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AMERICAN MEDICAL ASSOCIATION PRIVATE PRACTICE PHYSICIAN SECTION

Resolution: 3
(1-23)

Introduced by: Roxanne Tyroch, MD

Subject: Access to Covered Benefits with an Out of Network Ordering Physician
Referred to: PPPS Reference Committee
( , MD, Chair)

Whereas, Physicians have not had inflationary increases like other service providers have for
decades in the Medicare program; and

Whereas, Physicians’ ability to continue to serve patients independent of hospital systems,
private equity, vertically and/or horizontally consolidated systems has narrowed under current
reimbursement settings®; and

Whereas, Between 2019 and 2020, 48,400 physicians left independent practice according to a
2021 Physicians Advocacy Institute study'; and

Whereas, As a result there is a growing number of private practice physicians using the Direct
Primary Care (DPC) model not accepting insurance or otherwise treating patients in models that
are not in-network with HMOs, PCOs, Medicare Advantage or other health plans®??%); and

Whereas, There are 2,060 direct primary care practices spanning 48 states*; and

Whereas, Patients with catastrophic plans with high deductibles are well-served by having
access to direct primary care physicians®;” and

Whereas, Physicians who care for patients under the direct primary care model or other out of
network models are not compensated by insurers for physician services rendered to patients
with these plans; and

Whereas, Many of the patients served in direct primary care or out of network models have
HMOs, PCOs, Medicare Advantage or other health plans for their primary insurance while using
a direct pay physician for their medical care; and

Whereas, These health plans often will not cover laboratory studies, radiology studies, referral,
or even prescription medications when ordered by one of these out-of-network physicians; and

Whereas, Non-coverage of valid orders for health plan benefits for the insured leads to delays in
care, increased cost to patients and redundancy and inefficiency in the healthcare system;
therefore be it

Resolved, That our American Medical Association craft model legislation to protect patients in
these plans thus furthering the ability of direct primary care physicians and other out of network
physicians to provide covered services, including imaging, laboratory testing, referrals, and
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medications for patients under their commercial insurance, even if it is an HMO or POS plan
(Directive to Take Action); and be it further

Resolved, That our AMA craft model legislation to protect patients in these plans thus furthering
the ability of direct primary care physicians and other out network physicians to order or provide
such covered services to their patients under their Medicare Advantage plans (Directive to Take
Action); and be it further

Resolved, That our AMA will develop resources, tool kits, education, and internal experts to
support direct primary care and other out of network models (Directive to Take Action).

Fiscal Note: TBD

Received: 9/25/2023
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RELEVANT AMA POLICY

Direct Primary Care H-385.912

1. Our AMA supports: (a) inclusion of Direct Primary Care as a qualified medical expense by
the Internal Revenue Service; and (b) efforts to ensure that patients in Direct Primary Care
practices have access to specialty care, including efforts to oppose payer policies that prevent
referrals to in-network specialists.

2. AMA policy is that the use of a health savings account (HSA) to access direct primary care
providers and/or to receive care from a direct primary care medical home constitutes a bona fide
medical expense, and that particular sections of the IRS code related to qualified medical
expenses should be amended to recognize the use of HSA funds for direct primary care and
direct primary care medical home models as a qualified medical expense.

3. Our AMA will seek federal legislation or regulation, as necessary, to amend appropriate
sections of the IRS code to specify that direct primary care access or direct primary care
medical homes are not health “plans” and that the use of HSA funds to pay for direct primary
care provider services in such settings constitutes a qualified medical expense, enabling
patients to use HSAs to help pay for Direct Primary Care and to enter DPC periodic-fee
agreements without IRS interference or penalty.

Citation: Res. 103; A-16; Appended: Res. 246, A-18; Reaffirmed: A-18; Reaffirmed: I-18;
Appended: Res. 102, A-19

Subacute Care Standards for Physicians H-160.945

AMA guidelines for physicians' responsibilities in subacute care include:

(1) Physicians are responsible to their patients for delivery of care in all subacute care settings,
24 hours a day, 7 days a week.

(2) Patients who might benefit from subacute care should be admitted to and discharged under
the orders of the physician who is responsible for the continuous medical management needed
to meet the patient's needs and safety and maintaining quality of care.

(3) Physicians are responsible for coordinating care for their patients with other physicians
including medical directors, primary care physicians, and appropriate specialists, to optimize the
quality of care in subacute settings.

(4) Physicians are responsible for supervision and coordination of the medical care for their
patients and providing leadership for all other health care providers in subacute care.

(5) Physicians should guide procedures for their patients performed within integrated practices
and direct other health care providers, consistent with federal and state regulations.

(6) Physicians are responsible for: (a) Fulfilling their roles and identifying the medical skills
needed to deliver care in subacute facilities and for creating and developing continuing medical
education to meet the special needs of patients in subacute care. (b) Identifying and
appropriately utilizing subacute care facilities in their communities. (c) Oversight of physician
credentialing in subacute settings (d) Promoting medical staff organization and by-laws that may
be needed to support peer evaluations. (e) Planning care of their patients with acute and
chronic conditions in subacute care, as well as pursuing efforts to restore and maintain functions
for quality of life.

(7) Subacute units and/or programs need physician medical directors to assure quality of
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medical care, provide peer group liaisons, and coordinate and supervise patients and families
input and needs.

(8) Physicians provide a plan of care for medically necessary visits after completing an initial
assessment within 24 hours of admission that identifies the medical services expected during
subacute care.

(9) Attending physicians should: (a) make an on-site visit to review the interdisciplinary care
plan within seventy two hours of admission. (b) Determine the number of medically necessary
follow up visits; these may occur daily but never less often than weekly. (c) Document active
involvement of physicians in interdisciplinary care and all major components of the patient care
plan including completing a progress note for each patient visit.

(10) Physicians should implement these guidelines through organized medical staff by-laws in
subacute settings to assure quality patient care.

Citation: BOT Rep. 21, 1-95; Reaffirmed: CMS Rep. 7, A-05; Reaffirmed: CMS Rep. 1, A-15

Out-of-Network Care H-285.904

1. Our AMA 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.
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Citation: Res. 108, A-17; Reaffirmed: A-19; Appended: Res. 104, A-18; Reaffirmed in lieu of:
Res. 225, A-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

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

Physician Penalties for Out-of-Network Services H-180.952

Our AMA vehemently opposes any penalties implemented by insurance companies against
physicians when patients independently choose to obtain out-of-network services.

Citation: Res. 702, A-07; Reaffirmed: CMS Rep. 01, A-17

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

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
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