicare Advantage risk adjustment formulas be 

revised so that claims data is based on the actual cost of providing care. 
2. Our AMA will provide or create educational materials such as an infographic to compare Traditional 

Medicare and Medicare Advantage plans so that patients are able to make informed choices that best 
meet their health care needs. 

[Res. 103, A-24] 
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 108  
(A-26) 

 
Introduced by: Integrated Physician Practice Section 
 
Subject: Ensuring Physician Input in the Development of CMMI Models 
 
Referred to: Reference Committee A 
 
 
Whereas, AMA policy is against mandatory and for voluntary CMMI models1,2; and 1 
 2 
Whereas, AMA policy advocates for CMMI models that serve specialties and policies not served 3 
by current models3; and 4 
 5 
Whereas, the Physician-Focused Payment Model Technical Advisory Committee (PTAC), which 6 
was created by the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA), was 7 
intended to improve the efficiency and effectiveness of healthcare using proposed solutions 8 
from frontline stakholders4; and 9 
 10 
Whereas, to date, there have been no PTAC recommended models that have been tested or 11 
implemented by CMMI5,6; and 12 
 13 
Whereas, CMMI has not been transparent about why PTAC recommended models are rejected 14 
for testing or implementation7; and 15 
 16 
Whereas, CMMI has recently introduced a number of models including: WISeR, which for the 17 
first time placed prior authorization requirements in traditional Medicare, ACCESS, which 18 
creates a payment paradigm for digital health tools, and LEAD, which is set to succeed ACO 19 
REACH8,9,10; and 20 
 21 
Whereas, “CMMI models, in aggregate, are not generating direct savings to Medicare” with 22 
some models generating substantial losses while some others do generate net savings11; 23 
therefore be it 24 
 25 
RESOLVED, that our American Medical Association seek meaningful and transparent 26 
involvement of physicians who could potentially be participants in Center for Medicare and 27 
Medicaid Innovation (CMMI) models throughout the model development process, prior to 28 
approval for testing or implementation. (Directive to Take Action) 29 

30 
Fiscal Note: Minimal – less than $5,000 
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RELEVANT AMA POLICY 
 
CMMI Payment Reform Models D-385.950 
Our AMA will: (1) continue to advocate against mandatory Center for Medicare and Medicaid Innovation 
(CMMI) demonstration projects; (2) advocate that the Centers for Medicare and Medicaid Services seek 
innovative payment and care delivery model ideas from physicians and groups such as medical specialty 
societies to guide recommendation of the Physician-Focused Payment Model Technical Advisory 
Committee (PTAC) and work of the CMMI to propose demonstration projects that are voluntary and can 
be appropriately tested; and (3) advocate that CMMI focus on the development of multiple pilot projects in 
many specialties, which are voluntary and tailored to the needs of local communities and the needs of 
different specialties. 
Citation: Res. 213, A-21 
 
Demonstration Project Regarding Medicare Part D H-330.894 

1. Our American Medical Association will continue its policy of promoting beneficiary choice and 
market based options in the context of the Medicare prescription drug benefit program (Part D). 

2. Our AMA encourages the development of voluntary models under the auspices of the CMS 
Innovation Center (CMMI) to test the impact of offering Medicare beneficiaries additional 
enhanced alternative health plan choices that offer lower, consistent, and predictable out-of-
pocket costs for select prescription drugs. 

Citation: BOT Action in response to referred for decision Res. 142, A-07; Reaffirmed: CMS Rep. 01, A-17; 
Appended: CMS Rep. 4, A-22 
 
Expanding AMA Payment Reform Work and Advocacy to Medicaid and Other Non-Medicare 
Payment Models for Pediatric Health Care and Specialty Populations H-385.901 

1. Our American Medical Association supports appropriate demonstration projects, carve outs, and 
adjustments for pediatric patients and services provided to pediatric patients within the payment 
reform arena. 

2. Our AMA will extend ongoing payment reform research, education, and advocacy to address the 
needs of specialties and patient populations not served by current CMMI models or other 
Medicare-focused payment reform efforts. 

3. Our AMA will support and work with national medical specialty societies that are developing 
alternative payment models for specific conditions or episodes, target patient populations 
including pediatric populations, and medical and surgical specialties and continue to advocate 
that the Centers for Medicare and Medicaid Services, including the Center for Medicare and 
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Medicaid Innovation; state Medicaid agencies; and other payers implement physician-developed 
payment models. 

4. Our AMA will consider improved Medicaid payment rates to be a priority given the critical impact 
these payment rates have on patient care and patient access to care. 

5. Our AMA will support and collaborate with state and national medical specialty societies and 
other interested parties on the development and adoption of physician-developed alternative 
payment models for pediatric health care that address the distinct prevention and health needs of 
children and take long-term, life-course impact into account.  

Citation: Res. 817, I-23 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 109  
(A-26) 

 
Introduced by: American Association of Neurological Surgeons, Congress of Neurological 

Surgeons 
 
Subject: Insurance Coverage for Pediatric Intracranial Neuromodulation for Drug-

Resistant Epilepsy 
 
Referred to: Reference Committee A 
 
 
Whereas, patients, particularly pediatric patients, experience drug-resistant epilepsy, resulting in 1 
detrimental cognitive impairment1,2, developmental delay2–4, poor quality of life5, and increased 2 
mortality6,7; and 3 
 4 
Whereas, patients who experience drug-resistant epilepsy and have failed all other therapies 5 
are candidates for stereotactic intracranial neuromodulation; and 6 
 7 
Whereas, intracranial neuromodulation is a community standard for adult8–11 and pediatric12–15 8 
patients with drug-resistant epilepsy that have failed other surgical interventions, including 9 
seizure focus resection, corpus callosotomy, vagal nerve stimulation, or cerebral 10 
hemispherectomy, or are deemed not to be candidates for surgical resection; and  11 
 12 
Whereas, as many as 1 in 5 children suffer from chronic pain, with more girls than boys, and 13 
significant numbers of patients with refractory headache, back, and other pain17; and 14 
 15 
Whereas, children who experience chronic pain and epilepsy are often denied insurance access 16 
to evidence-based neuromodulation therapies that are often available to adults because there 17 
are often multiple prospective and retrospective case series demonstrating the effectiveness of 18 
these treatments in pediatric patients, but a paucity of randomized studies in this population; 19 
and 20 
 21 
Whereas, the American Association of Neurological Surgeons (AANS) and the Congress of 22 
Neurological Surgeons (CNS) has published a position statement supporting the “off-label” use 23 
of neuromodulation in drug-resistant epilepsy in children16; therefore be it 24 
 25 
RESOLVED, that our American Medical Association advocate for insurance coverage of 26 
intracranial neuromodulation as an acceptable treatment for appropriate pediatric patients with 27 
drug-resistant epilepsy (Directive to Take Action); and be it further 28 
 29 
RESOLVED, that our AMA advocate for insurance coverage of chronic pain neuromodulation 30 
therapies such as intracranial, spinal cord and peripheral stimulation, as acceptable treatment 31 
for appropriate pediatric patients with chronic refractory pain. (Directive to Take Action) 32 
 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 4/15/26 
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RELEVANT AMA POLICY 
 
H-120.988 - Patient Access to Treatments Prescribed by Their Physicians  

1. Our American Medical Association confirms its strong support for the autonomous clinical 
decision-making authority of a physician and that a physician may lawfully use an FDA approved 
drug product or medical device for an off-label indication when such use is based upon sound 
scientific evidence or sound medical opinion; and affirms the position that, when the prescription 
of a drug or use of a device represents safe and effective therapy, third party payers, including 
Medicare, should consider the intervention as clinically appropriate medical care, irrespective of 
labeling, should fulfill their obligation to their beneficiaries by covering such therapy, and be 
required to cover appropriate 'off-label' uses of drugs on their formulary. 

2. Our AMA strongly supports the important need for physicians to have access to accurate and 
unbiased information about off-label uses of drugs and devices, while ensuring that manufacturer-
sponsored promotions remain under FDA regulation. 

3. Our AMA supports the dissemination of generally available information about off-label uses by 
manufacturers to physicians. Such information should be independently derived, peer reviewed, 
scientifically sound, and truthful and not misleading. The information should be provided in its 
entirety, not be edited or altered by the manufacturer, and be clearly distinguished and not 
appended to manufacturer-sponsored materials. Such information may comprise journal articles, 
books, book chapters, or clinical practice guidelines. Books or book chapters should not focus on 
any particular drug. Dissemination of information by manufacturers to physicians about off-label 
uses should be accompanied by the approved product labeling and disclosures regarding the lack 
of FDA approval for such uses, and disclosure of the source of any financial support or author 
financial conflicts. 

4. Physicians have the responsibility to interpret and put into context information received from any 
source, including pharmaceutical manufacturers, before making clinical decisions (e.g., 
prescribing a drug for an off-label use). 
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5. Our AMA strongly supports the addition to FDA-approved labeling those uses of drugs for which 
safety and efficacy have been demonstrated. 

6. Our AMA supports the continued authorization, implementation, and coordination of the Best 
Pharmaceuticals for Children Act and the Pediatric Research Equity Act.  [Res. 30, A-
88Reaffirmed: BOT Rep. 53, A-94Reaffirmed and Modified by CSA Rep. 3, A-97Reaffirmed and 
Modified by Res. 528, A-99Reaffirmed: CMS Rep. 8, A-02Reaffirmed: CMS Rep. 6, A-
03Modified: Res. 517, A-04Reaffirmation I-07Reaffirmed: Res. 819, I-07Reaffirmation A-
09Reaffirmation I-10Modified: BOT Rep. 5, I-14Reaffirmed: Res. 505, A-15Reaffirmed: CMS Rep. 
6, I-20Reaffirmed: Res. 509, I-20Reaffirmation: I-22Reaffirmed: CSAPH Rep. 01, A-
23Reaffirmed: CSAPH Rep. 02, A-23Reaffirmed: CSAPH Rep. 02, A-24] 
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Resolution: 110  
(A-26) 

 
Introduced by: Senior Physicians Section  
 
Subject: Medicaid Coverage for Incarcerated Individuals 
 
Referred to: Reference Committee A 
 

Whereas, medical coverage for current Medicaid patients is suspended during incarceration, 1 
even for short-term periods; and 2 
 3 
Whereas, county jails often lack sufficient resources to provide continuity of care, including 4 
current medications for individuals with chronic medical and psychiatric conditions; and 5 
 6 
Whereas, a significant portion of incarcerated individuals are age 65 and over, and many of 7 
these individuals suffer from chronic conditions that require continuation of long-term 8 
medications; and  9 
 10 
Whereas, abruptly stopping or altering established medication regimens can result in serious 11 
health complications, both during incarceration and upon release; therefore be it 12 
 13 
RESOLVED, that our American Medical Association advocate such that Medicaid programs 14 
ensure continued financial coverage for ongoing medications during incarceration, in order to 15 
prevent adverse and potentially irreversible health outcomes resulting from the discontinuation 16 
of established and evidence-based medication therapies. (Directive to Take Action) 17 
 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 4/16/26 
 
REFERENCES 

1. Social Security Act §1905(a)(A). Webpage accessed March 17, 2026, at: 
https://www.ssa.gov/OP_Home/ssact/title19/1905.htm 

2. South AM, Fanucchi L, Lofwall M. Treating Opioid Use Disorder in Patients Who Are Incarcerated: Quandaries of a 
Hospitalist. JAMA. 2023 May 23;329(20):1738-1739.  
 

RELEVANT AMA POLICY 

 
H-430.986 Health Care While Incarcerated  

1. Our American Medical Association advocates for adequate payment to health care providers, 
including primary care and mental health, and addiction treatment professionals, to encourage 
improved access to comprehensive physical and behavioral health care services to juveniles and 
adults throughout the incarceration process from intake to re-entry into the community. 

2. Our AMA advocates and requires a smooth transition including partnerships and information 
sharing between correctional systems, community health systems and state insurance programs 
to provide access to a continuum of health care services for juveniles and adults in the 
correctional system, including correctional settings having sufficient resources to assist 
incarcerated persons’ timely access to mental health, drug and residential rehabilitation facilities 
upon release. 

https://www.ssa.gov/OP_Home/ssact/title19/1905.htm
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3. Our AMA encourages state Medicaid agencies to accept and process Medicaid applications from 
juveniles and adults who are incarcerated. 

4. Our AMA encourages state Medicaid agencies to work with their local departments of corrections, 
prisons, and jails to assist incarcerated juveniles and adults who may not have been enrolled in 
Medicaid at the time of their incarceration to apply and receive an eligibility determination for 
Medicaid. 

5. Our AMA advocates for states to suspend rather than terminate Medicaid eligibility of juveniles 
and adults upon intake into the criminal legal system and throughout the incarceration process, 
and to reinstate coverage when the individual transitions back into the community. 

6. Our AMA advocates for Congress to repeal the “inmate exclusion” of the 1965 Social Security Act 
that bars the use of federal Medicaid matching funds from covering healthcare services in jails 
and prisons. 

7. Our AMA advocates for Congress and the Centers for Medicare & Medicaid Services (CMS) to 
revise the Medicare statute and rescind related regulations that prevent payment for medical care 
furnished to a Medicare beneficiary who is incarcerated or in custody at the time the services are 
delivered. 

8. Our AMA advocates for necessary programs and staff training to address the distinctive health 
care needs of women and adolescent females who are incarcerated, including gynecological care 
and obstetrics care for individuals who are pregnant or postpartum. 

9. Our AMA will collaborate with state medical societies, relevant medical specialty societies, and 
federal regulators to emphasize the importance of hygiene and health literacy information 
sessions, as well as information sessions on the science of addiction, evidence-based addiction 
treatment including medications, and related stigma reduction, for both individuals who are 
incarcerated and staff in correctional facilities. 

10. Our AMA supports: 
a. linkage of those incarcerated to community clinics upon release in order to accelerate access 

to comprehensive health care, including mental health and substance use disorder services, 
and improve health outcomes among this vulnerable patient population, as well as adequate 
funding; 

b. the collaboration of correctional health workers and community health care providers for 
those transitioning from a correctional institution to the community; 

c. the provision of longitudinal care from state supported social workers, to perform foundational 
check-ins that not only assess mental health but also develop lifestyle plans with newly 
released people; and 

d. collaboration with community-based organizations and integrated models of care that support 
formerly incarcerated people with regard to their health care, safety, and social determinant 
of health needs, including employment, education, and housing. 

11. Our AMA advocates for the continuation of federal funding for health insurance benefits, including 
Medicaid, Medicare, and the Children’s Health Insurance Program, for otherwise eligible 
individuals in pre-trial detention. 

12. Our AMA advocates for the prohibition of the use of co-payments to access healthcare services in 
correctional facilities. 

13. Our AMA encourages the following qualifications for the Director and Assistant Director of the 
Health Services Division within the Federal Bureau of Prisons: 
a. MD or DO, or an international equivalent degree with at least five years of clinical experience 

at a Bureau of Prisons medical facility or a community clinical setting; 
b. knowledge of health disparities among Black, American Indian and Alaska Native, and people 

of color, including the pathophysiological basis of the disease process and the social 
determinants of health that affect disparities; and 

c. knowledge of the health disparities among individuals who are involved with the criminal 
justice system. 

14. Our AMA will collaborate with interested parties to promote the highest quality of health care and 
oversight for those who are involved in the criminal justice system by advocating for health 
administrators and executive staff to possess credentials and experience comparable to 
individuals in the community in similar professional roles. 

15. Our AMA advocates for readily accessible gender-affirming care to meet the distinct healthcare 
needs of transgender and gender diverse people in the carceral system, including but not limited 
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to gender-affirming surgical procedures and the continuation or initiation of hormone therapy 
without disruption or delay.  

16. Our AMA strongly supports carceral facilities and youth detention centers managed by the 
Bureau of Indian Affairs Division of Corrections be eligible for designation as Health Professional 
Shortage Areas and the assignment of U.S. Public Health Service Commissioned Corps officers 
to these facilities. 

17. Our AMA advocates for the development, staffing, and operation of sustainable, on-site medical 
and behavioral health services, including evidence-based and culturally-appropriate addiction 
treatment, for incarcerated American Indian and Alaska Native persons. 

18. Our AMA strongly supports routine audits and inspection of facilities managed by the Bureau of 
Indian Affairs Division of Correction, ensuring that these facilities abide by all standards and 
guidelines outlined by the National Commission on Correctional Health Care. 

[CMS Rep. 02, I-16; Appended: Res. 417, A-19; Appended: Res. 420, A-19; Modified: Res. 216, I-19; 
Modified: Res. 503, A-21; Reaffirmed: Res. 229, A-21, Modified: Res. 127, A-22; Appended: Res. 244,  
A-23; Appended: Res. 429, A-23; Reaffirmed: BOT Rep.05, I-24; Appended: Res. 916, I-24; Appended: 
Res. 918, I-24] 
 
D-430.990 Increased Transparency Among Psychotropic Drug Administration in Prisons  

1. Our AMA will study issues surrounding the use of psychotropic medications in the carceral 
system, including inconsistencies in dosage, frequency, duration, allowed formularies, side 
effects, and oversight by a psychiatrist or another physician with expertise in mental illness. 

2. Our AMA supports increased transparency from jails and prisons surrounding protocols pertaining 
to the administration of psychotropic medications, including components such as dosage, 
frequency, duration, allowed formularies, management of side effects, and requirements for 
oversight by a psychiatrist or another physician with expertise in mental illness. 

[Res. 511, A-25] 
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Resolution: 111  
(A-26) 

 
Introduced by: Illinois  
 
Subject: Advocating for Insurance Coverage of Scalp Cooling Therapy to Prevent 

Chemotherapy-Induced Alopecia 
 
Referred to: Reference Committee A 
 
 
Whereas, chemotherapy-induced alopecia (CIA) is one of the most visible and distressing side 1 
effects of cancer treatment, impacting patient quality of life, body image, and mental health1, 2; 2 
and 3 
 4 
Whereas, scalp cooling therapy – also known as cold cap therapy – has been shown to 5 
significantly reduce the risk of CIA among patients receiving specific chemotherapy regimens for 6 
solid tumors3; and 7 
 8 
Whereas, the U.S. Food and Drug Administration (FDA) has cleared several scalp cooling 9 
systems (e.g., DigniCap and Paxman) as safe and effective medical devices to reduce hair loss 10 
in patients undergoing chemotherapy4; and 11 
 12 
Whereas, studies demonstrate that patients who utilize scalp cooling report improved emotional 13 
well-being and reduced psychological distress during cancer treatment5; and 14 
 15 
Whereas, access to scalp cooling therapy is currently limited by a lack of insurance coverage, 16 
leading to out-of-pocket costs ranging from $1,500 to $3,000 per treatment course, exacerbating 17 
healthcare disparities among socioeconomically disadvantaged populations6; and 18 
 19 
Whereas, the state of New York passed Bill A38-A/S2063-A, signed into law on December 13, 20 
2024, requiring insurance coverage for scalp cooling systems, thereby setting a precedent for 21 
legislative action7,8; and  22 
 23 
Whereas, in the Summary of Panel Actions issued on October 18, 2024, the American Medical 24 
Association (AMA) approved three CPT® Category I codes for mechanical scalp cooling, 25 
recognizing scalp cooling as an established, medically appropriate service and reinforcing its 26 
clinical significance; the new codes will be effective January 1, 2026, and included in the CPT® 27 
2026 code set9; and 28 
 29 
Whereas, the issuance of CPT® Category I codes reflects the growing acceptance of scalp 30 
cooling therapy within standard medical practice and strengthens the justification for insurance 31 
coverage by both public and private payers9; therefore, be it 32 
 33 
RESOLVED, that our American Medical Association advocate for all payers to provide 34 
insurance coverage for scalp cooling systems for patients receiving chemotherapy who are at 35 
risk of chemotherapy-induced alopecia (Directive to Take Action); and be it further  36 
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RESOLVED, that our AMA engage in continued national advocacy to promote broad and 1 
equitable access to scalp cooling therapy through public and private health insurance plans 2 
(Directive to Take Action); and be it further 3 
 4 
RESOLVED, that our AMA collaborate with relevant dermatology organizations (such as the 5 
American Academy of Dermatology), oncology organizations (such as the American Society of 6 
Clinical Oncology), and other appropriate medical societies and patient advocacy groups to 7 
advance public awareness and legislative action supporting insurance coverage for scalp 8 
cooling therapy. (Directive to Take Action)9 

10 
Fiscal Note: Moderate – between $10,000 - $50,000 
 
Received: 4/18/26 
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3. Nangia J, Wang T, Osborne C, et al. Effect of a scalp cooling device on alopecia in women undergoing chemotherapy for breast 
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Psychooncology. 2008;17(4):317–328. 
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https://www.nysenate.gov/legislation/bills/2023/S2063/amendment/A#:~:text=2023-S2063%20-
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Devices to Help Prevent Hair Loss During Cancer Treatment. December 16, 2024 https://paxmanscalpcooling.com/paxman-
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cancer-treatment/  
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Scalp Cooling. October 19, 2024. https://paxmanscalpcooling.com/paxman-announces-new-cpt-category-i-codes-from-the-
american-medical-association-for-mechanical-scalp-cooling/  

 
 
RELEVANT AMA POLICY 
 
Symptomatic and Supportive Care for Patients with Cancer H-55.999  
Our AMA recognizes the need to ensure the highest standards of symptomatic, rehabilitative, and 
supportive care for patients with both cured and advanced cancer. The Association supports clinical 
research in evaluation of rehabilitative and palliative care procedures for the cancer patient, this to include 
such areas as pain control, relief of nausea and vomiting, management of complications of surgery, 
radiation and chemotherapy, appropriate hemotherapy, nutritional support, emotional support, 
rehabilitation, and the hospice concept. Our AMA actively encourages the implementation of continuing 
education of the practicing American physician regarding the most effective methodology for meeting the 
symptomatic, rehabilitative, supportive, and other human needs of the cancer patient. CSA Rep. H, I-78; 
Reaffirmed: CLRPD Rep. C, A-89; Reaffirmed: Sunset Report, A00; Reaffirmed: Sub. Res. 514, I-00; 
Modified: CSAPH Rep. 1, A-10; Reaffirmed: CSAPH Rep. 01, A-20  
 
Quality Cancer Care Preservation Act H-330.897  
Our AMA continues to support existing policy principles in evaluating legislative language on matters 
relating to Medicare reimbursement for physician acquisition and administration of prescription drugs. 
BOT Action in response to referred for decision Res. 129, A-03; Reaffirmed: BOT Rep. 28, A-13; 
Reaffirmation A-15  
 
  

https://www.nysenate.gov/legislation/bills/2023/S2063/amendment/A#:%7E:text=2023-S2063%20-%20Summary,hair%20during%20cancer%20chemotherapy%20treatment
https://www.nysenate.gov/legislation/bills/2023/S2063/amendment/A#:%7E:text=2023-S2063%20-%20Summary,hair%20during%20cancer%20chemotherapy%20treatment
https://paxmanscalpcooling.com/paxman-announces-passage-of-new-york-law-requiring-insurance-coverage-of-scalp-cooling-devices-to-help-prevent-hair-loss-during-cancer-treatment/
https://paxmanscalpcooling.com/paxman-announces-passage-of-new-york-law-requiring-insurance-coverage-of-scalp-cooling-devices-to-help-prevent-hair-loss-during-cancer-treatment/
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Survivorship Care Plans H-55.969  
Our American Medical Association supports the voluntary use of survivorship care plans for cancer 
survivors when deemed appropriate by a patient's treating physician and supports reimbursement for 
physician preparation of survivorship care plans for patients. Res. 108, A-15; Reaffirmation: A-18 
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Resolution: 112  
(A-26) 

 
Introduced by: Illinois Delegation 
 
Subject: Ensuring Coverage and Access to Adult Strabismus Surgery 
 
Referred to: Reference Committee A 
 
 
Whereas, adult strabismus affects approximately 1 in 25 adults (~4% prevalence), making it a 1 
common condition with significant functional consequences1; and 2 
 3 
Whereas, adults with strabismus experience increased rates of falls, fractures, and 4 
musculoskeletal injuries due to impaired depth perception and binocular dysfunction, confirming 5 
strabismus as a functional and safety-relevant medical condition2; and 6 
 7 
Whereas, the psychosocial and quality-of-life impact of adult strabismus is well documented, 8 
including impaired communication, reduced employability, and diminished social functioning3, 9 
and research shows substantial improvement in daily functioning after surgical correction4; and 10 
 11 
Whereas, adult strabismus surgery improves critical visual functions, including binocular 12 
summation, stereopsis, and fusion, leading to measurable improvements in functional vision and 13 
safety5,6; and 14 
 15 
Whereas, the American Academy of Ophthalmology (AAO) Adult Strabismus Preferred Practice 16 
Pattern affirms that adult strabismus surgery is a medically necessary intervention for restoring 17 
binocular vision, alleviating diplopia, expanding visual fields, treating abnormal head posture, 18 
and improving psychosocial well-being7; and 19 
 20 
Whereas, the American Association for Pediatric Ophthalmology and Strabismus (AAPOS) 21 
Adult Strabismus Surgery Policy Statement 2025 reiterates that adult strabismus causes 22 
substantial functional, psychosocial, and safety burdens, and that surgery reliably improves 23 
diplopia, restores fusion, expands visual fields, and improves quality of life (AAPOS, 2025); 24 
therefore be it  25 
 26 
RESOLVED, that our American Medical Association advocate for national insurer recognition of 27 
adult strabismus surgery as medically necessary, and to oppose insurer policies that misclassify 28 
such surgery as cosmetic. (Directive to Take Action)29 

30 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 4/18/26 
  



Resolution: 112  (A-26) 
Page 2 of 2 

 
 
REFERENCES 
1. Martinez-Thompson JM, Diehl NN, Holmes JM, Mohney BG. Incidence, types, and lifetime risk of adult-onset strabismus. 

Ophthalmology. 2014;121(4):877–882. 
2. Pineles SL, Repka MX, Yu F, Lum F, Coleman AL.  Risk of musculoskeletal injuries, fractures, and falls in Medicare 

beneficiaries with disorders of binocular vision. JAMA Ophthalmology. 2015;133(1):60–65. 
3. Hatt SR, Leske DA, Kirgis PA, et al. The effects of strabismus on quality of life in adults. Am J Ophthalmol. 2007;144(4):643–

647. 
4. Liebermann L, Hatt SR, Leske DA, Holmes JM. Improvement in specific function-related quality-of-life concerns after strabismus 

surgery in nondiplopic adults. J AAPOS. 2014;18(2):105–109. 
5. Pineles SL, Demer JL, Isenberg SJ, Birch EE, Velez FG. Improvement in binocular summation after strabismus surgery. JAMA 

Ophthalmology. 2015;133(3):326–332. (Demonstrates restoration of binocular vision and functional acuity.) 
6. Kushner BJ. The functional benefits of strabismus surgery. J Binocul Vis Ocul Motil. 2018;68(2):59–62. (Reviews functional—not 

cosmetic—indications and outcomes.) 
7. American Academy of Ophthalmology (AAO). Adult Strabismus Preferred Practice Pattern®. Ophthalmology. 

2024;131(4):P306–P403. 
 
 
RELEVANT AMA POLICY 
 
Coverage for Strabismus Surgery H-185.957 
Our American Medical Association supports legislation that requires all third party payers that cover 
surgical benefits to cover all strabismus surgery where medically indicated. 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 113 
(A-26) 

 
Introduced by: Medical Student Section  
 
Subject: Health Insurance Coverage of Hearing Devices and Related Services 
 
Referred to: Reference Committee A 
 
 
Whereas, of the approximately 28.8 million adults in the United States who could benefit from 1 
hearing devices, fewer than 20% use them, demonstrating a significant gap in utilization1; and 2 
 3 
Whereas, research has shown that working-age adults (18-64 years) with untreated hearing 4 
loss experience adverse outcomes compared to those with normal hearing, including a 40% 5 
higher risk of death even after adjusting for confounding factors, greater social-situational 6 
limitations, higher rates of psychological distress, and an increased risk of dementia2-5; and 7 
 8 
Whereas, the use of hearing aids has been shown to decrease difficulties in communication and 9 
social interaction among individuals after initiating use, and compared to adults with untreated 10 
hearing loss, adults who use hearing aids have decreased mortality, psychological distress, and 11 
risk of dementia2,4,6,7; and  12 
 13 
Whereas untreated hearing loss among working-age adults has been associated with an 14 
estimated $193.8 billion in lost population income and $28.6 billion in unrealized federal tax 15 
revenue annually, while the use of hearing aids has been estimated to mitigate individual 16 
income loss of up to $22,000 per year8; and 17 
 18 
Whereas, hearing devices and related audiological services, including diagnostic testing, fitting, 19 
and regular replacements, are inconsistently covered across private insurance plans and are 20 
typically excluded under Medicaid, making them inaccessible to many low-income adults9-11; 21 
and 22 
 23 
Whereas, out-of-pocket costs for hearing aids and related services are unaffordable for 77% of 24 
Americans with functional hearing loss, and consumer surveys demonstrate that willingness to 25 
adopt hearing aids would more than double if insurance contributed to or fully covered the 26 
cost10; and 27 
 28 
Whereas, adults with similar degrees of hearing loss and at least partial health insurance 29 
coverage for hearing aids are significantly more likely to acquire these devices than those 30 
without coverage, indicating that out-of-pocket cost is a barrier to adoption16; and  31 
 32 
Whereas, adults with untreated hearing loss incur approximately $3,536 more in total healthcare 33 
spending over an 18-month span compared to those without hearing loss, while the average 34 
cost of hearing aids and related services is estimated to be $2,500, demonstrating that modest 35 
investments in coverage can yield meaningful healthcare savings10,13; therefore be it 36 
 37 
RESOLVED, that our American Medical Association support public and private health insurance 38 
coverage of hearing services and devices, including digital hearing aids and routine 39 
replacements, for hearing-impaired adults aged 18-64. (New HOD Policy) 40 
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Fiscal Note: Minimal – less than $5,000 
 
Received: 04/20/2026 
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RELEVANT AMA POLICY 
 
Hearing Aid Coverage H-185.929 
Our American Medical Association supports public and private health insurance coverage that provides 
all hearing-impaired infants and children access to appropriate physician-led teams and hearing services 
and devices, including digital hearing aids. 
Our AMA supports hearing aid coverage for children that, at minimum, recognizes the need for 
replacement of hearing aids due to maturation, change in hearing ability and normal wear and tear. 
Our AMA encourages private health plans to offer optional riders that allow their members to add hearing 
benefits to existing policies to offset the costs of hearing aid purchases, hearing-related exams and 
related services. 
Our AMA supports coverage of hearing tests administered by a physician or physician-led team as part of 
Medicare's Benefit. 
Our AMA supports policies that increase access to hearing aids and other technologies and services that 
alleviate hearing loss and its consequences for the elderly. 
Our AMA encourages increased transparency and access for hearing aid technologies through 
itemization of audiologic service costs for hearing aids. 
Our AMA supports the availability of over-the-counter hearing aids for the treatment of mild-to-moderate 
hearing loss. 
Our AMA supports physician and patient education on the proper role of over the counter hearing aids, 
including the value of physician-led assessment of hearing loss, and when they are appropriate for 
patients and when there are possible cost-savings. 
Our AMA encourages the United States Preventive Services Task Force to re-evaluate its determination 
not to recommend preventive hearing services and screenings in asymptomatic adults over age 65 in 
consideration of new evidence connecting hearing loss to dementia. 
Our AMA works with interested state medical associations to support coverage of hearing exams, hearing 
aids, cochlear implants, and aural rehabilitative services by appropriate physician-led teams, in Medicaid 
and CHIP programs and any new public payers. [CMS Rep. 6, I-15 Appended: Res. 124, A-19 Appended: 
CMS Rep. 02, A-23 Reaffirmed: CMS Rep. 02, A-23 Reaffirmed: Res. 102, A-24] 
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https://doi.org/10.1016/s2666-7568(23)00232-5
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Introduced by: Medical Student Section, Florida, Oklahoma, South Carolina, Tennessee  
 
Subject: Opposing Alternative Funding Programs 
 
Referred to: Reference Committee A 
 
 
Whereas, Alternative Funding Programs (AFPs) are employer- or third-party vendor- benefit 1 
designs that exclude expensive medications from insurance formularies and instead require 2 
beneficiaries to enroll in manufacturer/charitable assistance programs or cover the costs 3 
themselves, thereby shifting liability outside the insurance benefit1,10; and 4 
 5 
Whereas, AFPs divert limited manufacturer and charitable patient assistance funds away from 6 
uninsured and underinsured populations for whom they were intended, raising concerns about 7 
equity and sustainability of charitable assistance programs2; and  8 
 9 
Whereas, in AbbVie v. Payer Matrix, AbbVie alleges that AFP models are misrepresenting 10 
insured patients as uninsured in a “fraudulent and deceptive scheme” to access manufacturer 11 
assistance funds, demonstrating increasing legal and regulatory scrutiny over these programs17; 12 
and 13 
 14 
Whereas, as AFP adoption has grown rapidly, many patients are unaware of enrollment until 15 
coverage is denied, unexpected medical bills arrive, or medications are suddenly switched, 16 
disrupting continuity of care and undermining the physician-patient relationship5,7; and 17 
 18 
Whereas, patients routed through AFPs experience significant barriers to care, including 19 
average treatment delays of 68 days to therapy, with 88% reporting associated stress or anxiety 20 
and 24% reporting worsening of their condition6; and 21 
 22 
Whereas, AFPs have raised concerns regarding compliance under federal statutes, including 23 
the Affordable Care Act, the Employee Retirement Income Security Act, HIPAA, and the Anti-24 
Kickback Statute, due to benefit misclassification, unauthorized data-sharing, and misaligned 25 
financial incentives8,9; and 26 
 27 
Whereas, AFPs often circumvent Affordable Care Act regulations by reclassifying the 28 
medications as non-essential health benefits, which shifts cost liability onto patients or 29 
undermine cost-sharing safeguards by preventing copay from counting toward deductibles/out-30 
of-pocket limits10; and 31 
 32 
Whereas, copay adjustment programs, which seek to limit plan sponsor exposure to prescription 33 
drug costs by raising patient out of pocket costs, have been addressed by a growing number of 34 
state bans, so AFPs have emerged as a loophole achieving a similar effect, evading existing 35 
bans and regulations to continue affecting patient costs3,4,16; and 36 
 37 
Whereas, national patient and provider organizations, including the CancerCare-led Alternative 38 
Funding Task Force, PAN Foundation, and Alliance for Patient Access, have publicly opposed 39 
AFPs and urged federal action to treat covered prescription drugs as essential health benefits 40 
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across markets and to prohibit plan designs that require enrollment in third-party assistance as 1 
a condition of coverage11,12,13,14; therefore be it 2 
 3 
RESOLVED, that our American Medical Association oppose the use of Alternative Funding 4 
Programs (AFPs) and similarly functioning benefit designs and advocate for federal and state 5 
legislation and regulation prohibiting their use. (New HOD Policy)6 

7 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 04/20/2026 
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RELEVANT AMA POLICY 
 
D-110.983 Alternative Funding Programs  
Our American Medical Association will educate employers, benefits administrators, and patients on 
alternative funding programs (AFPs) and their negative impacts on patient access to treatment and will 
advocate for legislative and regulatory policies that would address negative impacts of AFPs. [Res. 707, 
A-24] 
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H-165.846 Adequacy of Health Insurance Coverage Options  
1. Our AMA supports the following principles to guide in the evaluation of the adequacy of health 
insurance coverage options: 
A. Any insurance pool or similar structure designed to enable access to age-appropriate health insurance 
coverage must include a wide variety of coverage options from which to choose. 
B. Existing federal guidelines regarding types of health insurance coverage (e.g., Title 26 of the US Tax 
Code and Federal Employees Health Benefits Program [FEHBP] regulations) should be used as a 
reference when considering if a given plan would provide meaningful coverage. 
C. Provisions must be made to assist individuals with low-incomes or unusually high medical costs in 
obtaining health insurance coverage and meeting cost-sharing obligations. 
D. Mechanisms must be in place to educate patients and assist them in making informed choices, 
including ensuring transparency among all health plans regarding covered services, cost-sharing 
obligations, out-of-pocket limits and lifetime benefit caps, and excluded services. 
2. Our AMA advocates that the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) 
program be used as the model for any essential health benefits package for children. 
3. Our AMA: (a) opposes the removal of categories from the essential health benefits (EHB) package and 
their associated protections against annual and lifetime limits, and out-of-pocket expenses; and (b) 
opposes waivers of EHB requirements that lead to the elimination of EHB categories and their associated 
protections against annual and lifetime limits, and out-of-pocket expenses. [CMS Rep. 7, A-07; 
Reaffirmation I-07, Reaffirmation A-09; Reaffirmed: Res. 103, A-09; Reaffirmation I-09; Reaffirmed: CMS 
Rep. 3, I-09; Reaffirmed: CMS Rep. 2, A-11; Appended: CMS Rep. 2, A-11; Reaffirmed in lieu of Res. 
109, A-12; Reaffirmed: CMS Rep. 1, I-12; Reaffirmed: CMS Rep. 3, A-13; Reaffirmed in lieu of Res. 812, 
I-13; Reaffirmed: CMS Rep. 6, I-14; Reaffirmed: CMS Rep. 6, I-15; Appended: CMS Rep. 04, I-17; 
Reaffirmed in lieu of: Res. 101, A-19] 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 115  
(A-26) 

 
Introduced by: Association for Clinical Oncology, American Society of Hematology, 

American College of Rheumatology  
 
Subject: Patient Continuity Protections During Payer, PBM Changes 
 
Referred to: Reference Committee A 
 
 
Whereas, specialized and complex chronic treatment regimens rely on strict adherence to 1 
clinical cycles where even a 14-day gap in therapy can result in irreversible loss of disease 2 
control, yet patients often face sudden disruptions when their payer or pharmacy benefit 3 
manager (PBM) undergoes corporate mergers, acquisitions, or contract changes; and 4 
 5 
Whereas, these involuntary switches frequently result in the immediate cancellation of existing 6 
prior authorizations or forced non-medical switching to new preferred formularies—practices 7 
specifically opposed by the Association for Clinical Oncology 2026 Advocacy Priorities and the 8 
American Society of Hematology 2024 Access to Hematology Care in an Age of Innovation 9 
Policy Statement; and   10 
 11 
Whereas, current AMA policy supports authorization longevity but does not explicitly mandate 12 
transition-of-care protections during corporate health plan or PBM restructuring; therefore be it  13 
 14 
RESOLVED, that our American Medical Association seek federal and state legislation and 15 
regulation mandating a minimum 90-day transition-of-care grace period for patients with chronic 16 
or life-threatening conditions during which their existing treatment plan, including prior 17 
authorizations and formulary status, must be honored without interruption (Directive to Take 18 
Action); and be it further  19 
 20 
RESOLVED, that our AMA advocate that these 90-day protections specifically apply to 21 
instances where a patient’s health plan or pharmacy benefit manager undergoes structural 22 
changes, including but not limited to corporate mergers, acquisitions, or pharmacy benefit 23 
manager contract transitions, to prevent non-medical switching and ensure continuity of care. 24 
(Directive to Take Action)25 

26 
Fiscal Note: Moderate – between $10,000 - $50,000 
 
Received: 4/20/26 
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RELEVANT AMA POLICY 
 
H-320.939 Prior Authorization and Utilization Management Reform 
Our American Medical Association 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... 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. 
[CMS Rep. 08, A-17; Reaffirmed: A-26] 
 
H-125.991 Drug Formularies and Therapeutic Interchange 
It is the policy of the AMA that drug formulary systems, including the practice of therapeutic interchange, 
are acceptable in inpatient hospital and other institutional settings... provided they satisfy the following 
standards: (viii) provide a mechanism to assure that patients/guardians are informed of any change from 
an existing outpatient prescription to a formulary substitute... 2. That our AMA continues to insist that 
managed care and other health plans have well-defined processes for physicians to prescribe non-
formulary drugs when medically indicated, that this process impose minimal administrative burdens, and 
that it include access to a formal appeals process. [Res. 505, A-12; Reaffirmed: 2025] 
 
H-125.979 Private Health Insurance Formulary Transparency 
Our AMA will work with pharmacy benefit managers, health insurers, and pharmacists to enable 
physicians to receive accurate, real-time formulary data at the point of prescribing. 2. Our AMA supports 
legislation or regulation that ensures that private health insurance carriers declare which medications are 
available on their formularies by October 1 of the preceding year... and forbidding insurance carriers from 
making formulary deletions within the policy term. [CMS Rep. 5, A-09; Reaffirmed: 2024] 
 
D-110.987 The Impact of Pharmacy Benefit Managers on Patients and Physicians 
Our AMA supports the active regulation of pharmacy benefit managers (PBMs) under state departments 
of insurance. 2. Our AMA will develop model state legislation addressing the state regulation of PBMs, 
which shall include provisions to maximize the number of PBMs under state regulatory oversight. 3. Our 
AMA supports improved transparency of PBM operations, including disclosing... records describing why a 
medication is chosen for or removed in the P&T committee's formulary. [CMS Rep. 5, A-19; Reaffirmed: 
2025] 
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Introduced by: American Academy of Pediatrics 
 
Subject: Study of Cost Implications of Medicaid Managed Care Organizations 

Compared with State-Administered Medicaid Programs 
 
Referred to: Reference Committee A 
 
 
Whereas, the Medicaid program provides health coverage to more than 80 million Americans 1 
and represents one of the largest sources of public health care spending in the United States;¹ 2 
and 3 

Whereas, states administer Medicaid through multiple delivery models, including state-4 
administered fee-for-service programs, primary care case management models, and contracts 5 
with private managed care organizations (MCOs);² and 6 

Whereas, as of recent federal analyses, the majority of Medicaid beneficiaries receive coverage 7 
through Medicaid managed care plans operated by private insurers under contracts with state 8 
governments;³ and 9 

Whereas, Medicaid managed care programs are often intended to improve care coordination, 10 
increase budget predictability for states, and promote efficient use of health care services;4 and 11 

Whereas, While the shift to MCOs has increased budget predictability for states, the evidence 12 
about the impact of managed care on access to care and costs is both limited and mixed;5 and 13 

Whereas, federal oversight agencies have identified challenges in evaluating the total costs of 14 
Medicaid managed care programs due to variations in state reporting practices and contract 15 
structures;6 and 16 

Whereas, physicians and health systems participating in Medicaid managed care programs 17 
frequently report significant administrative burdens associated with plan participation, including 18 
prior authorization requirements, credentialing processes, network contracting, and claims 19 
administration;7 and 20 

Whereas, a clearer understanding of the total fiscal and administrative implications of Medicaid 21 
managed care compared with state-administered Medicaid models would inform policymakers, 22 
physicians, and patients as states consider program design and oversight; therefore be it 23 

RESOLVED, That our American Medical Association study and report back to the HOD at I-26 24 
on Medicaid managed care organizations and state-administered Medicaid programs, including: 25 

• The comparative fiscal implications of programs administered through Medicaid 26 
managed care organizations versus those administered directly by states, including 27 
administrative costs, medical expenditures, and program oversight costs. 28 

• Whether Medicaid managed care arrangements result in net cost savings, increased 29 
costs, or cost neutrality compared with state-administered models. 30 

• The administrative impact of Medicaid managed care participation on physicians and 31 
health systems, including prior authorization requirements, network contracting, and 32 
claims administration. (Directive to Take Action) 33 
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Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 4/21/26 
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RELEVANT AMA POLICY 
 
Monitoring Medicaid Managed Care H-290.985 
As managed care plans increasingly become the source of care for Medicaid beneficiaries, Our American Medical 
Association advocates the same policies for the conduct of Medicaid managed care that our AMA advocates for 
private sector managed care plans. In addition, our AMA advocates that the following criteria be used in federal 
and/or state oversight and evaluation of managed care plans serving Medicaid beneficiaries, and insists upon their 
use by the Federation in monitoring the implementation of managed care for Medicaid beneficiaries: 

1. Adequate and timely public disclosure of pending implementation of managed care under a state 
program, so as to allow meaningful public comment. 

2. Phased implementation to ensure availability of an adequate, sufficiently 
capitalized managed care infrastructure and an orderly transition for beneficiaries and providers. 

3. Geographic dispersion and accessibility of participating physicians and other providers. 
4. Education of beneficiaries regarding appropriate use of services, including the emergency 

department. 
5. Availability of off-hours, walk-in primary care. 
6. Coverage for clinically effective preventive services. 
7. Responsiveness to cultural, language and transportation barriers to access. 
8. In programs where more than one plan is available, beneficiary freedom to choose their plan, 

enforcement of standards for marketing/enrollment practices, and clear and comparable 
disclosure of plan benefits and limitations including financial incentives on providers. 

9. Beneficiary freedom to choose and retain a given primary physician within the plan, and to 
request a change in physicians when dissatisfied. 

10. Significant participating physician involvement and influence in plan medical policies, including 
development and conduct of quality assurance, credentialing and utilization review programs. 

11. Ability of plan participating physicians to determine how many beneficiaries and the type of 
medical problems they will care for under the program. 

12. Adequate identification of plan beneficiaries and plan treatment restrictions to out-of-plan 
physicians and other providers. 

13. Intensive case management for high utilizers and realistic financial disincentives for beneficiary 
misuse of services. 

14. Treatment authorization requirements and referral protocols that promote continuity rather than 
fragment the process of care. 

15. Preservation of private right of action for physicians and other providers and beneficiaries. 
16. Ongoing evaluation and public reporting of patient outcomes, patient satisfaction and service 

utilization. 
17. Full disclosure of plan physician and other provider selection criteria, and concerted efforts to 

qualify and enroll traditional community physicians and other existing providers in the plan. 
18. Absence of gag rules. 
19. Fairness in procedures for selection and deselection. 
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https://www.gao.gov/products/gao-14-341
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20. Realistic payment levels based on costs of care and predicted utilization levels. 
21. Payment arrangements that do not expose practitioners to excessive financial risk for their own or 

referral services, and that tie any financial incentives to performance of the physician group over 
significant time periods rather than to individual treatment decisions. 

22. Our AMA urges CMS to direct those state Medicaid agencies 
with Medicaid managed care programs to disseminate data and other relevant information to the 
state medical associations in their respective states on a timely and regular basis. 
 

Mandatory Enrollment of Medicare-Medicaid Patients in Managed Care Plans H-290.984 
The AMA, in keeping with its support for free market competition among all modes of health care delivery 
and financing, strongly opposes mandatory enrollment of Medicare and/or Medicaid patients 
in managed care plans. 
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Introduced by: Private Practice Physicians Section 
 
Subject: Universal Out of Network Benefits 
 
Referred to: Reference Committee A 
 
 
Whereas, private health insurers have deliberately used their regional monopoly powers to push 1 
unacceptably low rates on physicians, thus creating artificially narrow networks; and 2 
 3 
Whereas, such practice creates the appearance of physician shortages and lack of access to 4 
physicians in a reasonable time, all to the sole benefit and profit of insurers; and 5 
 6 
Whereas, before insurers created restrictive networks, healthcare costs and premiums were 7 
much lower; and  8 
 9 
Whereas, laws that require insurers to allow patients to seek an out-of-network physician when 10 
appropriate will always be entirely inadequate because insurers will always determine that a 11 
patient does not need an out-of-network physician; and  12 
 13 
Whereas, the now frequent need to wait months to see a physician would largely resolve if 14 
patients all had out-of-network benefits and could see any practicing physician; and  15 
 16 
Whereas, many states are now taking the absurd step of trying to allow nurses and physician 17 
assistants to practice medicine independently because there aren’t enough in-network doctors 18 
available to care for patients; and 19 
 20 
Whereas, the practice of creating and restricting networks has coincided with a massive 21 
increase of overall healthcare costs, not a savings; and 22 
 23 
Whereas, the single and only beneficiary of insurance policies that offer no out-of-network 24 
benefits are the insurance companies themselves, to no clear public advantage; therefore be it 25 
 26 
RESOLVED, that our American Medical Association will advocate for state and federal laws and 27 
regulations that require all insurers to offer plans that include out-of-network benefits. (Directive 28 
to Take Action)29 

30 
Fiscal Note: Modest – between $5,000 - $10,000 
 
Received: 4/20/26 
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RELEVANT AMA POLICY 
 
Out-of-Network Care H-285.904 

1. Our American Medical Association adopts the following principles related to unanticipated out-of-
network care: 

a. Patients must not be financially penalized for receiving unanticipated care from an out-of-
network provider. 

b. Insurers must meet appropriate network adequacy standards that include adequate 
patient access to care, including access to hospital-based physician specialties. State 
regulators should enforce such standards through active regulation of health insurance 
company plans. 

c. Insurers must be transparent and proactive in informing enrollees about all deductibles, 
copayments and other out-of-pocket costs that enrollees may incur. 

d. Prior to scheduled procedures, insurers must provide enrollees with reasonable and 
timely access to in-network physicians. 

e. Patients who are seeking emergency care should be protected under the "prudent 
layperson" legal standard as established in state and federal law, without regard to prior 
authorization or retrospective denial for services after emergency care is rendered. 

f. Out-of-network payments must not be based on a contrived percentage of the Medicare 
rate or rates determined by the insurance company. 

g. Minimum coverage standards for unanticipated out-of-network services should be 
identified. Minimum coverage standards should pay out-of-network providers at the usual 
and customary out-of-network charges for services, with the definition of usual and 
customary based upon a percentile of all out-of-network charges for the particular health 
care service performed by a provider in the same or similar specialty and provided in the 
same geographical area as reported by a benchmarking database. Such a benchmarking 
database must be independently recognized and verifiable, completely transparent, 
independent of the control of either payers or providers and maintained by a non-profit 
organization. The non-profit organization shall not be affiliated with an insurer, a 
municipal cooperative health benefit plan or health management organization. 

h. Independent Dispute Resolution (IDR) should be allowed in all circumstances as an 
option or alternative to come to payment resolution between insurers and physicians. 

2. Our AMA will advocate for the principles delineated in Policy H-285.904 for all health plans, 
including ERISA plans. 

3. Our AMA will advocate that any legislation addressing surprise out of network medical bills use 
an independent, non-conflicted database of commercial charges. 

Citation: Res. 108, A-17; Reaffirmed: A-18; Appended: Res. 104, A-18; Reaffirmed in lieu of: Res. 225, I-
18; Reaffirmed: A-19; Reaffirmed: Res. 210, A-19; Appended: Res. 211, A-19; Reaffirmed: CMS Rep. 5, 
A-21; Modified: Res. 236, A-22; Reaffirmed: CMS Res. I-23; Reaffirmed: CMS Rep. 3, I-23; Reaffirmed: 
CMS Rep. 08, A-24 
 
Patient Access to Covered Benefits Ordered by Out-of-Network Physicians D-285.958 

1. Our American Medical Association will develop model legislation to protect patients managed 
by out-of-network physicians by prohibiting insurance plans from denying payment for covered 
services, including imaging, laboratory testing, referrals, medications, and other medically-
necessary services for patients under their commercial insurance, based solely on 
the network participation of the ordering physician while preserving evidence based high quality 
care and healthcare affordability.   

2. Our AMA will collaborate with other physician organizations to develop resources, toolkits, and 
education to support out-of-network care models.  

Citation: Res. 245, A-24 
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Out-of-Network Care D-285.962 
Our AMA will develop model state legislation addressing the coverage of and payment for 
unanticipated out-of-network care. 
Citation: Res. 108, A-17 
 
Out of Network Coverage Denials for Physician Prescriptions and Ordered Services D-285.963 
Our American Medical Association will pursue regulation or legislation to prohibit any insurer from writing 
individual or group policies which deny or unreasonably delay coverage of medically necessary 
prescription drugs or services based on network distinctions of the licensed health care provider ordering 
the drug or service. 
Citation: Res. 119, A-15 
 
Out of Network Restrictions of Physicians H-285.907 
Our American Medical Association opposes the denial of payment for a medically necessary 
prescription of a drug or service covered by the policy based solely on the network participation of the 
duly licensed physician ordering it. 
Citation: Res. 126, A-15 

 

 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 118 
(A-26) 

 
Introduced by: American College of Rheumatology 
 
Subject: Addressing Proposals to Implement International Reference Pricing for 

Physician-Administered Drugs 
 
Referred to: Reference Committee A 
 
 
Whereas, emerging state proposals to implement international reference pricing (IRP) seek to 1 
cap reimbursement for physician-administered drugs without ensuring alignment with acquisition 2 
costs; and 3 
 4 
Whereas, such policies would risk creating negative margins for physician practices; and 5 
 6 
Whereas, such misalignment between reimbursement and acquisition cost may force 7 
physicians, particularly in community-based and independent practices, to limit or cease offering 8 
in-office therapies; and  9 
 10 
Whereas, a limitation or cessation of in-office therapies would reduce patient access to timely 11 
and appropriate care; and 12 
 13 
Whereas, these policies may disproportionately impact patients with complex and chronic 14 
conditions by shifting care to higher-cost or less accessible settings; and 15 
 16 
Whereas, international reference pricing models in other countries typically include broader 17 
health system policies and negotiation mechanisms not present in state-based proposals; and 18 
 19 
Whereas, the American Medical Association (AMA) has established policy that any use of 20 
international price indices must preserve patient access to medications and limit burdens on 21 
physician practices; and 22 
 23 
Whereas, existing AMA policy does not include specific advocacy goals to reduce the potential 24 
financial and administrative burdens of international reference pricing on physician practices; 25 
therefore be it 26 
 27 
RESOLVED, that our American Medical Association remain committed to the position that 28 
international price indices or averages should not be used in isolation to set or determine 29 
prescription drug prices or payments (New HOD Policy); and be it further 30 
 31 
RESOLVED, that our AMA work with state medical societies and specialty societies to educate 32 
policymakers on the risks of misaligned reimbursement under international reference pricing 33 
models and to promote approaches that reduce drug costs without jeopardizing patient access 34 
or practice sustainability (Directive to Take Action); and be it further35 
 36 
RESOLVED, that our AMA amend policy H-110.980 by addition to read as follows:  37 
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1. Our American Medical Association will advocate that the use of arbitration in determining 1 
the price of prescription drugs meet the following standards to lower the cost of 2 
prescription drugs without stifling innovation: 3 

a. The arbitration process should be overseen by objective, independent 4 
entities. 5 

b. The objective, independent entity overseeing arbitration should have the 6 
authority to select neutral arbitrators or an arbitration panel. 7 

c. All conflicts of interest of arbitrators must be disclosed and safeguards 8 
developed to minimize actual and potential conflicts of interest to ensure 9 
that they do not undermine the integrity and legitimacy of the arbitration 10 
process. 11 

d. The arbitration process should be informed by comparative effectiveness 12 
research and cost-effectiveness analysis addressing the drug in question. 13 

e. The arbitration process should include the submission of a value-based 14 
price for the drug in question to inform the arbitrator’s decision. 15 

f. The arbitrator should be required to choose either the bid of the 16 
pharmaceutical manufacturer or the bid of the payer. 17 

g. The arbitration process should be used for pharmaceuticals that have 18 
insufficient competition; have high list prices; or have experienced 19 
unjustifiable price increases. 20 

h. The arbitration process should include a mechanism for either party to 21 
appeal the arbitrator’s decision. 22 

i. The arbitration process should include a mechanism to revisit the 23 
arbitrator’s decision due to new evidence or data.  24 

2. Our AMA will advocate that any use of international price indices and averages in 25 
determining the price of and payment for drugs should abide by the following principles: 26 

a. Any international drug price index or average should not be used to 27 
determine or set a drug’s price, or determine whether a drug’s price is 28 
excessive, in isolation. 29 

b. The use of any international drug price index or average should preserve 30 
patient access to necessary medications. 31 

c. The use of any international drug price index or average should limit 32 
burdens on physician practices by: 33 

1. Ensuring reimbursement at or above acquisition cost for 34 
physician-administered drugs. 35 

2. Protecting patient access to in-office treatments. 36 
3. Avoiding shifting care to higher-cost settings. 37 
4. Minimizing administrative and financial burdens on physician 38 

practices. 39 
d. Any data used to determine an international price index or average to 40 

guide prescription drug pricing should be transparent and updated 41 
regularly. 42 

3. Our AMA supports the use of contingent exclusivity periods for pharmaceuticals, which 43 
would tie the length of the exclusivity period of the drug product to its cost-effectiveness 44 
at its list price at the time of market introduction. (Modify Current HOD Policy)45 

46 
Fiscal Note: Moderate – between $10,000 - $50,000 
 
Received: 4/21/26 
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RELEVANT AMA POLICY 
 
Additional Mechanisms to Address High and Escalating Pharmaceutical Prices H-110.980 

1. Our American Medical Association will advocate that the use of arbitration in determining 
the price of prescription drugs meet the following standards to lower the cost of 
prescription drugs without stifling innovation: 

a. The arbitration process should be overseen by objective, independent 
entities. 

b. The objective, independent entity overseeing arbitration should have the 
authority to select neutral arbitrators or an arbitration panel. 

c. All conflicts of interest of arbitrators must be disclosed and safeguards 
developed to minimize actual and potential conflicts of interest to ensure 
that they do not undermine the integrity and legitimacy of the arbitration 
process. 

d. The arbitration process should be informed by comparative effectiveness 
research and cost-effectiveness analysis addressing the drug in question. 

e. The arbitration process should include the submission of a value-based 
price for the drug in question to inform the arbitrator’s decision. 

f. The arbitrator should be required to choose either the bid of the 
pharmaceutical manufacturer or the bid of the payer. 

g. The arbitration process should be used for pharmaceuticals that have 
insufficient competition; have high list prices; or have experienced 
unjustifiable price increases. 

h. The arbitration process should include a mechanism for either party to 
appeal the arbitrator’s decision. 

i. The arbitration process should include a mechanism to revisit the 
arbitrator’s decision due to new evidence or data.  

2. Our AMA will advocate that any use of international price indices and averages in 
determining the price of and payment for drugs should abide by the following principles: 

a. Any international drug price index or average should not be used to 
determine or set a drug’s price, or determine whether a drug’s price is 
excessive, in isolation. 

b. The use of any international drug price index or average should preserve 
patient access to necessary medications. 

c. The use of any international drug price index or average should limit 
burdens on physician practices. 

d. Any data used to determine an international price index or average to 
guide prescription drug pricing should be transparent and updated 
regularly. 

3. Our AMA supports the use of contingent exclusivity periods for pharmaceuticals, which 
would tie the length of the exclusivity period of the drug product to its cost-effectiveness 
at its list price at the time of market introduction. 

CMS Rep. 4, I-19; Reaffirmed: CMS Rep. 3, I-20; Modified: CMS Rep. 4, A-22 
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