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REPORTS OF THE COUNCIL ON MEDICAL SERVICE 
 
The following reports were presented by Lynda M. Young, MD, Chair: 
 
 

1. COUNCIL ON MEDICAL SERVICE’S SUNSET REVIEW OF 2011 HOUSE POLICIES 
 
Reference committee hearing: see report of Reference Committee G. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED 

REMAINDER OF REPORT FILED 
 
Policy G-600.110, “Sunset Mechanism for AMA Policy,” calls for the decennial review of American Medical 
Association (AMA) policies to ensure that our AMA’s policy database is current, coherent, and relevant. Policy 
G-600.010 reads as follows, laying out the parameters for review and specifying the procedures to follow: 
 
1. As the House of Delegates adopts policies, a maximum ten-year time horizon shall exist. A policy will typically 

sunset after ten years unless action is taken by the House of Delegates to retain it. Any action of our AMA House 
that reaffirms or amends an existing policy position shall reset the sunset “clock,” making the reaffirmed or 
amended policy viable for another ten years. 

 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the following procedures 

shall be followed: (a) Each year, the Speakers shall provide a list of policies that are subject to review under the 
policy sunset mechanism; (b) Such policies shall be assigned to the appropriate AMA councils for review; (c) 
Each AMA council that has been asked to review policies shall develop and submit a report to the House of 
Delegates identifying policies that are scheduled to sunset; (d) For each policy under review, the reviewing 
council can recommend one of the following actions: (i) retain the policy; (ii) sunset the policy; (iii) retain part 
of the policy; or (iv) reconcile the policy with more recent and like policy; (e) For each recommendation that it 
makes to retain a policy in any fashion, the reviewing council shall provide a succinct, but cogent justification (f) 
The Speakers shall determine the best way for the House of Delegates to handle the sunset reports. 

 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy earlier than its ten-year 

horizon if it is no longer relevant, has been superseded by a more current policy, or has been accomplished. 
 
4. The AMA councils and the House of Delegates should conform to the following guidelines for sunset: (a) when 

a policy is no longer relevant or necessary; (b) when a policy or directive has been accomplished; or (c) when the 
policy or directive is part of an established AMA practice that is transparent to the House and codified elsewhere 
such as the AMA Bylaws or the AMA House of Delegates Reference Manual: Procedures, Policies and Practices. 

 
5. The most recent policy shall be deemed to supersede contradictory past AMA policies. 
 
6. Sunset policies will be retained in the AMA historical archives. 
 
RECOMMENDATION 
 
The Council on Medical Service recommends that the House of Delegates policies that are listed in the appendix to 
this report be acted upon in the manner indicated and the remainder of this report be filed. 
 
APPENDIX – Recommended Actions 
 
Policy # Title Text Recommendation 
D-125.992 Opposition to 

Prescription Prior 
Approval 

Our AMA will urge public and private payers 
who use prior authorization programs for 
prescription drugs to minimize administrative 
burdens on prescribing physicians. (Sub. Res. 
529, A-05; Reaffirmation A-06; Reaffirmation 
A-08; Reaffirmed in lieu of Res. 822, I-11) 

Retain. Still relevant. 
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Policy # Title Text Recommendation 
D-165.985 Evolving Internet-

Based Health 
Insurance Marts 

Our AMA will continue to monitor the 
evolution of the Internet-based health benefits 
industry and report to the House of Delegates 
on important developments. (CMS Rep. 5, A-
01; Reaffirmed: CMS Rep. 7, A-11) 
  

Rescind. Superseded by Policy 
H-165.839, which states: 
 
1. Our American Medical Association 
adopts the following principles for the 
operation of health insurance exchanges: 
A) Health insurance exchanges should 
maximize health plan choice for 
individuals and families purchasing 
coverage. Health plans participating in 
the exchange should provide an array of 
choices, in terms of benefits covered, 
cost-sharing levels, and other features. 
B) Any benefits standards implemented 
for plans participating in the exchange 
and/or to determine minimum creditable 
coverage for an individual mandate 
should be designed with input from 
patients and actively practicing 
physicians. 
C) Physician and patient decisions 
should drive the treatment of individual 
patients. 
D) Actively practicing physicians should 
be significantly involved in the 
development of any regulations 
addressing physician payment and 
practice in the exchange environment, 
which would include any regulations 
addressing physician payment by 
participating public, private or non-profit 
health insurance options. 
E) Regulations addressing physician 
participation in public, private or non-
profit health insurance options in the 
exchange that impact physician practice 
should ensure reasonable implementation 
timeframes, with adequate support 
available to assist physicians with the 
implementation process. 
F) Any necessary federal authority or 
oversight of health insurance exchanges 
must respect the role of state insurance 
commissioners with regard to ensuring 
consumer protections such as grievance 
procedures, external review, and 
oversight of agent practices, training and 
conduct, as well as physician protections 
including state prompt pay laws, 
protections against health plan 
insolvency, and fair marketing practices. 
 
2. Our AMA: (A) supports using the 
open marketplace model for any health 
insurance exchange, with strong patient 
and physician protections in place, to 
increase competition and maximize 
patient choice of health plans, (B) will 
advocate for the inclusion of actively 
practicing physicians and patients in 
health insurance exchange governing 
structures and against the categorical 
exclusion of physicians based on conflict 

https://policysearch.ama-assn.org/policyfinder/detail/H-165.839?uri=%2FAMADoc%2FHOD.xml-0-825.xml
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Policy # Title Text Recommendation 
of interest provisions; (C) supports the 
involvement of state medical 
associations in the legislative and 
regulatory processes concerning state 
health insurance exchanges; and (D) will 
advocate that health insurance exchanges 
address patient churning between health 
plans by developing systems that allow 
for real-time patient eligibility 
information. 

D-385.960 Appropriate 
Payments for 
Vaccine Price 
Increases 

Our AMA will work with national specialty 
societies to educate physicians to include 
language in their health insurer contracts to 
provide for regular updating of vaccine prices 
and payment levels, which should include 
real-time adjustments in vaccine pricing. (Res. 
807, I-11) 

Retain. Still relevant. 

D-390.958 The Impact of 
National Physician 
Payment Reductions 
on the National 
Unemployment Rate 

Our AMA will expand its previous studies on 
the economic impact on the medical practice 
for the purpose of developing data on the 
negative economic impact on physician 
practice employees and communities of 
incremental SGR cuts and will include in 
future communications with the US Congress, 
other stakeholders, and the American people, 
data-driven information on the national 
economic impact, including the impact from 
potential loss of employment of medical 
practice employees and others, due to payment 
decreases for physician practices. (Res. 218, I-
11) 

Rescind. The SGR was repealed in 2015. 
Moreover, the AMA regularly conducts 
economic analyses that inform AMA 
advocacy on behalf of physician 
practices, including a COVID-19 
Physician Practice Financial Impact 
Survey and Changes in Medicare 
Physician Spending During the COVID-
19 Pandemic. 
 

D-400.991 gCPT Modifiers (1) Our AMA will continue to actively collect 
information, through existing processes, 
including the semi-annual study of non-
Medicare use of the Medicare RBRVS 
conducted by the AMA Department of 
Physician Payment Policy and Systems and 
the recently unveiled AMA Private Sector 
Advocacy (PSA) Health Plan Complaint 
Form, and solicit input and assistance in this 
data collection from other interested members 
of the Federation on the acceptance of CPT 
modifiers by third party payers. 
(2) Pertinent information collected by our 
AMA through existing methods and collected 
through the AMA PSA Health Plan Complaint 
Form about acceptance of CPT modifiers by 
third party payers be shared with applicable 
state, county and national medical specialty 
societies in order to promote a greater 
understanding of third party payer payment 
policies related to CPT modifiers. 
(3) Our AMA use the available information to 
engage in discussions with payers. 
(4) Aggregate information collected through 
existing methods and collected through the 
AMA PSA Health Plan Complaint Form on 
acceptance for payment of CPT modifiers by 
third party payers be disseminated to state and 
federal regulators and legislators. (Sub. Res. 
808, I-01; Modified: CMS Rep. 7, A-11) 

Rescind. Superseded by Policy 
D-70.971 which states: 
(1) Our AMA Private Sector Advocacy 
Group will continue to collect 
information on the use and acceptance of 
CPT modifiers, particularly modifier -25, 
and that it continue to advocate for the 
acceptance of modifiers and the 
appropriate alteration of payment based 
on CPT modifiers. 
(2) The CPT Editorial Panel in 
coordination with the CPT/HCPAC 
Advisory Committee will continue to 
monitor the use and acceptance of CPT 
Modifiers by all payers and work to 
improve coding methods as appropriate. 
(3) Our AMA will collect information on 
the use and acceptance of modifier -25 
among state Medicaid plans and use this 
information to advocate for consistent 
acceptance and appropriate payment 
adjustment for modifier -25 across all 
Medicaid plans. 
(4) Our AMA will encourage physicians 
to pursue, in their negotiations with third 
party payers, contract provisions that 
will require such payers to adhere to 
CPT rules concerning modifiers. 
(5) Our AMA will include in its model 
managed care contract, provisions that 
will require managed care plans to 

https://www.ama-assn.org/system/files/2020-10/covid-19-physician-practice-financial-impact-survey-results.pdf
https://www.ama-assn.org/system/files/2020-10/covid-19-physician-practice-financial-impact-survey-results.pdf
https://www.ama-assn.org/system/files/2020-10/covid-19-physician-practice-financial-impact-survey-results.pdf
https://www.ama-assn.org/system/files/2021-03/prp-covid-19-medicare-physician-spending.pdf
https://www.ama-assn.org/system/files/2021-03/prp-covid-19-medicare-physician-spending.pdf
https://www.ama-assn.org/system/files/2021-03/prp-covid-19-medicare-physician-spending.pdf
https://policysearch.ama-assn.org/policyfinder/detail/D-400.991%20?uri=%2FAMADoc%2Fdirectives.xml-0-1382.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-70.971?uri=%2FAMADoc%2Fdirectives.xml-0-2005.xml
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Policy # Title Text Recommendation 
adhere to CPT rules concerning 
modifiers. 
(6) Our AMA will continue to educate 
physicians on the appropriate use of CPT 
rules concerning modifiers. 
(7) Our AMA will actively work with 
third party payers to encourage their 
disclosure to physician providers any 
exceptions by those payers to CPT 
guidelines, rules and conventions. 
(8) Our AMA will include in CPT 
educational publications (i.e. CPT 
Assistant) examples of commonly 
encountered situations where the -25 
modifier would and would not apply. 

D-400.994 Conscious Sedation Our AMA will support the efforts of the CPT 
Editorial Panel and the AMA/Specialty 
Society RVS Update Committee (RUC) as 
they review the coding and valuation issues 
related to procedures that are performed using 
moderate sedation/analgesia (i.e., “conscious 
sedation”). (Res. 107, A-01; Reaffirmed: CMS 
Rep. 7, A-11) 

Rescind. Directive accomplished. New 
CPT codes for moderate sedation were 
implemented and RUC recommendations 
were adopted by CMS in 2017. 

D-435.996 Malpractice 
Insurance Rate 
Increases and 
Physician 
Reimbursement 

Our AMA will: (1) call upon the CMS to use 
current data in calculating the malpractice 
insurance portion of the Resource-Based 
Relative Value Scale and that this calculation 
take into account inter-specialty and 
geographic variances; and (2) study the 
calculated malpractice insurance portion of the 
RBRVS to determine the effect increasing 
malpractice insurance costs have on physician 
reimbursement. (Res. 109, A-01; Reaffirmed: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

D-70.983 Inappropriate 
Bundling of Medical 
Services by Third 
Party Payers 

Our AMA will: (1) continue to promote its 
Private Sector Advocacy activities and 
initiatives associated with the collection of 
information on third party payer modifier 
acceptance and inappropriate bundling 
practices; 
(2) use the data collected as part of its Private 
Sector Advocacy information clearinghouse to 
work, in a legally appropriate manner, with 
interested state medical associations and 
national medical specialty societies to identify 
and address inappropriate third party payer 
coding and reimbursement practices, including 
inappropriate bundling of services, rejection of 
CPT modifiers, and denial and delay of 
payment; 
(3) continue to monitor the class action 
lawsuits of state medical associations, and 
provide supportive legal and technical 
resources, as appropriate; 
(4) develop model state legislation to prohibit 
third party payers from bundling services 
inappropriately by encompassing individually 
coded services under other separately coded 
services unless specifically addressed in CPT 
guidelines, or unless a physician has been 
specifically advised of such bundling practices 
at the time of entering into a contractual 
agreement with the physician; 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/D-400.994%20?uri=%2FAMADoc%2Fdirectives.xml-0-1385.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-435.996%20%20?uri=%2FAMADoc%2Fdirectives.xml-0-1471.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-70.983%20%20%20?uri=%2FAMADoc%2Fdirectives.xml-0-2017.xml
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Policy # Title Text Recommendation 
(5) urge state medical associations to advocate 
the introduction and enactment of AMA 
model state legislation on claims bundling by 
their state legislatures; and. 
(6) highlight its Private Sector Advocacy 
document on bundling and downcoding, the 
related section of the AMA Model Managed 
Care Contract, and its advocacy initiatives on 
its web site and other communications 
measures to assure that physicians are aware 
of the AMA’s advocacy on this issue. (CMS 
Rep. 6, I-01; Reaffirmed: CMS Rep. 7, A-11) 

H-100.964 Drug Issues in 
Health System 
Reform 

The AMA: (1) consistent with AMA Policy H-
165.925, supports coverage of prescription 
drugs, including insulin, in the AMA standard 
benefits package. 
(2) supports consumer choice of at least two 
options for their pharmaceutical benefits 
program. This must include a fee-for-service 
option where restrictions on patient access and 
physician autonomy to prescribe any FDA-
approved medication are prohibited. 
(3) reaffirms AMA Policy H-110.997, 
supporting the freedom of physicians to use 
either generic or brand name pharmaceuticals 
in prescribing drugs for their patients and 
encourage physicians to supplement medical 
judgments with cost considerations in making 
these choices. 
(4) reaffirms AMA Policies H-120.974 and H-
125.992, opposing the substitution of FDA B-
rated generic drug products. 
(5) supports a managed pharmaceutical 
benefits option with market-driven 
mechanisms to control costs, provided cost 
control strategies satisfy AMA criteria defined 
in AMA Policy 
H-110.997 and that drug formulary systems 
employed are consistent with standards 
defined in AMA Policy 
H-125.991. 
(6) supports prospective and retrospective 
drug utilization review (DUR) as a quality 
assurance component of pharmaceutical 
benefits programs, provided the DUR program 
is consistent with Principles of Drug Use 
Review defined in AMA Policy 
H-120.978. 
(7a) encourages physicians to counsel their 
patients about their prescription medicines and 
when appropriate, to supplement with written 
information; and supports the physician’s role 
as the “learned intermediary” about 
prescription drugs. 
(7b) encourages physicians to incorporate 
medication reviews, including discussions 
about drug interactions and side effects, as 
part of routine office-based practice, which 
may include the use of medication cards to 
facilitate this process. Medication cards should 
be regarded as a supplement, and not a 
replacement, for other information provided 
by the physician to the patient via oral 

Retain-in-part. The following 
subsections should be rescinded for the 
reasons provided below. Policy H-
100.964 should otherwise be retained as 
still relevant. 
 
(4) Policies H-120.974 and 
H-125.992 have since sunsetted. 
(8) Superseded by Policy 
H-35.999. 
(9) Policies H-115.995 and 
H-115.997 have since sunsetted. 
(10) Superseded by Policy 
H-125.989. 
(15) Superseded by Policy 
H-120.988. 
(17) Policy H-120.983 has since 
sunsetted. 

https://policysearch.ama-assn.org/policyfinder/detail/pharmacy%20patient?uri=%2FAMADoc%2FHOD.xml-0-3006.xml
https://policysearch.ama-assn.org/policyfinder/detail/h-125.989?uri=%2FAMADoc%2FHOD.xml-0-225.xml
https://policysearch.ama-assn.org/policyfinder/detail/h-120.988?uri=%2FAMADoc%2FHOD.xml-0-201.xml
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Policy # Title Text Recommendation 
counseling and, as appropriate, other written 
information. 
(8) recognizes the role of the pharmacist in 
counseling patients about their medicines in 
order to reinforce the message of the 
prescribing physician and improve medication 
compliance. 
(9) reaffirms AMA Policies H-115.995 and H-
115.997, opposing FDA-mandated patient 
package inserts for all marketed prescription 
drugs. 
(10) opposes payment of pharmacists by third 
party payers on a per prescription basis when 
the sole purpose is to convince the prescribing 
physician to switch to a less expensive 
“formulary” drug because economic 
incentives can interfere with pharmacist 
professional judgment. 
(11) reaffirms AMA Policy H-120.991, 
supporting the voluntary time-honored 
practice of physicians providing drug samples 
to selected patients at no charge, and to oppose 
legislation or regulation whose intent is to ban 
drug sampling. 
(12) supports CEJA’s opinion that physicians 
have an ethical obligation to report adverse 
drug or device events; supports the FDA’s 
MedWatch voluntary adverse event reporting 
program; and supports FDA efforts to prevent 
public disclosure of patient and reporter 
identities. 
(13) opposes legislation that would mandate 
reporting of adverse drug and device events by 
physicians that would result in public 
disclosure of patient or reporter identities. 
(14) reaffirms AMA Policy H-120.988, 
supporting physician prescribing of FDA-
approved drugs for unlabeled indications when 
such use is based upon sound scientific 
evidence and sound medical opinion, and 
supporting third party payer reimbursement 
for drugs prescribed for medically accepted 
unlabeled uses. 
(15) encourages the use of three compendia 
(AMA’s DRUG EVALUATIONS; United 
States Pharmacopeial-Drug Information, 
Volume I; and American Hospital Formulary 
Service-Drug Information) and the peer-
reviewed literature for determining the 
medical acceptability of unlabeled uses. 
(16) reaffirms AMA Policy H-100.989, 
supporting the present classification of drugs 
as either prescription or over-the-counter items 
and opposing the establishment of a 
pharmacist-only third (transitional) class of 
drugs. 
(17) reaffirms AMA Policy H-120.983, urging 
the pharmaceutical industry to provide the 
same economic opportunities to individual 
pharmacies as given to mail service 
pharmacies. (BOT Rep. 53, A-94; Reaffirmed 
by Sub. Res. 501, A-95; Reaffirmed by CSA 
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Policy # Title Text Recommendation 
Rep. 3, A-97; Amended: CSA Rep. 2, I-98; 
Renumbered: CMS 
Rep. 7, I-05; Reaffirmation A-10; Reaffirmed 
in lieu of Res. 201, I-11) 

H-130.945 Overcrowding and 
Hospital EMS 
Diversion 

It is the policy of the AMA: 
(1) that the overall capacity of the emergency 
health care system needs to be increased 
through facility and emergency services 
expansions that will reduce emergency 
department overcrowding and ambulance 
diversions; incentives for recruiting, hiring, 
and retaining more nurses; and making 
available additional hospital beds; 
(2) to advocate for increased public awareness 
as to the severity of the emergency department 
crisis, as well as the development and 
distribution of patient-friendly educational 
materials and a physician outreach campaign 
to educate patients as to when it is appropriate 
to go to the emergency department; 
(3) to support the establishment of local, 
multi-organizational task forces, with 
representation from hospital medical staffs, to 
devise local solutions to the problem of 
emergency department overcrowding, 
ambulance diversion, and physician on-call 
coverage, and encourage the exchange of 
information among these groups; 
(4) that hospitals be encouraged to establish 
and use appropriate criteria to triage patients 
arriving at emergency departments so those 
with simpler medical needs can be redirected 
to other appropriate ambulatory facilities; 
(5) that hospitals be encouraged to create 
nurse-staffed and physician-supervised 
telephone triage programs to assist patients by 
guiding them to the appropriate facility; and 
(6) to work with the American Hospital 
Association and other appropriate 
organizations to encourage hospitals and their 
medical staffs to develop diversion policy that 
includes the criteria for diversion; monitor the 
frequency of diversion; identify the reasons 
for diversion; and develop plans to resolve 
and/or reduce emergency department 
overcrowding and the number of diversions. 
Citation: (CMS Rep. 1, A-02; Reaffirmed: 
BOT Rep. 3, I-02; Modified: BOT Rep. 15, I-
04; Reaffirmation A-07; Reaffirmation 
A-08; Reaffirmed: CMS Rep. 2, A-08; 
Reaffirmed: CMS Rep. 3, A-11 

Retain. Still relevant.  

H-155.974 Excessive 
Regulatory Costs 

Our AMA will: (1) support actively seeking 
reduction in regulatory requirements such as 
record review, length-of-stay review, 
insurance requirements and form completion, 
and diagnosis coding for physicians and 
hospitals, 
(2) vigorously oppose future regulatory 
requirements for physicians and hospitals that 
are not compensated; 
(3) seek through appropriate legislative 
channels support for an Economic Impact 
Statement requirement for all legislation and 

Retain. Still relevant.  

https://policysearch.ama-assn.org/policyfinder/detail/H-130.945%20%20?uri=%2FAMADoc%2FHOD.xml-0-245.xml


284 
Medical Service - 1 June 2021 

© 2021 American Medical Association. All rights reserved. 
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regulation affecting the delivery of medical 
care and that the increased cost be reflected in 
the RBRVS value; and 
(4) advocate that all governmental health care 
cost containment activities must 
simultaneously evaluate and report the total 
costs associated with their activities, and that 
government, federal, state and local, join the 
medical profession and hospitals in their 
efforts to contain the cost of health care, by 
reducing the number of regulations, reports, 
and forms. (Res. 125, A-79; Reaffirmed: 
CLRPD Rep. B, I-89; Res. 54, I-90; Res. 147, 
I-90; Res. 135, A-92; CMS Rep. 12, A-95; 
Reaffirmation A-00; Reaffirmed: BOT Rep. 
25, I-01; Reaffirmation A-02; Reaffirmed: 
BOT Rep. 7, A-11) 

H-165.862 Evolving Internet-
Based Health 
Insurance Marts 

Our AMA endorses the concept and use of 
Internet-based health insurance marts and 
health benefits systems as mechanisms for 
employers and individuals to select and 
purchase health insurance. (CMS Rep. 5, A-
01; Reaffirmed: CMS Rep. 7, A-11) 

Rescind. Superseded by Policy 
H-165.839, which states: 
 
1. Our American Medical Association 
adopts the following principles for the 
operation of health insurance exchanges: 
A) Health insurance exchanges should 
maximize health plan choice for 
individuals and families purchasing 
coverage. Health plans participating in 
the exchange should provide an array of 
choices, in terms of benefits covered, 
cost-sharing levels, and other features. 
B) Any benefits standards implemented 
for plans participating in the exchange 
and/or to determine minimum creditable 
coverage for an individual mandate 
should be designed with input from 
patients and actively practicing 
physicians. 
C) Physician and patient decisions 
should drive the treatment of individual 
patients. 
D) Actively practicing physicians should 
be significantly involved in the 
development of any regulations 
addressing physician payment and 
practice in the exchange environment, 
which would include any regulations 
addressing physician payment by 
participating public, private or non-profit 
health insurance options. 
E) Regulations addressing physician 
participation in public, private or non-
profit health insurance options in the 
exchange that impact physician practice 
should ensure reasonable implementation 
timeframes, with adequate support 
available to assist physicians with the 
implementation process. 
F) Any necessary federal authority or 
oversight of health insurance exchanges 
must respect the role of state insurance 
commissioners with regard to ensuring 
consumer protections such as grievance 
procedures, external review, and 

https://policysearch.ama-assn.org/policyfinder/detail/H-165.839?uri=%2FAMADoc%2FHOD.xml-0-825.xml
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oversight of agent practices, training and 
conduct, as well as physician protections 
including state prompt pay laws, 
protections against health plan 
insolvency, and fair marketing practices. 
 
2. Our AMA: (A) supports using the 
open marketplace model for any health 
insurance exchange, with strong patient 
and physician protections in place, to 
increase competition and maximize 
patient choice of health plans, (B) will 
advocate for the inclusion of actively 
practicing physicians and patients in 
health insurance exchange governing 
structures and against the categorical 
exclusion of physicians based on conflict 
of interest provisions; (C) supports the 
involvement of state medical 
associations in the legislative and 
regulatory processes concerning state 
health insurance exchanges; and (D) will 
advocate that health insurance exchanges 
address patient churning between health 
plans by developing systems that allow 
for real-time patient eligibility 
information. 

H-180.948 Opposition to 
Incentives for Care 
in Non-Physician 
Clinics 

Our AMA will communicate with large 
insurance companies that providing incentives 
to patients toward non-physician clinics 
outside the primary care physician relationship 
can lead to decisions made on limited 
information, duplication of testing and 
procedures, ultimately higher health care costs 
and a reduction in the quality of health care for 
the patients of America. (Res. 708, A-11) 

Retain. Still relevant.  

H-185.943 Health Insurance 
Differences 
Contribute to Health 
Care Disparities and 
Poorer Outcomes 

Our AMA affirms its support for elimination 
of health care disparities caused by differential 
treatment based on insurance status of 
Americans. (Res. 119, A-11) 

Retain. Still relevant. 

H-185.985 Internal Guidelines 
Used by Third Party 
Payers to Determine 
Coverage 

Our AMA calls upon all third party payers and 
appropriate federal regulatory agencies to 
make all guidelines related to patient coverage 
a matter of public information and easily 
obtainable by both patients and physicians. 
(Res. 126, A-91; Modified: Sunset Report, I-
01; Reaffirmed: CMS Rep. 7, A-11) 

Rescind.  Superseded by Policy 
H-185.984, which supports 24-hour-a-
day access to patient coverage and 
benefits information. 

H-200.995 Federally Funded 
Clinic Programs 

Our AMA supports the following policy 
statements regarding federally funded clinics: 
(1) Physician services should be available in 
underserved areas and should be provided in a 
manner which ensures continuity of patient 
care, integration with the existing health 
system, and retention of the health providers. 
(2) Physicians should be sensitive and 
responsive to indicators of need for additional 
health personnel or accessibility of health care. 
Through their component medical society, 
physicians should seek involvement in the 
designation process for Health Manpower 
Shortage Areas and Medically Underserved 
Areas. The medical community and local 

Retain.  Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-180.948%20%20?uri=%2FAMADoc%2FHOD.xml-0-1054.xml
https://policysearch.ama-assn.org/policyfinder/detail/Toll-Free%2024-Hour%20Insurance%20Information%20H-185.984?uri=%2FAMADoc%2FHOD.xml-0-1162.xml
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residents are in an excellent position to 
ascertain the need for additional health 
providers in the community, and to support 
appropriate decisions in that regard. 
(3) Where need is clearly identified, through a 
federal designation process or other means, the 
local medical community should explore 
alternatives for responding appropriately to 
meet the need. 
(4) Where physicians have responded 
appropriately to needs identified through the 
designation process, the component medical 
society should work with the local planning 
groups to remove the area’s designation, so 
that federal resources are not called on to 
duplicate services. 
(5) Where identified needs cannot be met by 
the local medical community, and all local 
public and private financial assistance options 
are determined to be inadequate, federal 
assistance should be sought. In such cases, the 
local medical community should assume the 
responsibility of working with the agency 
applying for federal funds to facilitate the 
placement of health personnel with long range 
service potential. 
(6) Where inappropriate designations were 
made leading to capacity which exceeds the 
need, the patient volume is likely to be low, 
and the unit costs excessive. In such situations, 
constructive consultation between the local 
medical community and the federally funded 
clinic program should explore options for a 
resolution of the problem. (Res. 125, A-81; 
Reaffirmed: Sunset Report, I-98; 
Reaffirmation 
A-01; Reaffirmed: CMS Rep. 7, A-11) 

H-215.964 Patient 
Identification Wrist 
Bands 

Our AMA (1) supports the concept of uniform 
patient identification wrist bands at all 
hospitals and other health care facilities where 
wrist bands are used; (2) encourages the 
adoption of uniquely colored patient 
identification wrist bands for specific patient 
information, such as, patient’s name, allergies 
and those with identified greater fall risk; and 
(3) will actively pursue national 
standardization of color-coded wristbands in 
hospital settings.  (Res. 727, A-07; Appended: 
Res. 720, A-11) 

Retain. Still relevant. 

H-215.971 Standardization of 
Emergency Paging 
Nomenclature 

Our AMA urges the development of 
standardized emergency paging nomenclature 
for hospitals. (Sub. Res. 805, A-00; 
Reaffirmation A-09; Reaffirmation A-11) 

Retain. Still relevant. 

H-215.984 Duplicate 
Bureaucratic 
Regulations 

Our AMA encourages the identification of 
duplicate regulatory activities and inspection 
in hospitals and nursing homes so that these 
matters may be brought to the attention of 
legislators, governors and regulatory agencies. 
It is AMA policy that such information be 
made available nationally via the AMA and 
the AHA in an attempt to eliminate duplicate 
bureaucratic bodies and unnecessary 
regulations. (Res. 53, I-90; Reaffirmed: Sunset 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-215.971%20?uri=%2FAMADoc%2FHOD.xml-0-1430.xml
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Report, I-00; Reaffirmed: CMS Rep. 6, A-10; 
Reaffirmed: BOT Rep. 7, A-11) 

H-215.994 Subrogation by 
Hospitals 

Our AMA urges hospitals to insist that 
contracts for hospital professional liability 
insurance require that the carrier obtain the 
consent of the policy holder prior to initiating 
legal action against a physician in the name of 
the hospital. (Res. 2, I-81; Reaffirmed: 
CLRPD Rep. F, I-91; Reaffirmed: Sunset 
Report, I-01; Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-215.996 Compensation for 
Service on 
Government 
Mandated and 
Funded Hospital 
Committees 

Our AMA believes that federal or third party 
funds provided for reimbursement of 
physicians serving on mandated hospital 
review committees should not be diverted by 
the hospital for other purposes. (CMS Rep. H, 
A-81; Reaffirmed: CLRPD Rep. F, I-91; 
Reaffirmed: Sunset Report, I-01; Reaffirmed: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-220.930 Regulatory 
Standards Should be 
Evidence-Based 

Our AMA will work through its 
representatives on the Joint Commission and 
with other deeming authorities and the Centers 
for Medicare & Medicaid Services to: (1) 
ensure that clinical standards imposed on 
health care institutions and providers be 
evidence-based with significant efficacy and 
value, as demonstrated by best available 
evidence; and (2) require that appropriate 
citations(s) from the peer reviewed scientific 
literature be appended to the documentation 
for every clinical standard imposed on health 
care institutions and providers. (Res. 727, A-
10; Reaffirmed: BOT Rep. 7, A-11) 

Retain. Still relevant. 

H-220.950 Medical Staff 
Involvement in 
Hospital 
Compliance With 
Accrediting 
Organization 
Standards Plans of 
Action to Correct 
Deficiencies 

Our AMA: (1) adopts the policy that a hospital 
medical staff must be appropriately involved 
in a surveyed organization’s development of a 
plan of action to correct a deficiency and that 
such involvement be consistent with existing 
medical staff bylaws, rules and regulations; (2) 
encourages hospital medical staffs to amend 
their bylaws, if necessary, to establish 
processes to ensure appropriate medical staff 
input into the development of a plan of action 
to correct a deficiency; and (3) urges 
accrediting organizations to work to ensure 
that these principles are part of their 
accreditation standards. (Res. 810, I-91; 
Reaffirmed: Sunset Report, I-01; Modified: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-220.953 Quality 
Improvement 
Requirements for 
Leadership 
Structures of Health 
Care Organizations 

Our AMA supports the following concepts for 
incorporation in The Joint Commission’s 
accreditation programs for health care 
organizations: 
(1) establish accreditation programs with 
greater emphasis on the assessment of the 
effect that actions and decisions of the 
administrative and governing bodies of health 
care organizations have on the quality of 
patient care; 
(2) establish the requirement that management 
efforts must be made in concert with those of 
physicians, nurses and other health care 
professionals pursuant to the needs of the 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-215.994%20?uri=%2FAMADoc%2FHOD.xml-0-1453.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-215.996%20?uri=%2FAMADoc%2FHOD.xml-0-1455.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-220.930%20?uri=%2FAMADoc%2FHOD.xml-0-1460.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-220.950%20%20?uri=%2FAMADoc%2FHOD.xml-0-1480.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-220.953%20?uri=%2FAMADoc%2FHOD.xml-0-1483.xml
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patients served by these professionals and the 
prevailing standards of practice; 
(3) establish the requirement of assessing 
major processes in the health care organization 
with the goal of continuous improvement 
rather than intensely focusing on individual 
persons or services; 
(4) establish the requirement that risk 
management processes be established that will 
emphasize prevention of problems rather than 
policies that call for taking action only after a 
problem has arisen; 
(5) establish accountability of the management 
and governance elements of a health care 
organization to its professional staff of 
physicians and nurses; and 
(6) require that the bylaws of the governing 
body provide a process through which the 
medical staff could appeal any decision made 
by the administration and/or the governing 
body which has an adverse effect on the 
quality of care rendered to patients, require 
that medical staff bylaws provide a process by 
which the need for such an appeal is 
identified, and provide a process for making 
the appeal. (Res. 822, I-91; Reaffirmed: 
Sunset Report, I-01; Modified: CMS Rep. 7, 
A-11) 

H-220.995 Hospital Guidelines 
Impact Statement 

Our AMA recommends that when guidelines, 
rules and specific recommendations to 
hospitals and other medical facilities are 
originated by accreditation, certification or 
regulatory agencies, they include a proof of 
impact statement to include (1) actual or 
estimated costs of implementation (as a total 
cost or cost per bed). Included in the costs 
should be estimates of volunteer medical staff 
time required to implement the policy; (2) a 
brief statement of the expected benefit, goal or 
improvement in health care or reduction in 
health care costs; (3) a brief outline of the data 
tending to prove that the guidelines and rules 
will actually and significantly improve patient 
care, not have an adverse impact, and will 
accomplish the intended goal stated in the 
benefit statement; and (4) cost estimates of 
implementation and ongoing compliance, for 
small, medium, and large hospitals, and/or 
other health care facilities. (Res. 37, A-79; 
Reaffirmed: CLRPD Rep. B, I-89; Reaffirmed 
in lieu of Res. 816, I-93; Amended: Sub. Res. 
805, I-01; Modified: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-225.952 The Physician’s 
Right to Exercise 
Independent 
Judgement in All 
Organized Medical 
Staff Affairs 

Our AMA supports the unfettered right of a 
physician to exercise his/her personal and 
professional judgment in voting, speaking and 
advocating on any matter regarding: [i] patient 
care interests; [ii] the profession; [iii] health 
care in the community; [iv] medical staff 
matters; [v] the independent exercise of 
medical judgment as appropriate interests to 
be incorporated into physician employment 
and independent contractor agreements; the 
right [vi] not to be deemed in breach of his/her 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-220.995%20%20?uri=%2FAMADoc%2FHOD.xml-0-1525.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-225.952%20%20?uri=%2FAMADoc%2FHOD.xml-0-1537.xml
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employment or independent contractor 
agreement for asserting the foregoing 
enumerated rights; and [vii] not to be 
retaliated against by his/her employer in any 
way, including, but not limited to, termination 
of his/her employment or independent 
contractor agreement, commencement of any 
disciplinary action, or any other adverse action 
against him/her based on the exercise of the 
foregoing rights. (BOT Rep. 2, I-11) 

H-225.972 AMA Sponsored 
Leadership Training 
for Hospital Medical 
Staff Officers and 
Committee Chairs 

It is the policy of the AMA (1) to offer, both 
regionally and locally, extensive training and 
skill development for emerging medical staff 
leaders to assure that they can effectively 
perform the duties and responsibilities 
associated with medical staff self-governance; 
and (2) that training and skill development 
programs for medical staff leaders be as 
financially self-supporting as feasible. (Res. 
808, I-91; Reaffirmed: Sunset Report, I-01; 
Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-235.974 Autonomy of the 
Hospital Medical 
Staff 

Our AMA (1) believes strongly in the 
autonomy of the hospital medical staff and 
does not support automatic inclusion of the 
medical staff in hospital personnel policies 
and programs; (2) believes hospital medical 
staffs should develop personnel policies and 
programs for members of the hospital medical 
staff and incorporate these policies in the 
medical staff bylaws or rules and regulations; 
and (3) understands that there are physicians 
who are not members of the medical staff but 
who are employees of the hospital and their 
participation in hospital programs should be 
dictated by their employment agreements. 
(Res. 832, I-91; Reaffirmed: Sunset Report, I-
01; Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-240.997 Patient Signatures 
for Medicare 
Payment 

Our AMA endorses a proposal to permit all 
physicians to use the patient signature on 
hospital records in completing any claim form 
accepted by CMS for Medicare payment for 
inpatient hospital care.  (Res. 15, A-81; 
Reaffirmed: CLRPD Rep. F, I-91; Reaffirmed: 
Sunset Report, I-01; Reaffirmed: CMS Rep. 7, 
A-11) 

Retain. Still relevant. 

H-25.989 Long-Term Care 
Prescribing of 
Atypical 
Antipsychotic 
Medications 

Our AMA: (1) will collaborate with 
appropriate national medical specialty 
societies to create educational tools and 
programs to promote the broad and 
appropriate implementation of non-
pharmacological techniques to manage 
behavioral and psychological symptoms of 
dementia in nursing home residents and the 
cautious use of medications; (2) supports 
efforts to provide additional research on other 
medications and non-drug alternatives to 
address behavioral problems and other issues 
with patients with dementia; and (3) opposes 
the proposed requirement that physicians who 
prescribe medications with “black box 
warnings on an off-label basis certify in 
writing that the drug meets the minimum 
criteria for coverage and reimbursement by 

Retain. Still relevant.  

https://policysearch.ama-assn.org/policyfinder/detail/H-225.972%20?uri=%2FAMADoc%2FHOD.xml-0-1557.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-235.974%20?uri=%2FAMADoc%2FHOD.xml-0-1644.xml
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virtue of being listed in at least one of the 
authorized drug compendia used by 
Medicare.” (Res. 819, I-11) 

H-285.920 Criteria for Level of 
Care Status 

(1) Our AMA support the development and 
use of level of care guidelines that meet the 
following criteria: (a) Level of care guidelines 
should function as guidelines only, and should 
not be used as requirements for all instances 
and cases. That is, level of care guidelines 
must allow for appropriate physician 
autonomy in making responsible medical 
decisions; 
(b) Level of care guidelines should 
acknowledge the complexity of care for each 
patient under the particular set of clinical 
circumstances; 
(c) Level of care guidelines should apply to all 
facility support systems so that patients are not 
assigned a level of care that slows or stalls 
their treatment; 
(d) Level of care guidelines should be 
developed under the direction of actively 
practicing physicians; 
(e) Level of care guidelines should be 
developed based on individual patient severity 
of illness and intensity of service; 
(f) Level of care guidelines should be 
validated through standard data quality control 
checks and professional advisory consensus; 
(g) Level of care guidelines should be 
reviewed and updated; and 
(h) Level of care guidelines should allow for a 
timely appeal process. 
(2) It is the policy of the AMA that private 
sector accrediting organizations, where 
applicable, should adopt standards that are 
consistent with AMA criteria for the 
development and use of level of care status 
guidelines. (CMS Rep. 5, I-01; Reaffirmed: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-285.921 Managed 
Behavioral Health 
Organizations 
(MBHOs) 

It is the policy of our AMA that, when 
requested, Managed Behavioral Health 
Organizations (MBHOs) should share their 
written disease management protocols with 
primary care and other treating physicians. 
When a patient is receiving treatment for 
mental illness and/or chemical dependency 
through an MBHO, with the patient’s 
permission and in accordance with relevant 
legal requirements, the primary care physician 
should be notified immediately; and, if 
requested, be kept apprised of the patient’s 
treatment (including all medications 
prescribed) and progress, so that the primary 
care and other treating physicians can 
coordinate the patient's health care needs in 
optimal fashion. (Res. 702, 
I-01; Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-290.981 Out-of-State 
Medicaid Patients 

The AMA encourages the CMS to propose 
regulations that prohibit state Medicaid 
programs from requiring physicians and other 
providers to be credentialed in the patient’s 
state of residency, as long as the physician or 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-285.921%20?uri=%2FAMADoc%2FHOD.xml-0-2045.xml
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provider is credentialed where the care is 
rendered. (Res. 136, A-98; Reaffirmed: BOT 
Rep. 23, A-09; Reaffirmation A-11) 

H-330.891 Payment and 
Coverage for 
Voluntary 
Discussions of End-
of-Life Issues 

Our AMA encourages the Centers for 
Medicare & Medicaid Services to designate 
voluntary discussions of end-of-life issues as 
covered services as part of the 2012 Medicare 
Physician Fee Schedule rule. (Res. 225, A-11) 

Rescind. Accomplished in 2019 when 
the Centers for Medicare & Medicaid 
Services began paying for advanced care 
planning using CPT codes 99497 and 
99498. 

H-330.954 Mandatory 
Transmission of 
Electronic Claims 

Our AMA opposes the policy of local 
Medicare carriers of mandating that physicians 
choose between electronic remittance advice 
or standard paper remittance report until all 
secondary insurers accept the electronic 
remittance advice explanation of benefits in its 
present format. (Res. 815, A-93; Appended: 
Res. 107, I-00; Reaffirmation A-01; Modified: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-340.997 Medicare 
Preauthorization 
Review 

Our AMA opposes the mandating of blanket 
hospital preadmission review for all patients 
or for specific categories of patients by 
government or hospital edict, and supports the 
prerogative of physician-directed peer review 
organizations to implement focused 
preadmission review on a voluntary basis. 
(CMS Rep. G, A-84; Reaffirmed by CLRPD 
Rep. 3-I-94; Reaffirmation A-01; Reaffirmed: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-345.976 Medicaid Coverage 
of Adults in 
Psychiatric 
Hospitals 

1. Our AMA will monitor the Medicaid 
Emergency Psychiatric Demonstration Project 
established by the Patient Protection and 
Affordable Care Act for consistency with 
AMA policy, especially the impact on access 
to psychiatric care and treatment of substance 
use disorders. 
2. Our AMA supports the evolution of 
psychiatrist-supervised mental health care 
homes. 
3. Our AMA encourages states that maintain 
low numbers of inpatient psychiatric beds per 
capita to strive to offer more comprehensive 
community based outpatient psychiatric 
services. (CMS Rep. 3, A-11) 

Retain. Still relevant. 

H-35.992 Reimbursement for 
Allied Health 
Personnel 

Our AMA believes that (1) reimbursement 
systems should pay physicians or their 
institutions directly for the services of allied 
health personnel; and (2) such personnel 
should be under the supervision of practicing 
physicians. (BOT Rep. A, NCCMC Rec. 41, 
A-78; Reaffirmed: CLRPD Rep. C, A-89; 
Reaffirmed: BOT Rep. H, A-93; 
Reaffirmation 
A-00; Reaffirmed: CMS Rep. 6, A-10; 
Reaffirmed: BOT Rep. 9, I-11) 

Retain. Still relevant. 

H-380.995 Insurance Carrier 
Terminology 

Our AMA urges individual physicians to 
consider including in their patient information 
materials an explanation as to why the amount 
billed may in some cases be more than the 
insurance benefit paid. (CMS Rep. F, I-81; 
CLRPD Rep. F, I-91; Reaffirmed: Sunset 
Report, I-01; Reaffirmed: CMS Rep. 7, A-11) 

Rescind.  Superseded by Policy 
H-390.865, which calls for a universal 
EOB to be issued to both the patient and 
the physician that includes an 
explanation of billed, covered and 
patient responsibility amounts. 

https://policysearch.ama-assn.org/policyfinder/detail/H-35.992%20%20?uri=%2FAMADoc%2FHOD.xml-0-2999.xml
https://policysearch.ama-assn.org/policyfinder/detail/%20H-390.865?uri=%2FAMADoc%2FHOD.xml-0-3343.xml
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H-383.994 Managed Care Plans 

and the Right to Set 
Fees 

Our AMA opposes any government or 
hospital requirement that a hospital-based 
physician must accept the terms of any 
managed care plan accepted by the hospital. 
(Sub. Res. 704, A-01; Reaffirmed: CMS Rep. 
7, A-11) 

Retain. Still relevant. 

H-385.916 Reimbursement for 
Office-Based 
Surgery Facility 
Fees 

Our AMA urges third party payers to include 
facility fee payments for procedures using 
more than local anesthesia in accredited 
office-based surgical facilities. (Res. 716, A-
11) 

Retain. Still relevant. 

H-385.917 Interpreter Services 
and Payment 
Responsibilities 

Our AMA supports efforts that encourage 
hospitals to provide and pay for interpreter 
services for the follow-up care of patients that 
physicians are required to accept as a result of 
that patient's emergency room visit and 
Emergency Medical Treatment and Active 
Labor Act (EMTALA)-related services. (CMS 
Rep. 5, A-11) 

Retain. Still relevant. 

H-385.925 Selective Revenue 
Taxation of 
Physicians and 
Other Health Care 
Providers 

Our AMA: (1) strongly opposes the 
imposition of a selective revenue tax on 
physicians and other health care providers; (2) 
will continue to work with state medical 
societies on issues relating to physician and 
other provider taxes, providing assistance and 
information as appropriate; (3) strongly 
opposes the use of provider taxes or fees to 
fund health care programs or to accomplish 
health system reform; and (4) believes that the 
cost of taxes which apply to medical services 
should not be borne by physicians, but through 
adequate broad-based taxes for the appropriate 
funding of Medicaid and other government 
health care programs. (Sub. Res. 258, A-92; 
Reaffirmed: Res. 134, A-93; Res. 207, I-93; 
Reaffirmation A-99; Reaffirmation 
A-00; Appended Res. 132, A-01; 
Reaffirmation A-05; Consolidated and 
Renumbered: CMS Rep. 7, I-05; Reaffirmed: 
CMS Rep. 6, I-11) 

Retain. Still relevant. 

H-385.932 Contact Capitation 
Contracts 

Our AMA strongly encourages all physicians 
contemplating entering into contact capitation 
agreements to exercise extreme caution, with 
attention to business skills and competencies 
needed to successfully practice under contact 
capitation arrangements and potentially 
uncontrollable market forces that may impact 
upon ones ability to provide quality patient 
care. (CMS Rep. 1, A-01; Modified: CMS 
Rep. 7, A-11) 

Retain. Still relevant. 

H-385.940 CPT Codes for 
Evening and Night 
Services 

Our AMA will continue its efforts to advocate 
for the fair and equitable payment of services 
described by CPT codes, including those CPT 
codes which already exist for off-hour services 
and unusual travel. (Sub. Res. 821, A-98; 
Reaffirmed: BOT Rep. 6, 
I-01; Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-385.967 Incentives and 
Penalties to 
Encourage Third 
Party Payers to 
Make Prompt 

It is the policy of our AMA to investigate and 
document reports of problems with delays in 
payments by third party payers, including the 
federal government, and to seek legislation or 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-385.940%20%20%20?uri=%2FAMADoc%2FHOD.xml-0-3259.xml
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Payment of Health 
Insurance Claims 

regulations that assure prompt payment by all 
third party payers. (Res. 113, 
I-91; Reaffirmed: Res. 138, A-98; 
Reaffirmation I-01; Reaffirmation I-04; 
Reaffirmed in lieu of Res. 719, A-11; 
Reaffirmed in lieu of Res. 721, A-11; 
Reaffirmed: Res. 216, A-11) 

H-385.968 Physician Fee 
Determination by 
Contractual 
Arrangements 
Between Third Party 
Payers and Hospital 

Our AMA condemns the practice of 
negotiating or creating contractual 
arrangements between third party payers and 
hospitals limiting reimbursement to physicians 
unless those physicians have been involved in 
the negotiation process and have been given a 
good faith opportunity to participate. (Sub. 
Res. 248, A-91; Reaffirmed: Sunset Report, I-
01; Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-385.970 Payment of 
Physicians' Services 
for Patients in 
Observational or 
Short Stay Units 

Our AMA supports seeking reimbursement 
from all third party payers for physicians’ 
services to patients who are appropriately 
managed in short stay units. (Res. 182, A-91; 
Reaffirmed: Sunset Report, I-01; Reaffirmed: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-385.995 Manipulative 
Casting of 
Congenital 
Deformities of the 
Extremities 

Our AMA encourages all third party payers to 
classify manipulative casting of congenital 
deformities of the extremities as a surgical 
procedure, whether performed in the office or 
hospital. (CMS Rep. L, I-81; Reaffirmed: 
CLRPD Rep. F, I-91; Reaffirmed: Sunset 
Report, I-01; Reaffirmed: CMS Rep. 7, A-11) 

Retain.  Still relevant.  

H-390.889 Medicare 
Reimbursement of 
Telephone 
Consultations 

It is the policy of the AMA to: (1) support and 
advocate with all payers the right of 
physicians to obtain payment for telephone 
calls not covered by payments for other 
services; 
(2) continue to work with CMS and the 
appropriate medical specialty societies to 
assure that the relative value units assigned to 
certain services adequately reflect the actual 
telephone work now performed incident to 
those services; 
(3) continue to work with CMS, other third 
party payers and appropriate medical specialty 
societies to establish the criteria by which 
certain telephone calls would be considered 
separate services for payment purposes; 
(4) request the CPT Editorial Panel to identify 
or consider developing the additional service 
code modifiers that may be required to certify 
specific types of telephone calls as separate 
from other services; and 
(5) seek enactment of legislation as needed to 
allow separate Medicare payment for those 
telephone calls that can be considered discrete 
and medically necessary services performed 
for the patient without his/her presence. (CMS 
Rep. N, A-92; Reaffirmed: Res. 122, I-97; 
Reaffirmation A-99; Reaffirmation I-99; 
Reaffirmation 
A-01; Reaffirmation A-07; Reaffirmed in lieu 
of Res. 824, I-11) 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-385.968%20?uri=%2FAMADoc%2FHOD.xml-0-3287.xml
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H-390.895 Medicare Patient 

Surveys 
It is the policy of the AMA to negotiate with 
CMS to rescind rules and regulations that 
inordinately withhold payment to physicians 
for services rendered to Medicare beneficiaries 
until the beneficiary completes a survey or 
questionnaire. (Res. 102, I-91; Reaffirmation 
A-01; Reaffirmed: Sunset Report, I-01; 
Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-390.901 Medicare Outpatient 
Service Charge 
Limit 

Our AMA vigorously opposes the Medicare 
Part B Policy of Outpatient Physician Charge 
Limit. (Res. 70, 
A-91; Modified: Sunset Report, I-01; 
Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-390.906 Medicare 
Notification of 
Payment 

Our AMA requests CMS to direct Medicare 
Part B carriers to furnish all physicians with 
an Explanation of Medicare Benefits on all 
claims whether assigned or nonassigned. (Res. 
62, A-91; Reaffirmed: Sunset Report, 
I-01; Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-405.980 Caller Identification Our AMA, based on the concerns of 
protecting physicians’ privacy, supports 
efforts to allow individuals to block caller 
identification at no cost to the caller. (Sub. 
Res. 225, A-91; Reaffirmed: Sunset Report, I-
01; Reaffirmed: CMS Rep. 7, A-11) 

Rescind.  No longer relevant. 

H-45.986 Protection of 
Insurance Coverage 
for Medical 
Attendants Aboard 
Non-Scheduled 
Aircraft 

Our AMA supports seeking appropriate 
action, including legislation if necessary, 
which would result in an exemption or 
exception to the exclusion of benefits clauses 
of insurance policies for all medical care 
providers and others when they are 
participating in medical aircraft flights, even 
though such flights might otherwise be 
considered as “non-scheduled.” (Sub. Res. 
144, A-91; Reaffirmed: Sunset Report, I-01; 
Reaffirmed: CMS Rep. 7, A-11) 

Rescind.  Superseded by Policy 
H-45.997, which supports legislation to 
provide immunity to physicians 
providing care during an in-flight 
medical emergency. 

H-450.961 Health Plan “Report 
Cards” 

The AMA: (1) supports the development and 
appropriate use of health plan performance 
standards; 
(2) The AMA urges all organizations that are 
developing, or planning to develop, health 
plan performance measures to include actively 
practicing physicians, physician organizations, 
and consumers in the development, evaluation 
and refinement of such measures; 
(3) The AMA urges all organizations that are 
developing health plan performance measures 
to work toward greater uniformity both in the 
content of such measures and in the formulas 
used for calculating performance results; 
(4) The AMA encourages national medical 
specialty societies and state medical 
associations to participate in the development, 
evaluation, and refinement of health plan 
performance measures; 
(5) The AMA advocates that individual health 
plans, government entities, private sector 
accreditation organizations and others that 
develop performance measures for use in 
programs to evaluate the performance of 
health plans adhere to the following 
principles: 

Retain-in-part. 
 
The text of the policy remains relevant 
and should be retained. To better reflect 
the content of the policy, the title should 
be amended by addition and deletion as 
follows: 
 
Health Plan “Report Cards” 
Health Plan Performance Measures 

https://policysearch.ama-assn.org/policyfinder/detail/In-Flight%20Emergency%20Care%20H-45.997?uri=%2FAMADoc%2FHOD.xml-0-4052.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-450.961%20%20%20%20?uri=%2FAMADoc%2FHOD.xml-0-4085.xml


295 
June 2021 Special Meeting Medical Service - 1 

© 2021 American Medical Association. All rights reserved. 

Policy # Title Text Recommendation 
(a) Health plan performance measures shall be 
developed for a variety of users, including 
health care purchasers, physicians and other 
health care providers, and the public. 
(b) The involvement of actively practicing 
physicians and physician organizations in the 
development, evaluation, refinement, and use 
of health plan performance measures shall be 
essential. 
(c) Health plan performance measures shall 
include an appropriate mix of process-oriented 
and outcomes-oriented measures. 
(d) Health plan performance measures shall be 
representative of the full range of services 
typically provided by health plans, including 
preventive services. 
(e) The limitations of data sources used in 
health plan performance measures shall be 
clearly identified and acknowledged. 
(f) Valid health plan performance data 
collection and analysis methodologies, 
including establishment of statistically 
significant sample sizes for areas being 
measured, shall be developed. 
(g) Performance data used to compare 
performance among health plans shall be 
adjusted for severity of illness, differences in 
case-mix, and other variables such as age, sex, 
and occupation and socioeconomic status. 
(h) Health plan performance data that are self-
reported by health plans shall be verified 
through external audits. 
(i) The methods and measures used to evaluate 
health plan performance shall be disclosed to 
health plans, physicians and other health care 
providers, and the public. 
(j) Health plans being evaluated shall be 
provided with an adequate opportunity to 
review and respond to proposed health plan 
performance data interpretations and 
disclosures prior to their publication or 
release. 
(k) Effective safeguards to protect against the 
unauthorized use or disclosure of health plan 
performance data shall be developed. 
(l) The validity and reliability of health plan 
performance measures shall be evaluated 
regularly. (CMS Rep. 10, 
I-95; Reaffirmed: CMS Rep. 7, A-05; 
Reaffirmation A-11) 

H-450.975 Definition of 
Quality 

Our AMA adopts the following statement 
defining patient care quality: Quality of care is 
defined as the degree to which care services 
influence the probability of optimal patient 
outcomes. (CMS Rep. E, A-91; Reaffirmed: 
Sunset Report, I-01; Reaffirmed: CSAPH Rep. 
1, A-11) 

Retain. Still relevant. 

H-450.976 Corrective Action 
and Exclusive 
Contracts 

It is the policy of the AMA that exclusive 
contracts should never be used as a 
mechanism to solve quality assurance 
problems in lieu of appropriate peer review 
processes. (Res. 3, A-91; Modified: Sunset 
Report, I-01; Reaffirmed: CMS Rep. 7, A-11) 

Retain. Still relevant. 
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Policy # Title Text Recommendation 
H-465.984 Access to Physician 

Services in Rural 
Health Clinics 

Our AMA strongly encourages CMS and 
appropriate state departments of health to 
review the Rural Health Clinic Program 
eligibility and certification requirements to 
ensure that independent (e.g., physician) and 
provider-based (e.g., hospital) facilities are 
certified as Rural Health Clinics only in those 
areas that truly do not have appropriate access 
to physician services. (Sub. Res. 717, I-91; 
Reaffirmed: Sunset Report, I-01; Reaffirmed: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-465.997 Access to and 
Quality of Rural 
Health Care 

(1) Our AMA believes that solutions to access 
problems in rural areas should be developed 
through the efforts of voluntary local health 
planning groups, coordinated at the regional or 
state level by a similar voluntary health 
planning entity. Regional or statewide 
coordination of local efforts will not only help 
to remedy a particular community’s problems, 
but will also help to avoid and, if necessary, 
resolve existing duplication of health care 
resources. (2) In addition to local solutions, 
our AMA believes that on a national level, the 
implementation of Association policy for 
providing the uninsured and underinsured with 
adequate protection against health care 
expense would be an effective way to help 
maintain and improve access to care for 
residents of economically depressed rural 
areas who lack adequate health insurance 
coverage. Efforts to place National Health 
Service Corps physicians in underserved areas 
of the country should also be continued. (CMS 
Rep. G, A-87; Modified: Sunset Report, I-97; 
Reaffirmation A-01; Reaffirmed: CMS Rep. 7, 
A-11) 

Retain. Still relevant. 

H-478.989 Biometric 
Technologies Used 
to Enhance Security 

Our AMA encourages the use of biometric 
technologies where feasible, such as, but not 
limited to, fingerprint and palm scanners in 
hospitals and clinics (1) for patient 
identification to improve patient safety while 
reducing health insurance fraud and (2) for 
providers to streamline and secure user 
authentication processes and better protect 
patient privacy.  (Res. 816, 
I-11) 

Retain.  Still relevant 

H-478.996 Medical Care 
Online 

It is the policy of the AMA to support efforts 
to address the economic, literacy, and cultural 
barriers to patients utilizing information 
technology. (CMS Rep. 4, A-01; Reaffirmed: 
CMS Rep. 7, A-11) 

Retain. Still relevant. 

H-70.917 Ensuring CPT 
Usage of the Term 
Physician is 
Consistent with 
AMA Policy 

1. Our AMA will ensure that CPT employ the 
term “physician” consistent with our AMA’s 
policy in all internal and external 
communications, publications and products. 
2. As a condition for licensure of CPT 
intellectual property by outside entities, 
references to the term “physicians” within 
CPT must remain consistent with our AMA’s 
policy, and the AMA will take appropriate 
enforcement action against violators. 
3. Our AMA will ensure that the CPT code set 
continues to be applicable and relevant to 

Retain. Still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H-70.917%20%20?uri=%2FAMADoc%2FHOD.xml-0-5131.xml
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Policy # Title Text Recommendation 
physicians and qualified healthcare 
professionals who may report the professional 
services described therein. (Res. 602, I-11) 

H-70.974 CPT Coding System 1. The AMA supports the use of CPT by all 
third-party payers and urges them to 
implement yearly changes to CPT on a timely 
basis. 
2. Our AMA will work to ensure recognition 
of and payment for all CPT codes approved by 
the Centers for Medicare & Medicaid Services 
(CMS) retroactive to the date of their CMS 
approval, when the service is covered by a 
patient’s insurance. (Sub. Res. 809, A-92; 
Reaffirmed: CMS Rep. 10, A-03; 
Reaffirmation A-07; Appended: Res. 803, I-
11) 

Retain. Still relevant. 

 
 

2. CONTINUITY OF CARE FOR PATIENTS DISCHARGED FROM HOSPITAL SETTINGS 
(RESOLUTION 212-A-19, SECOND RESOLVE) 

 
Reference committee hearing: see report of Reference Committee A. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED 

IN LIEU OF THE SECOND RESOLVE OF RESOLUTION 212-A-19 
REMAINDER OF REPORT FILED 
See Policies H-125.974, H-125.979, D-160.945 and D-330.910 

 
At the 2019 Annual Meeting, the House of Delegates (HOD) referred the second resolve clause of Resolution 212, 
which was introduced by the New York Delegation and directed our American Medical Association (AMA) to 
advocate to ensure that medications prescribed during hospitalization with ongoing indications for the outpatient and 
other non-hospital-based care settings continue to be covered by pharmacy benefit management (PBM) companies, 
health insurance companies, and other payers after hospital discharge. The referred second resolve clause was crafted 
by the reference committee and was assigned by the Board of Trustees to the Council on Medical Service for a report 
back. 
 
This report discusses strategies to ensure continuity of care and safe transitions after hospital discharge; highlights 
real-time pharmacy benefit (RTPB) tools intended to generate cost and coverage data at the point of care; summarizes 
relevant AMA policy; and makes policy recommendations. 
 
BACKGROUND 
 
The intent of the reference committee’s second resolve clause of Resolution 212-A-19 is to ensure continuity of care 
for patients transitioning from a hospital to an outpatient setting by ensuring coverage of hospital prescribed 
medications that are to be continued after discharge. Adherence to medications has long been recognized to be a key 
component of effective medical treatment and is associated with decreases in morbidity, mortality, and 
hospitalizations. As discussed in Council on Medical Service Report 7-I-16, Hospital Discharge Communications, 
patients often experience medication-related problems during the period following hospital discharge, and more than 
a third of post-discharge follow-up testing is never completed. 
 
Medications are frequently prescribed or changed during care transitions, including hospital admissions and 
discharges, which can be confusing for patients and put them at risk of nonadherence. Medication reconciliation—the 
process of reviewing and resolving discrepancies between medications a patient is using and new medications that 
have been ordered for the patient—is employed by hospitals during the discharge process to boost adherence to 
prescribed regimens and prevent adverse health outcomes. Medication reconciliation is built into the National Patient 
Safety Goals developed by The Joint Commission,1 which recognizes that organizations face challenges with 
medication reconciliation and that its effectiveness will increase as more advanced health information technology (IT) 
systems are adopted.2 

https://policysearch.ama-assn.org/policyfinder/detail/H-70.974%20?uri=%2FAMADoc%2FHOD.xml-0-5188.xml
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/interim-2016-council-on-medical-service-report-7.pdf
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Importantly, barriers to filling or refilling hospital discharge medications remain even when medications have been 
effectively reconciled. Some discharge prescriptions go unfilled due to mobility or transportation issues, or because 
of the high cost of certain medications. Outpatient formulary restrictions and adverse formulary tiering may similarly 
thwart medication adherence, a problem that is amplified when hospital-based prescribers do not have access to a 
patient’s outpatient formulary information through the inpatient electronic health record (EHR) or other easily 
accessible tool. Accordingly, access to outpatient drug formularies is vital to medication management and continuity 
of care during patient hospitalizations and the period after discharge. 
 
Formulary systems can be complicated and confusing for both patients and physicians. First, hospital inpatient 
formulary systems have traditionally been distinct from health plan outpatient formularies, which differ among 
themselves and are frequently adjusted (even during the benefit year). Hospitals that have merged with or grown into 
larger health systems, including those that have integrated with payers, may have multiple formularies in place, each 
of which is continuously evaluated against lists of available medications and prescribing guidelines.3 Hospital 
formulary systems are managed by a pharmacy and therapeutics committee (P&T committee), which oversees 
medication management and use at the hospital. A P&T committee usually reports to the medical staff, which should 
have final approval over the hospital’s medication-use policy.4 Because hospitals/health systems are unable to procure, 
stock and administer all available medications, most hospital formularies make one or two medications available for 
each therapeutic class. A hospital formulary may also restrict the prescribing of some medications to certain 
specialties, although medications not available on the formulary can generally be requested.5 
 
Upon admission to a hospital, hospitals may substitute a patient’s home (outpatient) medication through approved 
therapeutic interchange if that medication is not part of the hospital’s formulary. Ideally, at the time of discharge, 
patients should be reconciled back to their home medications to ensure continued adherence. Hospital physicians may 
also prescribe new medications intended for use after discharge, and those prescriptions may be based on the hospital 
formulary. Without access to outpatient formulary information, hospital physicians may unwittingly prescribe 
discharge medications that are subject to restrictions such as adverse tiering or prior authorization (PA). Accordingly, 
patients may be discharged with prescriptions that will not be adequately covered or paid for by their pharmacy 
benefits plan. 
  
Strategies to ensure continuity of care after hospital discharge 
 
Strategies to ensure continuity of care after hospital discharge are numerous and varied and include pharmacist 
interventions to address medication and/or insurance issues, as well as discharge checklists that require confirmation 
of coverage of prescribed discharge medications. Examples of care transition interventions centered on discharge 
include the SafeMed care transitions model and Project BOOST (Better Outcomes for Older Adults through Safe 
Transitions). SafeMed uses intensive medication reconciliation and home visits to manage high-risk/high needs 
patients as they transition from the hospital to outpatient setting. As part of its Steps Forward™ initiative, the AMA 
developed a module for implementing the SafeMed model within primary care practices. Project BOOST is the Society 
of Hospital Medicine’s signature mentoring program for improving the care of patients as they transition home from 
the hospital or to other care facilities. Among other interventions, Project BOOST identifies patients at high risk of 
hospital readmission and follows up with them to monitor adherence after discharge. 
 
Some hospitals have established bedside medication delivery services to help mitigate the number of hospital 
prescriptions that go unfilled after discharge. Also known as “meds-to-beds” or “meds-in-hand” interventions, these 
services are provided by hospitals in partnership with their outpatient pharmacies, which are able to access outpatient 
formulary information6 and coordinate PA requirements. A study of one hospital’s “meds-in-hand” process 
highlighted use of the hospital outpatient pharmacy to reliably verify insurance coverage of prescribed outpatient 
medications, and further posited that patients may incur lower costs from receiving medications from the outpatient 
pharmacy rather than the inpatient pharmacy.7 Another study found that a pediatric “meds-in-hand” project increased 
the proportion of patients discharged in possession of their medications and may have decreased unplanned visits to 
the emergency department in the 30 days after discharge.8 In addition to bedside medication delivery services, some 
hospitals provide a transitional supply of medications to high-risk uninsured patients at the time of discharge and also 
help patients obtain medications through patient assistance programs.9 Many hospitals routinely follow up with 
patients after discharge to check on medication access and adherence. 
 

https://edhub.ama-assn.org/steps-forward/module/2702746?resultClick=1&bypassSolrId=J_2702746
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Real-time pharmacy benefit (RTPB) tools 
 
Transparency of drug coverage and formulary information in EHRs could prove useful in preventing medication 
nonadherence and treatment abandonment during the post-discharge period. To ensure such transparency, accurate, 
real-time information needs to be available at the point of prescribing. Although the AMA has been advocating that 
insurers, PBMs, and EHR vendors move quickly to develop point-of-care software that provides patient coverage and 
cost-sharing information, problems remain. Specifically, there are concerns with the accuracy of Formulary and 
Benefit (F&B) files based on how often payers update their formularies and provide the F&B update files to 
intermediaries and EHR vendors. Notably, F&B files are static and may not represent the most current formulary data. 
Moreover, these files do not provide drug coverage information at a granular, patient-specific level of detail. 
 
In contrast, real-time pharmacy benefit (RTPB) technology holds promise for improving continuity of care for patients 
discharged from the hospital setting. Although RTPB tools are relatively new and have not yet been widely 
implemented, adoption continues to improve, and prescribers should have greater access to real-time benefit and 
coverage restriction information at the point of care through RTPB tools in the near future. To accelerate the use of 
electronic RTPB tools in the Medicare Part D program, the Centers for Medicare & Medicaid Services (CMS) requires 
every Part D plan to support one or more real-time benefit tools capable of integrating with at least one e-prescribing 
system or EHR, effective January 1, 2021. While this requirement falls short of ensuring that all prescribers have 
access to RTPB information for every patient they encounter, it is a positive step for increasing RTPB tool adoption 
and improving access to benefit information. In addition, CMS will require Part D plans to offer a consumer-facing 
RTPB tool starting January 1, 2023, which will allow patients to obtain information about medication costs and 
possible lower-cost alternatives under their prescription drug benefit plan.10 
 
Over the past few years, the National Council for Prescription Drug Programs (NCPDP) has been developing an 
electronic standard for the communication of real-time prescription drug coverage and pricing information, including 
therapeutic alternatives, between payers and prescribers. The AMA actively participates in the NCPDP effort to ensure 
that the standard will provide the prescription drug information that physicians need at the point of prescribing. Based 
on progress of the NCPDP work, it is expected that an RTPB standard will be recommended to CMS for an eventual 
federal mandate under the Part D program in late 2021. Because there are several proprietary RTPB systems on the 
market, the AMA supports a standardized RTPB process that allows providers to access information for all of their 
patients, regardless of what payer the patient is covered under or what EHR/e-prescribing system is used by the 
provider. The AMA also strongly advocates for alignment between the prescription drug data offered in physician-
facing and consumer-facing RTPB tools, as any discrepancies in the pricing or coverage information presented to 
these different audiences will result in increased administrative burdens for physicians, patient dissatisfaction, and 
mutual confusion. 
 
AMA ACTIVITY 
 
The AMA engages in robust federal and state advocacy on a range of policy issues relevant to improving continuity 
of care and preventing treatment delays after hospital discharge. The Council has previously discussed concerns 
related to transparency in drug formularies, which make it exceedingly difficult for physicians to determine which 
treatments are preferred by a particular health plan at the point-of-care (see Council on Medical Service Report 5-A-
19, The Impact of Pharmacy Benefit Managers on Patients and Physicians). For patients, lack of transparency in drug 
coverage information may lead to treatment delays as well as being unaware of their cost-sharing responsibilities 
which can affect medication adherence. To expose the opaque process that pharmaceutical companies, PBMs, and 
health insurers engage in when pricing prescription drugs and to rally grassroots support to call on lawmakers to 
demand transparency, the AMA launched a grassroots campaign and website, TruthInRx.org, in 2016. At the time this 
report was written, nearly 350,000 individuals had signed a petition to members of Congress in support of greater drug 
pricing transparency, with the campaign also generating more than one million messages sent to Congress demanding 
drug price transparency. The AMA has also developed model state legislation which addresses issues related to 
stabilized formularies and cost transparency. 
 
To educate the public about problems associated with PA and to gather stories from physicians and patients about 
how they have been affected by it, the AMA launched a second grassroots website, FixPriorAuth.org, in 2018. This 
site showcases an array of stories about PA requirements delaying care, including one video about a patient who had 
undergone heart stenting but was unable to fill a discharge prescription for a blood thinner because of a PA hurdle. 

https://www.ama-assn.org/system/files/2019-07/a19-cms-report-5.pdf
https://www.ama-assn.org/system/files/2019-07/a19-cms-report-5.pdf
https://truthinrx.org/
https://fixpriorauth.org/
https://fixpriorauth.org/stories
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The physician was unaware that the insurer would not approve the prescription, and the patient ended up back in the 
hospital after suffering another heart attack. 
 
More broadly, the AMA is very active in advocating for a reduction in both the number of physicians subjected to PA 
and the overall volume of PA (see Council on Medical Service Report 4-JUN-21, Accountability in Prior 
Authorization). In January 2017, the AMA and a coalition of state and specialty medical societies, national provider 
organizations and patient organizations developed and released a set of 21 Prior Authorization and Utilization 
Management Principles intended to ensure that patients receive timely and medically necessary care and medications 
and reduce administrative burdens. Four of these principles speak directly to continuity of care, and Principle #8 
addresses formulary data transparency in EHRs. In January 2018, the AMA joined the American Hospital Association, 
America’s Health Insurance Plans, American Pharmacists Association, Blue Cross Blue Shield Association and the 
Medical Group Management Association in a Consensus Statement outlining a shared commitment to industry-wide 
improvements to PA processes and patient-centered care. The Consensus Statement underscores that continuity of 
care is vitally important for patients undergoing an active course of treatment when there is a formulary or treatment 
coverage change and/or a change of health plan, and also addresses making PA requirements and other formulary 
information electronically accessible in EHRs. Additionally, the AMA has model legislation addressing PA and works 
closely with many state medical associations to enact legislation.  
 
The AMA continues to advocate with the Office of the National Coordinator for Health Information Technology 
(ONC) and CMS around opportunities to improve health IT and EHRs, including standards, certification and vendor 
requirements that will help improve interoperability, EHR performance and data usability. As stated previously, the 
AMA participates in the NCPDP effort to advocate for physicians’ interests and supports a standardized RTPB process 
that ensures alignment between physician-facing and patient-facing RTPB tools. 
 
RELEVANT AMA POLICY 
 
The AMA has extensive policy on hospital discharge and medication reconciliation. Policy D-160.945 advocates for 
timely and consistent communication between physicians in inpatient and outpatient settings to decrease gaps in care 
coordination and improve quality and patient safety. Evidence-based principles of discharge and discharge criteria are 
outlined in Policy H-160.942. Policy H-160.902, established with Council Report 7-I-16, encourages the development 
of discharge summaries that are presented to physicians in a meaningful format that prominently highlight salient 
patient information, such as the discharging physician’s narrative and recommendations for ongoing care. This policy 
also encourages hospital engagement of patients and families in the discharge process, supports implementation of 
medication reconciliation as part of the discharge process, and encourages patient follow-up in the early time period 
after discharge. Policy D-120.965 also supports medication reconciliation to improve patient safety. 
 
The AMA also has substantial policy on drug plans and formularies. Policy D-330.910 states that the AMA will 
explore problems with prescription drug plans, including issues related to continuity of care, PA, and formularies, and 
work with CMS and other organizations to resolve them. AMA policy objectives addressing managed care cost 
containment involving prescription drugs are outlined in Policy H-285.965, which speaks to mechanisms to appeal 
formulary exclusions and urges pharmacists to contact prescribing physicians if prescriptions violate the managed 
care formulary so that physicians can prescribe an alternative drug that may be on the formulary. Under Policy H-
285.952, the AMA will continue providing assistance to state medical associations in support of state legislative and 
regulatory efforts to ensure continuity of care protections for patients in an active course of treatment. 
 
Policy H-125.979 directs the AMA to: work with PBMs, health insurers and pharmacists to enable physicians to 
receive accurate, real-time formulary data at the point of prescribing; promote that, in the event that a drug is no longer 
on the formulary when a prescription is presented, notice of covered formulary alternatives shall be provided to the 
prescriber so that appropriate medication can be provided; and promote the value of online access to up-to-date and 
accurate prescription drug formulary plans from all insurance providers. Council on Medical Service Report 5-A-19 
established Policy D-110.987, which supports regulation of PBMs and improved transparency of PBM operations, 
including disclosing formulary information such as whether certain drugs are preferred over others and patient cost-
sharing responsibilities, which should be made available to patients and to prescribers at the point-of-care in EHRs. 
Policies D-125.997 and H-185.942 support protecting patient-physician relationships from interference by PBMs and 
payers. Policy H-125.979 aims to prohibit drugs from being removed from the formulary or moved to a higher cost 
tier during the duration of a patient’s plan year. 
 

https://www.ama-assn.org/system/files/2019-06/principles-with-signatory-page-for-slsc.pdf
https://www.ama-assn.org/system/files/2019-06/principles-with-signatory-page-for-slsc.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/arc-public/prior-authorization-consensus-statement.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/interim-2016-council-on-medical-service-report-7.pdf
https://www.ama-assn.org/system/files/2019-07/a19-cms-report-5.pdf
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Drug formularies, P&T committees, and therapeutic interchange are addressed in Policy H-125.991, which outlines 
standards that must be satisfied in order for drug formulary systems to be acceptable. This policy also insists that 
health plans have well-defined processes for physicians to prescribe non-formulary drugs when medically indicated 
and discourages the switching to therapeutic alternates in chronic disease patients who are stabilized on drug therapy. 
Finally, the AMA has numerous policies on usability and interoperability of EHRs, including Policy D-478.995 on 
health IT which, among other directives, supports AMA advocacy for standardization of key elements of the EHR. 
 
DISCUSSION 
 
Although the referred second resolve clause of amended Resolution 212-A-19 focuses on continued coverage of 
prescribed discharge medications, the Council believes that continuity of care for medical services is also vital to 
improving the health outcomes of patients transitioning out of hospitals. The Council recognizes that, because 
inpatient and outpatient formularies differ, ensuring continuous coverage of medications and medical services is not 
always feasible, in part because some hospital physicians lack access to patients’ outpatient formulary information. 
Accordingly, the Council recommends that our AMA advocate for protections of continuity of care for medical 
services and medications that are prescribed during patient hospitalizations, including when there are formulary or 
treatment coverage changes that have the potential to disrupt therapy following discharge. 
 
The Council recognizes that there are multiple ways for hospitals to carry out medication reconciliation and does not 
wish to prescribe how this process should be accomplished. Some hospitals assign staff (usually pharmacy staff) to 
work through coverage issues and facilitate patient access to discharge medications. Others utilize hospital outpatient 
pharmacies to review coverage and PA requirements during the reconciliation process. The Council recommends 
supporting—but not requiring—medication reconciliation that includes confirmation that prescribed discharge 
medications will be covered by a patient’s health plan and completion of PA requirements. 
 
Aside from medication reconciliation, the Council identified other innovative strategies employed by hospitals to 
improve medication adherence after hospital discharge. “Meds-to-beds”/“meds-in-hand” services take a variety of 
forms and can be administered hospital-wide or for specific patient populations. However, these programs may not be 
achievable at all facilities, particularly those without an outpatient pharmacy on site. Safety-net hospitals are more 
likely to provide an initial 30-day supply of medications to uninsured patients, and the Council supports these efforts—
and broadening them—while acknowledging the cost implications for hospitals. Accordingly, the Council 
recommends a more general policy statement supportive of strategies to address coverage barriers and facilitate patient 
access to prescribed discharge medications, such as bedside medication delivery services and the provision of 
transitional supplies of discharge medications. 
 
The Council believes that RTPB systems hold promise for improving continuity of care during the discharge period 
and looks forward to the release of an RTPB standard, widespread implantation of this technology in physicians’ and 
hospitals’ EHR systems, and ongoing evaluations of and improvements to these tools to ensure that RTPB technology 
meets the needs of prescribers. At this time, the Council believes it is premature to require EHR vendors to incorporate 
RTPB for certification. Instead, the Council recommends that our AMA advocate that ONC and CMS work with 
physician and hospital organizations, and health IT developers, to identify RTPB implementations and published 
standards that provide real-time or near-time formulary information across all prescription drug plans, patient portals 
and other viewing applications, and EHR vendors. The Council further recommends that any policies requiring health 
IT developers to integrate RTPB systems within their products do so with minimal disruption to EHR usability and 
cost to physicians and hospitals. Finally, the Council believes that it is critically important for the data offered on 
emerging consumer-facing RTPB tools to match the drug pricing and coverage information displayed in physicians’ 
and hospitals’ EHRs, as discrepancies will lead to confusion and dissuade both physicians and patients from using 
these technologies. Accordingly, the Council recommends that our AMA support alignment and real-time accuracy 
between the prescription drug data offered in physician-facing and consumer-facing RTPB tools. 
 
The Council acknowledges the strength of AMA policy on problems with prescription drug plans and formulary 
transparency and recommends reaffirmation of Policies H-125.979 and D-330.910. Previous Council reports on 
hospital discharge communications and physician communication and care coordination during patient 
hospitalizations underscored that consistent physician-to-physician communication across care settings is integral to 
achieving a safe and efficient discharge process. The Council recommends reaffirmation of Policy D-160.945, which 
supports timely and consistent communication between physicians in inpatient and outpatient care settings. 
 

https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/interim-2016-council-on-medical-service-report-7.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/a16-cms-report6.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/a16-cms-report6.pdf
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RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted in lieu of the second resolve of amended 
Resolution 212-A-19, and the remainder of the report be filed. 
 
1. That our American Medical Association (AMA) advocate for protections of continuity of care for medical 

services and medications that are prescribed during patient hospitalizations, including when there are formulary 
or treatment coverage changes that have the potential to disrupt therapy following discharge. 

 
2. That our AMA support medication reconciliation processes that include confirmation that prescribed discharge 

medications will be covered by a patient’s health plan and resolution of potential coverage and/or prior 
authorization (PA) issues prior to hospital discharge. 

 
3. That our AMA support strategies that address coverage barriers and facilitate patient access to prescribed 

discharge medications, such as hospital bedside medication delivery services and the provision of transitional 
supplies of discharge medications to patients. 

 
4. That our AMA advocate to the Office of the National Coordinator for Health Information Technology (ONC) and 

the Centers for Medicare & Medicaid Services (CMS) to work with physician and hospital organizations, and 
health information technology developers, in identifying real-time pharmacy benefit implementations and 
published standards that provide real-time or near-time formulary information across all prescription drug plans, 
patient portals and other viewing applications, and electronic health record (EHR) vendors. 

 
5. That our AMA advocate to the ONC and the CMS that any policies requiring health information technology 

developers to integrate real-time pharmacy benefit systems (RTPB) within their products do so with minimal 
disruption to EHR usability and cost to physicians and hospitals. 

 
6. That our AMA support alignment and real-time accuracy between the prescription drug data offered in physician-

facing and consumer-facing RTPB tools. 
 
7. That our AMA reaffirm Policy H-125.979, which directs the AMA to work with pharmacy benefit managers, 

health insurers, and pharmacists to enable physicians to receive accurate, real-time formulary data at the point of 
prescribing, and promotes the value of online access to up-to-date and accurate prescription drug formulary plans 
from all insurance providers. 

 
8. That our AMA reaffirm Policy D-330.910, which directs the AMA to explore problems with prescription drug 

plans, including issues related to continuity of care, prior authorization, and formularies, and work to resolve 
them. 

 
9. That our AMA reaffirm Policy D-160.945, which directs the AMA to advocate for timely and consistent 

communication between physicians in inpatient and outpatient settings to decrease gaps in care coordination and 
improve quality and patient safety, and to explore new mechanisms to facilitate and incentivize this 
communication. 
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3. UNIVERSAL BASIC INCOME PILOT STUDIES 
(RESOLUTION 236-A-19) 

 
Reference committee hearing: see report of Reference Committee G. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

IN LIEU OF RESOLUTION 236-A-19 
REMAINDER OF REPORT FILED 
See Policies H-290.986, H-290.997, H-350.974, D-290.979, D-290.985 and D-440.916 

 
At the 2019 Annual Meeting, the House of Delegates referred Resolution 236, which was sponsored by the Medical 
Student Section and asks that the American Medical Association (AMA) support federal, state, local, and/or private 
Universal Basic Income pilot studies in the United States that intend to measure health outcomes and access to care 
for participants. 
 
This report provides background on Universal Basic Income (UBI) proposals, outlines potential funding mechanisms 
for a UBI program, provides numerous examples of past and current UBI pilot programs and, where available, any 
resulting outcomes, details relevant AMA policy, and provides recommendations consistent with ongoing AMA 
advocacy efforts. 
 
BACKGROUND 
 
Some economists and policymakers argue that, although there was strong 3.4 percent growth in gross domestic product 
(GDP) in 2019 and low rates of unemployment, those numbers conceal the fact that many families are struggling 
financially. Wage growth remains stagnant, and nearly 1 in 10 employed adults work as contractors with limited job 
security and therefore employment benefits such as health insurance and long-term financial security. Moreover, the 
novel coronavirus (COVID-19) pandemic is severely exacerbating these health and economic issues. There have been 
more than 48 million jobless claims in the US since March. At the time this report was written, about 31.8 million 
people are receiving unemployment benefits, which equates to about 1 in 5 individuals in the workforce.1 
Simultaneously, the US continues to set record numbers of COVID-19 cases with cases trending upward in 39 states.2  
In light of the pandemic, the International Monetary Fund projects that growth in the US will fall 8 percent in 2020 
and overall worldwide output will fall 4.9 percent.3 
 
UBI is one method that is being suggested as having the potential to address current income inequality and to mitigate 
the loss of jobs caused by technological advances and COVID-19. UBI is an economic support mechanism typically 
intended to reach all or a large portion of the population.4 It is particularly noteworthy and contrasted with current US 
welfare programs in that receipt of UBI comes with no or minimal conditions. According to the International Monetary 
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Fund, in formulating a UBI plan, policymakers generally grapple with three primary considerations: who is eligible, 
the generosity of the UBI transfers, and the fiscal cost.5 Some UBI proposals are universal while others are targeted 
to lower-income populations. Additionally, policymakers must weigh the incentives and disincentives of the 
generosity of transfers. For example, they must determine how UBI will affect decisions to enter the workforce and 
the number of hours worked. Finally, and perhaps most importantly, policymakers must determine the fiscal cost of 
implementing UBI to governments in an environment of limited financial resources.6 
 
Proponents of UBI claim that it would help break the poverty cycle and dependency on welfare programs. They claim 
UBI will give the disadvantaged the time and money to seek higher education and needed job training.7 Others claim 
that UBI would disincentivize work. However, decreased working hours has not been established in UBI trials to 
date.8 
 
Advocates mention that UBI could replace the current complicated safety net. The US has a patchwork benefits system 
with programs including but not limited to: 
 
• Supplemental Nutrition Assistance Program: Provides nutrition benefits to supplement the food budget of families 

in need so they can purchase healthy food. 
• Temporary Assistance for Needy Families: A time-limited program that assists families with children when the 

parents or other responsible relatives cannot provide for the family’s basic needs. 
• Children’s Health Insurance Program (CHIP): Provides health coverage to children in families that earn too much 

money to qualify for Medicaid. In some states, CHIP also covers pregnant women. 
• Section 8: Housing choice voucher program assisting low-income families, the elderly, and the disabled, to afford 

safe and sanitary housing in the private market. 
• Earned Income Tax Credit: A refundable tax credit to low- and moderate-income individuals, particularly those 

with children. 
• Special Supplemental Nutrition Program for Women, Infants, and Children: Provides federal grants to states for 

supplemental food, health care referrals, and nutrition education for low-income pregnant, breastfeeding, and 
postpartum women, and to infants and children up to age five who are at nutritional risk. 

• Supplemental Security Income: Program providing cash benefits to meet the needs of elderly, blind, and disabled 
individuals who otherwise have challenges paying for food and shelter. 

 
Every year, the US spends nearly $1 trillion across dozens of state and federal programs amounting to significant 
administrative oversight across multiple agencies.9 However, some critics of the programs state that the complex 
network of resources is a consequence of having different programs intentionally target different populations with 
varying needs and that the purpose of each program is distinct.10 Critics of UBI state that it amounts to redistribution 
but does not necessarily advance mobility or represent an investment in human capital. Rather, they believe, society 
should focus its collective efforts on reforming current safety net programs to better meet their intended goals.11 
 
FUNDING 
 
Regardless of where one stands on UBI, how to pay for it is the primary challenge. Some estimates put the annual 
price for a US program in the trillions. Presumably, such a high cost would have to be funded through some type of 
taxation. 
 
Some UBI advocates claim that such a high cost would be offset by savings as fewer people require welfare, food 
stamps, and other social programs. Moreover, advocates argue, UBI could be funded through savings from averting 
prisons, emergency care, and homelessness,12 based on the evidence that high health care spending in the US is a 
direct result of low social safety net spending.13 In fact, the significant literature on social determinants of health 
(SDOH) establishes a direct link between social factors and health status, and some evidence points to a link between 
social spending and health outcomes.14 However, it remains unclear exactly how much low spending on SDOH 
impacts health spending and therefore how much overall spending could be reduced in a UBI program. 
 
Former 2020 presidential candidate and current New York City mayoral candidate Andrew Yang has run on a platform 
of a guaranteed income. Yang’s proposal, called the Freedom Dividend, suggested giving $1,000 per month to all US 
citizens over the age of 18 unconditionally. Yang proposed funding his UBI proposal through four sources. First, he 
proposed streamlining and consolidating several welfare programs. Second, he suggested implementing a Value 
Added Tax of ten percent to generate revenue. Third, he stated that UBI would put money into the hands of American 
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consumers and would thereby generate economic growth. And fourth, he proposed taxing top earners and pollution 
through such actions as a financial transactions tax and a carbon fee.15 
 
UBI PILOT PROGRAMS AND RESULTS 
 
Manitoba Basic Annual Income Experiment (Mincome) 
 
In 1975, the Canadian government began the Manitoba Basic Annual Income Experiment (Mincome), which lasted 
three years. The results of this experiment were published in 2011. Unlike most UBI pilots, Mincome allowed 
researchers to compare the health of those receiving UBI to the health of similar people not receiving UBI. The 
experiment involved 1,300 urban and rural families with incomes below $16,000 in Canadian dollars for a family of 
four.  Families with higher incomes still received the UBI but at a reduced rate. Therefore, working was still rewarded, 
and the results of the pilot show that the majority of Mincome participants kept working. Importantly, families 
receiving the UBI had fewer hospitalizations, accidents, and injuries. Additionally, mental health hospitalizations fell 
dramatically in the population receiving UBI. Further, the high school completion rate for 16- to 18-year-old boys 
increased, and adolescent girls were less likely to give birth before the age of 25. The experiment was terminated after 
three years when Canada’s governing party changed midway through the proposed duration of the pilot.16 To date, 
Mincome remains one of the few UBI experiments measuring any health outcome related data. 
 
Finland’s Basic Income Experiment 
 
In 2017, Finland launched a UBI experiment involving a guaranteed tax-free income of about $590 per month to 2,000 
randomly selected unemployed citizens. The trial experiment lasted nearly two years. As researchers explore the 
effects of the experiment, one general finding is that happiness and overall sense of wellbeing improved. Participants 
also stated that the income gave them a sense of autonomy and allowed them to return to meaningful activities. 
Regarding employment, the results are mixed. Employment went up slightly in the second year of the trial but not 
significantly. Participants stated that there were still no jobs available in the areas in which they were trained. Others 
noted that, due to the basic income, they were more prepared to take on lower paying jobs to enable them to reenter 
the workforce.17 
 
Ontario Basic Income Pilot 
 
In March 2017, the government of Ontario, Canada began the Ontario Basic Income Pilot. The pilot was undertaken 
in three sites in Ontario with 4,000 low-income individuals participating with an additional 2,000 people participating 
in the comparison group. The participants were eligible to receive up to $16,989 per year for a single person, less 50 
percent of any earned income or up to $24,027 per year for a couple, less 50 percent of any earned income. The pilot 
measured, among other markers, food security, stress and anxiety, mental health, housing stability, and health and 
health care usage. Additionally, participants receiving support through social assistance needed to withdraw from 
those programs to participate and receive the UBI. In 2019, Ontario terminated the pilot earlier than planned two 
months after a change in the control of the province’s government from the Liberal Party to the Progressive 
Conservatives Party. The new government stated that winding down the pilot will enable participants to transition 
back to more proven support systems without putting an undue burden on taxpayers. 
 
Stockton Economic Empowerment Demonstration 
 
In February 2019, the city of Stockton, California began giving 125 city residents a guaranteed income of $500/month 
for 18 months.18 The monthly income was unconditional, and it was intended to test UBI as a solution to poverty and 
inequality. Though the program was scheduled to end in June 2020, it was renewed until January 2021 due to the 
COVID-19 pandemic. The 125 residents participated in individual onboarding appointments, which included informed 
consent and benefits counseling. According to the Stockton Economic Empowerment Demonstration (SEED), the 
purpose of the benefits counseling was to ensure that the participants were aware of any risks associated with the UBI 
disbursements possibly impacting their health insurance or other benefits such as food stamps or Supplemental 
Security Income. One of the primary outcomes that the SEED researchers planned to measure was the effect of the 
UBI on the participants’ functioning and well-being. One of the early program results observed was that most 
recipients spent their money on groceries and utility bills. In the early phase of the program, food spending made up 
about 30 percent to 40 percent of the spending each month. However, after the pandemic started, the share of food 
spend increased to almost 50 percent.19 After initial results were released, a group of mayors announced the formation 
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of the Guaranteed Income Coalition, which is committed to investigating how to successfully build and launch UBI 
projects in their cities. 
 
In March 2021, SEED released the results from the first year of the experiment. A primary finding is that the 
individuals who received the monthly UBI payment secured fulltime employment at more than twice the rate of those 
in the control group. Additionally, within a year, the proportion of recipients receiving the cash payments who had a 
fulltime job went from 28 percent to 40 percent. Meanwhile, the control group saw a 5 percent increase in full time 
employment. Another positive finding is that those receiving cash payments reported being less anxious and depressed 
compared to the control group. As far as how the group spent the money, of the money tracked, recipients spent more 
on necessities like food (37 percent), home goods and clothes (22 percent), utilities (11 percent), and car costs (10 
percent). The recipients spent less than 1 percent of the UBI payment on alcohol or cigarettes. Although the study’s 
sample size is small, the early results indicate that UBI payments give recipients stability and enhance health.20 21 
 
OpenResearch 
 
Another UBI pilot being undertaken is by OpenResearch, a non-profit research lab. The study, which started in 2020, 
recruited about 3,000 people across two states. It randomly assigned 1,000 of those individuals to receive $1,000 per 
month for three years while using the other 2,000 individuals as the control group. Importantly, the pilot will measure 
health outcomes including health markers (e.g., body mass index, hypertension), healthy behaviors, health insurance 
coverage, food security, housing quality and stability, physician and mental health care utilization, crime 
victimization, and mental health. 
 
RELEVANT AMA POLICY 
 
The AMA has myriad policies on health disparities, health inequities, and diversity, and the AMA continues to provide 
leadership in addressing disparities (Policies H-350.974, D-350.991, D-350.995, D-420.993, H-65.973, H-60.917, 
H-440.869, D-65.995, H-150.944, H-185.943, H-450.924, H-350.953, H-350.957, D-350.996, H-350.959). Policy 
H-350.974 affirms that the AMA maintains a zero-tolerance policy toward racially or culturally based disparities in 
care and states that the elimination of racial and ethnic disparities in health care are an issue of highest priority for the 
organization. The policy encourages the development of evidence-based performance measures that adequately 
identify socioeconomic and racial/ethnic disparities in quality. Furthermore, Policy H-350.974 supports the use of 
evidence-based guidelines to promote the consistency and equity of care for all persons. Moreover, the policy actively 
supports the development and implementation of training regarding implicit bias and cultural competency. Policy 
H-280.945 calls for better integration of health care and social services and supports. Additionally, Policy D-350.995 
promotes diversity within the health care workforce, which can help expand access to care for vulnerable and 
underserved populations. 
 
The AMA also has strong policy supporting Medicaid. Policy H-290.986 states that the Medicaid program is a safety 
net for the nation’s most vulnerable populations. Moreover, the AMA is committed to expanding Medicaid coverage. 
In particular, Policy D-290.979 directs the AMA to work with state and specialty medical societies in advocating at 
the state level to expand Medicaid eligibility as authorized by the Affordable Care Act. Finally, Policy D-290.985 
encourages sufficient federal and state funding for Medicaid to support enrollment and the provision of appropriate 
services. 
 
DISCUSSION 
 
There are risks to replacing targeted social safety net programs, which protect the most vulnerable, with a UBI 
program. The AMA strongly supports these existing evidence-based safety net programs. Of note, AMA Ethics 
Opinion 11.1.1 states that health care is a fundamental human good and the Council believes physicians have a 
responsibility to work to ensure access to care. The Council advises caution regarding support for any proposal that 
may have the effect of jeopardizing access to care. 
 
The AMA continues to advocate for Medicaid funding and other safety net program funding. Medicaid and other 
safety net programs increase vital access to care for patients, reduce the number of uninsured individuals, and improve 
the lives of working Americans. The Council believes the AMA should continue its efforts to improve upon and 
expand Medicaid and other programs that improve the health of patients. Therefore, the Council recommends 
reaffirming the AMA’s comprehensive policy on addressing health disparities, the role of Medicaid as a vital safety 
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net program, the AMA’s enduring commitment to expanding Medicaid eligibility, and sufficient funding for the 
program. 
 
An evidence-based method to analyze UBI is currently unavailable. Models have been population-based and generally 
do not meet minimum standards for randomized control studies. They have also been subject to political influence and 
change. Experiments are key to understanding how and if UBI would work on a large scale. Consequently, there is a 
void of data on how a sustained UBI program would operate and the far-reaching effects the program would have 
once implemented. The Council does not believe that there are adequate data to actively support UBI pilots at this 
time. However, the Council recognizes that UBI may be one of myriad solutions to help address growing inequity and 
health care disparities. Therefore, the Council recommends that the AMA actively monitor UBI pilots moving forward, 
especially pilots that intend to measure the health outcomes and access to care of its participants. 
 
The Council understands that the concept of UBI is evolving rapidly, particularly in light of the COVID-19 pandemic. 
The pandemic is catalyzing support for UBI not only in the US but also worldwide. Since February 2020, governments 
all over the world, including the US, have started distributing direct cash payments among large portions of their 
populations in order to mitigate the loss of jobs and financial disruption of the pandemic. A report from the United 
Nations recently stated that temporary basic income payments could stem the spread of the pandemic by enabling 
workers, particularly those living below the poverty line, to stay at home.22 Additionally, Spain started a UBI program 
offering monthly payments up to $1,145 to its poorest families in 850,000 households. The program is the largest test 
of UBI seen thus far. The program is seen as a way to not only soften the impact of the COVID-19 pandemic but also 
to become a structural instrument of stability in the country. Also, in March 2021, Congress passed, and the president 
signed into law the third pandemic aid package that once again includes direct payments to millions of Americans. 
Importantly, the law, the American Rescue Plan, substantially expands the Child Tax Credit and supplements the 
earnings of families receiving the credit. Under the law, most Americans will receive $3,000 a year for each child ages 
6-17, and $3,600 per year for each child under 6. The provision lasts one year and will be sent via direct deposit on a 
“periodic” basis. This provision represents a major expansion of the child tax credit, and the proposed “periodic” 
payments mirror a UBI payment.23 
 
As the COVID-19 pandemic and its economic fallout continue, the US and society must consider the appropriate 
responses to not only the pandemic but also deepened and newly exposed financial inequities. The AMA is committed 
to following and analyzing the relevant research to confront these issues and propose solutions. 
 
RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted in lieu of Resolution 236-A-19, and that 
the remainder of the report be filed: 
 
1. That our American Medical Association (AMA) reaffirm Policy H-350.974, which states that the elimination of 

racial and ethnic disparities in health care are an issue of highest priority for the organization. 
 
2. That our AMA reaffirm Policy H-290.986, which states that the Medicaid program is a safety net for the nation’s 

most vulnerable populations. 
 
3. That our AMA reaffirm Policy D-290.979, which directs the AMA to work with state and specialty medical 

societies in advocating at the state level to expand Medicaid eligibility as authorized by the Affordable Care Act. 
 
4. That our AMA reaffirm Policy D-290.985, which encourages sufficient federal and state funding for Medicaid to 

support enrollment and the provision of appropriate services. 
 
5. That our AMA reaffirm Policy H-290.997 stating that greater equity in the Medicaid program should be achieved 

through the creation of adequate payment levels to ensure broad access to care. 
 
6. That our AMA actively monitor Universal Basic Income pilot studies that intend to measure participant health 

outcomes and access to care. 
 
7. That our AMA encourage Universal Basic Income pilot studies to measure health outcomes and access to care 

for patients to increase data on the health effects of these programs.  
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4. PROMOTING ACCOUNTABILITY IN PRIOR AUTHORIZATION 
 
Reference committee hearing: see report of Reference Committee G. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

REMAINDER OF REPORT FILED 
See Policies H-285.939, H-285.998, H-320.939, H-320.945, H-320.948, H-320.949, 
H-320.961, D-285.960 and D-320.983 

 
At the 2019 Annual Meeting, the House of Delegates adopted Policy D-320.983, which asks that the American 
Medical Association (AMA) study the frequency by which health plans and utilization review entities are using peer-
to-peer (P2P) review prior authorization (PA) processes, and the extent to which these processes reflect AMA policies, 
including H-285.987, “Guidelines for Qualifications of Managed Care Medical Directors,” H-285.939, “Managed 
Care Medical Director Liability,” H-320.968, “Approaches to Increase Payer Accountability,” and the AMA Code of 
Medical Ethics Policy 10.1.1, “Ethical Obligations of Medical Directors,” with a report back to the House of 
Delegates. 
 
This report provides background on PA, an overview of the P2P PA process, outlines the significant AMA advocacy 
efforts on PA and utilization management (UM) review, and proposes recommendations to strengthen AMA policy 
on PA and, in particular, P2P reviews. 
 
BACKGROUND 
 
Health plans employ PA, step therapy, and other forms of UM to control access to certain treatments and reduce health 
care expenses. The medical literature clearly establishes the time and cost burdens associated with UM requirements 
on physician practices. UM often involves manual, time-consuming processes that can divert valuable and scarce 
physician resources away from direct patient care. More importantly, PA and other UM methods interfere with patients 
receiving timely and optimal treatment selected in consultation with their physicians. At the very least, UM 
requirements can delay access to needed care. In some cases, the barriers to care imposed by UM may lead to patients 
receiving less effective therapy, no treatment at all, or even potentially harmful therapies. 
 
PEER-TO-PEER REVIEWS 
 
P2P conversations refer to discussions between a physician and an insurance company physician employee. The 
discussion generally occurs after an initial PA denial that typically involves questions of medical necessity or treatment 
requests that are considered investigational. However, numerous physicians have stated that some insurers are starting 
to require P2Ps for first-line PAs. The rationale behind P2P is to provide a more transparent PA process that is 
collaborative and appropriately follows relevant clinical guidelines. However, for many treating physicians, P2P 
review simply represents another time-consuming and potentially detrimental use of UM by insurance companies. 
Peer reviewers can be unqualified to assess the need for services for an individual patient for whom they have minimal 
information and have never evaluated or spoken with. These issues are exacerbated if physicians are required to 
participate in P2P for first-line PAs. 
 
RELEVANT AMA ADVOCACY 
 
PA and other UM programs are a high-priority advocacy issue for the AMA. Several current AMA initiatives address 
the concerns raised in Policy D-320.983 and strengthen the AMA’s ability to effectively advocate on UM issues: 
 
1.  State Legislative Activity: In response to the numerous concerns raised by AMA members and the Federation of 

Medicine, the AMA’s Advocacy Resource Center works closely with state and specialty medical societies to 
address PA and other UM-related issues through state legislation. The AMA’s model bill on PA, the “Ensuring 
Transparency in Prior Authorization Act,” addresses a variety of concerns related to UM programs, including 
response timeliness, duration of authorizations, public reporting of UM program results, retroactive denials, and 
electronic PA. Additionally, the bill states that UM staff have experience treating patients with the medical 
condition or disease for which the health care service is requested.1 At the time of writing, there were nearly 40 
bills related to PA and step therapy in the state legislatures, several of which are broad reform efforts based on 
the AMA model bill, as well as several directed at reducing UM requirements for individuals with HIV/AIDS, 
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cancer, substance use disorder and other chronic diseases and conditions. Additionally, as part of the state 
policymakers’ responses to COVID-19, commercial plans and Medicaid in many states were required (or urged) 
to reduce certain UM requirements to ensure safe access to care during state stay-at-home orders and other 
restrictions. 
 

2.  Prior Authorization and Utilization Management Reform Principles: To improve access to care and reduce 
practice burdens, the AMA convened a workgroup of state and specialty medical societies, national provider 
associations, and patient representatives to create a set of best practices related to PA and other UM requirements. 
The workgroup identified the most common provider and patient complaints associated with UM programs and 
developed the Prior Authorization and Utilization Management Reform Principles to address these priority 
concerns. These 21 principles seek to improve PA and UM programs by addressing the following 5 broad 
categories of concern: 

 
a. Clinical validity  
b. Continuity of care   
c. Transparency and fairness  
d. Timely access and administrative efficiency  
e. Alternatives and exemptions  

 
These “best practice” principles have served as the foundation for an extensive, multi-pronged advocacy 
campaign to reform and improve UM programs. Workgroup members directly advocate with health plans, benefit 
managers, and other UM entities to voluntarily adopt these principles; urge accreditation organizations, such as 
the National Committee for Quality Assurance and the Utilization Review Accreditation Commission, to include 
these concepts in criteria for utilization review programs; introduce bills based on these principles to state 
legislatures; encourage technological standards organizations to support improved UM processes; and launch a 
media campaign to raise awareness of the principles and requested reforms. 
 
Additionally, two of the PA principles specifically reference the qualifications that health plan reviewers should 
possess. Principle 3 states that utilization review entities should offer an appeals system for their UM programs 
that allows a prescribing/ordering provider direct access, such as a toll-free number, to a provider of the same 
training and specialty/sub-specialty for discussion of medical necessity issues. Principle 16 states that, should a 
provider determine the need for an expedited appeal, a decision on such an appeal should be communicated by 
the utilization review entity to the provider and patient within 24 hours. Moreover, providers and patients should 
be notified of decisions on all other appeals within ten calendar days. And all appeal decisions should be made 
by a provider who is not only of the same specialty and subspecialty, whenever possible, as the prescribing/order 
physician, but also, the reviewing provider must not have been involved in the initial adverse determination.2 

 
3. The Consensus Statement on Improving the Prior Authorization Process: The release of the 21 PA reform 

principles initiated meaningful discussions with the health insurance industry about reducing PA burdens. These 
discussions led to the development of the Consensus Statement on Improving the Prior Authorization Process—
created by the AMA, American Hospital Association, America’s Health Insurance Plans, American Pharmacists 
Association, BlueCross BlueShield Association and Medical Group Management Association. The AMA 
continues to advocate for insurers to operationalize the concepts outlined in the Consensus Statement in their PA 
programs.3 
 

4. Prior Authorization Research: The lack of alignment between physician and health plan interests on PA and other 
UM programs creates significant challenges in achieving meaningful reform on this issue. Recognizing the key 
role that credible evidence plays in successful advocacy on this topic, the AMA is engaged in research to gather 
data regarding the impact of PA on patients and physician practices, including an annual physician survey 
assessing the burdens associated with UM programs. 

 
PA Physician Survey – In conjunction with a market research partner, the AMA fielded a web-based survey of 
1000 practicing physicians in December 2019. The survey sample comprised 40 percent primary care and 60 
percent specialty physicians and only included physicians who provide at least 20 hours of patient care during a 
typical week and routinely complete PAs in their practice. Along with gathering data on the impact of PA on both 
patient access to timely care and practice burdens, the survey also assessed physicians’ perception of the 
frequency of P2P review requirements and the qualifications of insurer “peers.” 
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One survey question asked physicians: “How often are you involved in a peer-to-peer review during the prior 
authorization process?” 

 
• Never – 6% 
• Rarely – 30% 
• Sometimes – 45% 
• Often – 15% 
• Always – 3% 
• Don’t know – 1% 

 
Another survey question asked physicians: “How has the frequency of peer-to-peer reviews during the prior 
authorization process changed over the last five years?” 

 
• Increased significantly or increased somewhat – 60% 
• No change – 35% 
• Decreased somewhat or decreased significantly – 5% 

 
An additional survey question asked physicians: “When completing a peer-to-peer review during the prior 
authorization process, how often does the health plan’s ‘peer’ have the appropriate qualifications to assess and 
make a determination regarding the prior authorization request?” 

 
• Always – 2% 
• Often – 13% 
• Sometimes – 41% 
• Rarely – 28% 
• Never – 4% 
• Don’t know – 11% 

 
Note: Percentages do not sum to 100 percent due to rounding. 

 
DISCUSSION 
 
The Council recognizes the value and importance of the AMA’s current multi-pronged advocacy efforts related to PA 
and applauds the House of Delegates for highlighting the issue of P2P PA and its effect on physicians and most 
importantly patients. To continue its effective advocacy efforts regarding PA, the Council recommends reaffirming 
several AMA policies and recommends a number of new policies specifically related to P2P PA. First, the Council 
recommends reaffirming Policy H-320.939, which states that the AMA will continue its widespread PA advocacy and 
outreach, including promotion and/or adoption of the Prior Authorization and Utilization Management Reform 
Principles, the Consensus Statement on Improving the Prior Authorization Process, AMA model legislation, Prior 
Authorization Physician Survey and other PA research, and educational tools aimed at reducing administrative 
burdens for physicians and their staff; 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. 
 
Additionally, the Council recommends reaffirming Policies H-320.948 and H-320.961, which encourage sufficient 
clinical justification for any retrospective payment denial and prohibition of retrospective payment denial when 
treatment was previously authorized. Further, the Council recommends reaffirming Policy H-320.949, which states 
that UM criteria should be based upon sound clinical evidence, permit variation to account for individual patient 
differences, and allow physicians to appeal decisions, and Policies H-285.998 and H-320.945, which further 
underscore the importance of a clinical basis for health plans’ coverage decisions and policies. 
 
While physicians have the freedom to choose their method of making a living, physicians employed by insurance 
companies must not have their ethical obligations discharged. Insurance companies know that many patients and 
physicians do not appeal PA decisions, and even fewer seek an external review. However, when an external review is 
sought, nearly one-third of external reviews of insurer denials are overturned.4 These overturned denials demonstrate 
that insurers’ processes for determining medical necessity often do not reflect current clinical standards of care. It is 
imperative to patient safety and quality of care that physicians make utilization review decisions in good faith and 
follow evidence-based guidelines in their work for insurers. Therefore, the Council recommends reaffirming Policy 
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H-285.939, which states that utilization review decisions to deny payment for medically necessary care constitute the 
practice of medicine and that medical directors of insurance entities be held accountable and liable for medical 
decisions regarding contractually covered medical services. 
 
Furthermore, the Council recommends addressing the timeframe for PA decisions for P2P discussions. Physicians 
generally receive the PA decision at the end of the P2P discussion. However, insurers have suggested that plans should 
have two business days after the P2P to make a decision. A recent operating rule for electronic PA has this longer 
specification. Specifically, it states that once a health plan receives a complete PA request, including any P2P medical 
reviews conducted, the health plan must return an approval or denial to such request within two business days.5 Further 
delaying the PA determination harms all patients and has a disproportionately negative effect on vulnerable 
populations. Therefore, the Council recommends requiring that PA decisions be made at the end of the P2P review 
discussion notwithstanding mitigating circumstances, which would allow for a determination within 24 hours of the 
P2P discussion. The Council believes such mitigating circumstances include instances wherein a physician involved 
in the P2P discussion requests additional time to read relevant medical literature. Importantly, the Council notes that 
such an extension shall not be permitted where the PA request is urgent. 
 
As highlighted in Policy D-320.983, care must be taken to ensure that plan reviewers are, in fact, physician peers with 
the appropriate experience treating the condition in question and from the same specialty or subspecialty. The AMA 
already has strong policy stating that any physician who recommends a denial as to the medical necessity of services 
on behalf of a review entity be of the same specialty as the practitioner who provided the services under review (e.g., 
Policy H-320.968). Nevertheless, the Council believes that policy should be strengthened to ensure that not only is 
the reviewing physician of the same specialty and licensed to practice in the jurisdiction, but also has the expertise to 
treat the medical condition or disease under review according to up-to-date evidence-based guidelines and has 
knowledge of novel treatments. 
 
Moreover, as directed by Policy D-320.983, the Council highlights Ethics Opinion 10.1 regarding ethical guidance 
for physicians in nonclinical roles. Ethics Opinion 10.1 states that physicians earn and maintain the trust of their 
patients and the public by upholding norms of fidelity to patients, on which the physician’s professional identity rests, 
and that, despite not directly providing care to patients, physicians employed by insurers have committed themselves 
to the values and norms of medicine. Accordingly, the Council recommends that physicians employed by insurance 
companies must follow current evidence-based guidelines consistent with national medical specialty society 
guidelines where available and applicable. 
 
The Council notes that the AMA’s efforts to reduce PA burdens are particularly important during public health 
emergencies, such as the novel coronavirus (COVID-19) pandemic. Recognizing the enormous strain placed on 
physicians and the entire US health care system and, more importantly, the impact that delayed care has on patients 
during the COVID-19 crisis, the AMA and other organizations have successfully advocated for many commercial 
health plans to temporarily suspend or otherwise adjust PA requirements. Meanwhile, legislators and regulators have 
reduced PA in both the commercial and Medicaid markets via legislation, executive orders, and waivers. While the 
AMA strongly supports relaxation in PA requirements during the COVID-19 emergency, there is considerable 
variation in the adjustments being made across the commercial health insurer market and corresponding effective 
dates, with some plans quickly reinstating regular PA processes only a few months into the pandemic. The AMA is 
tracking individual health plan COVID-19-related PA program updates to help physicians stay informed of these 
rapidly changing policies (see https://www.ama-assn.org/system/files/2020-04/prior-auth-policy-covid-19.pdf). To 
that end, the Council recommends that the AMA urge temporary suspension of all prior authorizations and calls for 
the extension of existing approvals during a declared public health emergency. 
 
Finally, the Council notes that PA remains a top-of-mind issue for physicians and, as such, deserves substantial AMA 
attention and resources. As detailed in this report, the AMA prioritizes PA as one of its key advocacy issues and 
continues to collaborate with relevant stakeholders to address physician concerns on this topic. The AMA is committed 
to ensuring that tackling PA and UM issues will continue to be a leading priority for the AMA. 
 
RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted and that the remainder of the report be 
filed: 
 

https://www.ama-assn.org/system/files/2020-04/prior-auth-policy-covid-19.pdf
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1. That our American Medical Association (AMA) reaffirm Policy H-320.939 which states that the AMA will 
continue its widespread prior authorization (PA) advocacy and outreach, including promotion and adoption of the 
Prior Authorization and Utilization Management Reform Principles, the Consensus Statement on Improving the 
Prior Authorization Process, AMA model legislation, the Prior Authorization Physician Survey and other PA 
research, and educational tools aimed at reducing administrative burdens for physicians and their staff; 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. 

 
2. That our AMA reaffirm Policies H-320.948 and H-320.961 which encourage sufficient clinical justification for 

any retrospective payment denial and prohibition of retrospective payment denial when treatment was previously 
authorized. 

 
3. That our AMA reaffirm Policy H-320.949 which states that utilization management criteria should be based upon 

sound clinical evidence, permit variation to account for individual patient differences, and allow physicians to 
appeal decisions. 

 
4. That our AMA reaffirm Policies H-285.998 and H-320.945 which underscore the importance of a clinical basis 

for health plans’ coverage decisions and policies. 
 

5. That our AMA reaffirm Policy H-285.939 which states that utilization review decisions to deny payment for 
medically necessary care constitute the practice of medicine and that medical directors of insurance entities be 
held accountable and liable for medical decisions regarding contractually covered medical services. 

 
6. That our AMA advocate that peer-to-peer (P2P) PA determinations must be made and actionable at the end of the 

P2P discussion notwithstanding mitigating circumstances, which would allow for a determination within 24 hours 
of the P2P discussion. 

 
7. That our AMA advocate that the reviewing P2P physician must have the clinical expertise to treat the medical 

condition or disease under review and have knowledge of the current, evidence-based clinical guidelines and 
novel treatments. 

 
8. That our AMA advocate that P2P PA reviewers follow evidence-based guidelines consistent with national 

medical specialty society guidelines where available and applicable. 
 

9. That our AMA continue to advocate for a reduction in the overall volume of health plans’ PA requirements and 
urge temporary suspension of all PA requirements and the extension of existing approvals during a declared public 
health emergency. 

 
10. That our AMA rescind Policy D-320.983, which directed the AMA to conduct the study herein. 

 
11. That our AMA advocate that health plans must undertake every effort to accommodate the physician’s schedule 

when requiring peer-to-peer prior authorization conversations. 
 

12. That our AMA advocate that health plans must not require prior authorization on any medically necessary surgical 
or other invasive procedure related or incidental to the original procedure if it is furnished during the course of an 
operation or procedure that was already approved or did not require prior authorization. 
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5. MEDICAL CENTER PATIENT TRANSFER POLICIES 
(RESOLUTION 818-I-19) 

 
Reference committee hearing: see report of Reference Committee G. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED 

IN LIEU OF RESOLUTION 818-I-19 
REMAINDER OF REPORT FILED  
See Policies H-130.965, H-130.982, H-225.942, H-225.957, H-225.971, H-285.904 and 
H-320.939 

 
At the 2019 Interim Meeting, the House of Delegates referred Resolution 818, which was sponsored by the Organized 
Medical Staff Section. Resolution 818-I-19 asked the American Medical Association (AMA) to: (1) study the impact 
of “auto accept” policies (i.e., unconditional acceptance for the care of a patient) on public health, as well as their 
compliance with the Emergency Medical Treatment and Labor Act (EMTALA) in order to protect the safety of our 
patients; and (2) advocate that if a medical center adopts an auto accept policy, it must have been ratified, as well as 
overseen and/or crafted, by the independent medical staff. Reference Committee J from the 2019 Interim Meeting 
noted that the resolution simultaneously called for study and new policy, and it emphasized the importance of first 
studying the issue of auto accept policies. Accordingly, this report explores patient transfer issues, with consideration 
of potential clinical and financial impacts on patients, and legal, accreditation, and medical staff bylaws implications 
for physicians and medical centers. 
 
BACKGROUND 
 
Optimal patient health and well-being should be the principal goals of patient transfer, but disagreements can arise in 
pursuing those goals. Some physicians have observed that medical centers where they practice can automatically 
accept the transfer of patients with emergent and/or serious conditions, and they have voiced concern that accepting 
transfer patients without adequate input from the medical staff could jeopardize patient care. The term “auto accept 
policies” encompasses a variety of medical center policies that address how patients may be “automatically” received 
at their institutions. For example, one large public health system has implemented an auto accept policy whereby 
critical care nurses answer phone calls from transferring physicians and accept patient transfers instantaneously—
transfer requests are not denied.1 As part of this system, physicians are paid to be on call and to receive patients from 
the region. Another medical center will automatically accept any acute critical transfer, with a specially educated 
triage registered nurse gathering clinical and basic demographic information, locating an accepting physician, and 
arranging for a bed in the appropriate level of care that will be ready when the patient arrives.2 As a third example, 
another medical center has a pilot program to automatically accept into their Emergency Department (ED) stable 
patients from other medical centers who need specific services.3 These varied auto accept policies highlight the 
challenges that are inherent in transferring patients among medical centers and the critical role that physicians must 
play in these processes. 
 
Any time a patient is transferred from one facility to another, it is essential that both transferring and receiving facilities 
ensure that there is an accepting physician who is capable of taking responsibility for the care of the transferred patient, 
and medical centers receiving a transferred patient must affirmatively accept the patient. Under certain conditions, 
acceptance will be mandatory. Nevertheless, medical center transfer policies, including auto accept policies, that fail 
to identify the appropriate physicians and their capabilities run the risk of suboptimal care for the patient and delays 
while the appropriate physicians and resources are identified. In addition, transfers of patients with emergent and/or 
serious conditions carry implications not only for individual patients, but also public health and legal implications for 
individual physicians and medical centers, so patient transfer policies must address all of these implications. 
 

https://www.caqh.org/sites/default/files/core/phase-iv/452_278-infrastructure-rule.pdf
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KEY CHALLENGES ARISING WITH PATIENT TRANSFERS 
 
Interhospital transfer is an understudied area, with little known about institutional variations in information transfer 
and impacts on patient outcomes.4 A recent survey of 32 tertiary care centers in the United States studied 
communication and documentation practices during interhospital patient transfers and found that practices vary widely 
among tertiary care centers, and the level of transfer center involvement in oral and written handoff was inconsistent.5 
Moreover, patients may be transferred from one medical center to another for a variety of reasons, including to receive 
specific expert medical services such as monitoring, tests, or procedures, or to accommodate patient or family 
preference.6 With a variety of specialists involved in the care of patients with emergent and/or serious conditions 
requiring transfer, communication and coordination are critical, but complicated.7 Often, the physicians who will be 
directly caring for a transferred patient want to be involved early in the transfer process to ensure that their specific 
questions are answered.8 In an attempt to address transfer challenges, some hospitals have established dedicated call 
centers, often staffed by senior-level nurses, to coordinate communication between accepting and receiving 
physicians.9 However, studies have found such call centers to be highly variable in their functionality and 
effectiveness.10 
 
Non-medical factors have been found to influence decisions regarding whether a stable patient will be transferred to 
another facility for inpatient care, but again, the impact on quality of care is unknown. An analysis of all-payer 
administrative data from a representative sample of community hospitals in the United States found that uninsured 
patients and women were significantly less likely to be transferred to another acute care hospital.11 The study authors 
were surprised to find the lower rate of transfer for uninsured patients, expecting that a hospital would seek to transfer 
uninsured patients as soon as they fulfilled their EMTALA obligations. Instead, the study authors suspected that the 
lower transfer rates for uninsured patients can be explained by an unwillingness of receiving hospitals to accept 
uninsured transfer patients. At the same time, the study authors emphasized that economic factors are unlikely to 
explain the lower transfer rates they found for women, and they expressed concern for the potential of implicit or 
explicit biases contributing to this disparity. Critically, though, it is unknown whether the differences in transfer 
patterns identified in this study led to differences in health outcomes. 
 
Hospitals’ interfacility transfer agreements and protocols can impact patient care not only within inpatient 
departments, but in the ED as well. To the extent that inpatient beds are reserved for specific categories of patients, 
including interfacility transfer patients, challenges can arise when there are insufficient inpatient beds available to 
receive transfers from the medical center’s ED.12 Patients who stay in the ED for longer than the time required for a 
“timely transfer” to an inpatient bed are considered “boarders,” and challenges surrounding boarding patients in the 
ED are well-established.13 (Definitions of “timely transfer” vary, but experts often look for a period of less than two 
hours from the admission order.) Boarding can exacerbate health disparities, with Black, female, elderly, and 
psychiatric patients being more likely to board for longer periods of time.14 Moreover, patients with medically treated 
conditions are more likely to board than those with surgically treated conditions.15 With the ED being the dominant 
source of hospital admissions,16 it is critical for medical center transfer policies to promote optimal care for the patients 
who present with emergent and/or serious conditions, both before and after their stabilization. The problems associated 
with patient boarding are so severe, there is evidence that they increase in-hospital death rates substantially.17 
Reflecting these problems, The Joint Commission (TJC) imposes requirements that hospitals address boarding for 
purposes of accreditation.18 Importantly, reservation of inpatient beds for interfacility transfer patients is just one 
factor contributing to the complex challenge of ED boarding, and solving the broader issue of ED boarding is beyond 
the scope of this report. 
 
When contemplating the transfer of a stable patient who is not receiving care in an ED, in addition to the critical 
clinical implications of the transfer, patient financial impacts must also be considered. Prior to transferring a patient 
to a new medical center, it is important to consider whether the new facility is in-network under the patient’s health 
plan. If the intended transfer facility is out-of-network (OON), the patient and/or family will need to be prepared for 
the financial implications of receiving OON care. Additionally, if the patient is receiving, or intends to receive, care 
that requires prior authorization (PA), it is important to recognize that site of service can be an essential element of 
PA approval,19 so a service approved at an originating facility may require reapproval for a new site of service. 
Transfer decisions should include a patient-centered discussion between a patient and/or family and a referring 
physician that addresses the various potential merits and risks of undergoing a transfer.20 
 
The novel coronavirus (COVID-19) pandemic has posed unprecedented challenges, including managing patient 
transfers. Geographically localized surges in COVID-19 cases put extreme pressure on local health care facilities, as 
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hospitals strive to transfer COVID-19 patients to sites where they can receive optimal care and/or transfer non-
COVID-19 patients out of their facility to protect uninfected patients and free up resources to care for more COVID-
19 patients.21 State and local emergency medical planners have taken a variety of approaches in rising to meet the 
pandemic’s challenges, and the Centers for Disease Control and Prevention (CDC) has issued guidance around patient 
safety and relief for health care facility operations.22 The CDC emphasizes the importance of communication between 
health care professionals at both the transferring and receiving facilities with accurate clinical descriptions of patients 
and clear acceptance by receiving facilities. 
 
Balancing the complex considerations surrounding patient transfers, the American College of Emergency Physicians 
(ACEP) has published guidelines on Appropriate Interfacility Patient Transfer, and AMA policy (Policies H-130.982 
and H-130.961) expressly supports these guidelines. Key elements of the ACEP guidelines specify, “The medical 
facility’s policies and procedures and/or medical staff bylaws must define who is responsible for accepting and 
transferring patients on behalf of the hospital . . . Agreement to accept the patient in transfer should be obtained from 
a physician or responsible individual at the receiving hospital in advance of the transfer. When a patient requires a 
higher level of care other than that provided or available at the transferring facility, a receiving facility with the 
capability and capacity to provide a higher level of care may not refuse any request for transfer. When transfer of 
patients is part of a regional plan to provide optimal care at a specialized medical facility, written transfer protocols 
and interfacility agreements should be in place.”23 These guidelines, developed by subject matter experts and 
supported by the AMA, help to ensure that high quality patient care drives interfacility patient transfers, with physician 
input into the decision-making process. 
 
EXTERNAL FACTORS SHAPING PATIENT TRANSFER POLICIES 
 
Medical centers’ ability to implement transfer policies such as the auto accept policies described in Resolution 818-I-
19 is influenced by a number of external factors, including Medicare Conditions of Participation (COPs), accreditation 
standards, medical staff governing documents, and in certain cases, state and/or federal law. Medicare COPs govern 
patient transfer in the context of discharge planning, requiring that hospitals transfer or refer patients to appropriate 
facilities, agencies, or outpatient services, as needed, for follow-up or ancillary care.24 Moreover, Medicare COPs 
make clear that the medical staff “is responsible for the quality of medical care provided to patients by the hospital,”25 
and TJC provides an accreditation framework to guide medical center and physician collaboration. As outlined by 
TJC, “The organized medical staff oversees the quality of patient care, treatment, and services provided by 
practitioners privileged through the medical staff process.”26 Additionally, for a medical center’s “governing body to 
effectively fulfill its accountability for the safety and quality of care, it must work collaboratively with the medical 
staff leaders toward that goal.”27 While accreditation standards do not have the force of law, TJC’s long history of 
hospital accreditation and its recognition by federal and private payers have made its standards nationally accepted 
practices.28 Additionally, medical staff documents including bylaws, rules and regulations, and policies govern the 
relationship between medical centers and their medical staff. The bylaws describe the rights, responsibilities, and 
accountabilities of the medical staff and specify how the organized medical staff works with and is accountable to the 
governing body. Medical staff rules and regulations usually address patient care issues across the organization and 
typically contain provisions about patient transfers.29 
 
As the sponsors of Resolution 818-I-19 indicate, EMTALA provides a legal framework for many interhospital 
transfers, with specific mandates for both facilities and physicians. EMTALA was established as federal law in 1986, 
and many states have related laws and regulations that impose additional duties on hospitals and physicians.30 
EMTALA was designed to prevent hospitals from transferring uninsured or Medicaid patients to public hospitals 
without minimally providing a medical screening examination to ensure the patients were stable for transfer. 
Additionally, under EMTALA, hospitals with specialized capabilities must accept patient transfers from hospitals that 
lack the capability to treat unstable emergency medical conditions, and EMTALA transfer obligations apply, even 
under the extraordinary circumstances posed by COVID-19.31 However, EMTALA does not apply to the transfer of 
stable patients. Importantly, both hospitals and physicians can be penalized for EMTALA violations, with penalties 
including termination of the hospital or physician’s Medicare provider agreement and fines of up to $104,826 per 
violation.32 With both the hospital and the physician individually liable under EMTALA, it is critical that both work 
together to ensure that patient transfers further the shared goal of optimal patient care. 
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RELEVANT AMA POLICY 
 
AMA policy directly responds to the resolves of referred Resolution 818-I-19. First, a comprehensive array of policy 
guides collaboration between medical centers and medical staff. Policy H-225.957 sets forth principles for 
strengthening the physician-hospital relationship, emphasizing the interdependence between the organized medical 
staff and the hospital governing body, while highlighting the medical staff’s role in quality-of-care issues. Similarly, 
Policy H-225.971 provides a strong framework for how hospitals and medical staff ought to collaborate and articulates 
the primary role of the medical staff on matters of quality of care and patient safety. In addition, Policy H-225.942 
provides a set of physician and medical staff member bill of rights, which include the right to be well-informed and 
share in the decision-making of the health care organization’s operational and strategic planning. Finally, Policy 
H-225.961 states that in crafting medical staff development plans, hospitals/health systems should incorporate the 
principles that the medical staff and its elected leaders must be involved in the hospital/health system’s leadership 
function, including in developing operational plans, service design, resource allocation, and organizational policies. 
The policy further insists that the medical staff must ensure that quality patient care is not harmed by economic 
motivations. 
 
Long-standing policy also guides the transfer of patients among medical centers. Policy H-130.982 provides principles 
to guide interfacility transfers of unstable emergency patients, detailing the critical roles of both the transferring and 
receiving physicians and endorsing ACEP’s Appropriate Interfacility Patient Transfer guidelines. Similarly, Policy 
H-130.961 also endorses the ACEP guidelines, encouraging county medical societies and local hospitals to review 
and utilize the ACEP guidelines as they develop local transfer arrangements. In addition, Policy H-130.965 supports 
working with the American Hospital Association (AHA) to develop model agreements for appropriate patient transfer. 
 
Finally, AMA policy and advocacy strive to protect patients and physicians facing burdens from health plan OON 
restrictions and PA requirements. Policy H-285.904 sets forth principles related to unanticipated OON care, and Policy 
H-320.939 details the AMA’s position on PA and utilization management (UM) reform. 
 
In addition to AMA policy, AMA ethics opinions also guide physicians and medical centers as they refine patient 
transfer policies. Code of Medical Ethics Opinion 9.5.1 guides the relationship between an organized medical staff 
and hospital and establishes that the core responsibilities of the organized medical staff are the promotion of patient 
safety and the quality of care.33 Additionally, Code of Medical Ethics Opinion 9.4.2 provides a series of steps 
physicians should take if they become aware of or strongly suspect that conduct threatens patient welfare or otherwise 
appears to violate ethical or legal standards.34 
 
DISCUSSION 
 
The Council thanks the sponsors of Resolution 818-I-19 for highlighting the critical intersection of medical center 
transfer policies with quality of care, public health, legal/regulatory, and medical staff concerns. Existing AMA policy 
lays the groundwork to protect patients and physicians in the context of patient transfers, and this policy can be 
expanded. First, the Council recommends amending Policy H-130.982, changing the title of the policy and broadening 
the language used, so that this long-standing policy guiding the transfer of emergency patients would apply to protect 
all transferred patients. Similarly, the Council recommends building upon the strong policy that establishes a physician 
and medical staff member bill of rights and outlines the rights and responsibilities of organized medical staff. Policy 
H-225.942 emphasizes the importance of physicians’ treatment decisions remaining insulated from commercial or 
other motivations that could threaten high-quality patient care and the medical staff’s responsibility to participate in 
the health care organization’s operational and strategic planning to safeguard the interests of patients, the community, 
the health care organization, and the medical staff and its members. The policy also outlines medical staff rights, 
including the right to be well-informed and share in the decision-making of the health care organization’s operational 
and strategic planning, including involvement in decisions to grant exclusive contracts, or close medical staff 
departments. The Council recommends amending Policy H-225.942 to articulate the medical staff’s right to be well-
informed and share in the decision-making regarding transferring patients into, out of, or within the health care 
organization. Additionally, the Council recommends amending Policy H-130.965 to support working with both the 
AHA and other interested parties to develop model agreements for appropriate patient transfer. 
 
Finally, recognizing the significant patient, physician, and medical center time and talent involved in obtaining PA 
approval, the Council believes that when circumstances (such as the site of service) change, the PA process should 
support revisions to pending or existing approvals rather than require re-initiation of the PA request. In articulating 
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the AMA’s position on PA and UM reform, Policy H-320.939 emphasizes that the AMA will continue its widespread 
PA advocacy and outreach, including promotion and/or adoption of the Prior Authorization and Utilization 
Management Reform Principles, AMA model legislation, Prior Authorization Physician Survey and other PA 
research, and the AMA Prior Authorization Toolkit, which is aimed at reducing PA administrative burdens and 
improving patient access to care. Building upon this strong advocacy position, the Council recommends amending 
Policy H-320.939 by adding a new section four stating that health plans should minimize the burden on patients, 
physicians, and medical centers when updates must be made to previously approved and/or pending PA requests. 
 
The Council also recommends reaffirming several policies that address key concerns raised by Resolution 818-I-19. 
Speaking to physician and medical staff roles in decision-making regarding patient transfers, Policy H-225.957 
provides principles for strengthening the physician-hospital relationship. Policy H-225.957 emphasizes that the 
primary responsibility for the quality of care rendered and for patient safety is vested with the organized medical staff 
and sets forth parameters for collaboration and dispute resolution between the medical staff and hospital governing 
body. In addition, Policy H-225.971 details the roles that medical staff and hospital governing bodies and management 
each and collectively play in quality of care and credentialing and reaffirms TJC standard that medical staffs have 
“overall responsibility for the quality of the professional services provided by individuals with clinical privileges.” 
Moreover, the policy states that hospital administrative personnel performing quality assurance and other quality 
activities related to patient care should report to and be accountable to the medical staff committee responsible for 
quality improvement activities. Reaffirming these policies underscores the AMA’s longstanding and continuing 
commitment to productive collaboration between physicians and medical centers in developing patient transfer 
practices that are focused on providing high-quality patient care. Finally, the Council recommends reaffirming Policy 
H-285.904, which sets forth principles to protect patients receiving unanticipated OON care. Policy H-285.904 states 
that patients must not be financially penalized for receiving unanticipated care from an OON provider; insurers must 
meet appropriate network adequacy standards that include adequate patient access to care, including access to hospital-
based physician specialties; and patients who are seeking emergency care should be protected under the “prudent 
layperson” legal standard, without regard to PA or retrospective denial for services after emergency care is rendered. 
 
RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted in lieu of Resolution 818-I-19 and that 
the remainder of the report be filed: 
 
1. That our American Medical Association (AMA) amend Policy H-130.982 by addition and deletion as follows: 
 

H-130.982 Interfacility Patient Transfers of Emergency Patients  
Our AMA: (1) supports the following principles for the interfacility patient transfers of emergency patients: (a) all 
physicians and health care facilities have an ethical obligation and moral responsibility to provide needed medical 
care to all emergency patients, regardless of their ability to pay; (b) an interfacility patient transfer of an 
unstabilized emergency patient should be undertaken only for appropriate medical purposes, i.e., when in the 
physician’s judgment it is in the patient’s best interest to receive needed medical service care at the receiving 
facility rather than the transferring facility; and (c) all interfacility patient transfers of emergency patients should 
be subject to the sound medical judgment and consent of both the transferring and receiving physicians to assure 
the safety and appropriateness of each proposed transfer; (2) urges county medical societies physician 
organizations to develop, in conjunction with their local hospitals, protocols and interhospital transfer agreements 
addressing the issue of economically motivated transfers of emergency patients in their communities. At a 
minimum, these protocols and agreements should address the condition of the patients transferred, the 
responsibilities of the transferring and accepting physicians and facilities, and the designation of appropriate 
referral facilities. The American College of Emergency Physicians’ Appropriate Interfacility Patient Transfer 
should be reviewed in the development of such community protocols and agreements; and (3) urges state medical 
associations to encourage and provide assistance to physician organizations that are their county medical societies 
as they developing such protocols and interhospital agreements with their local hospitals. 

 
2. That our AMA amend subsection II(d) of Policy H-225.942 by addition and deletion as follows: 

 
d. The right to be well informed and share in the decision-making of the health care organization’s operational 
and strategic planning, including involvement in decisions to grant exclusive contracts, or close medical staff 
departments, or to transfer patients into, out of, or within the health care organization. 
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3. That our AMA amend Policy H-130.965 by addition as follows: 
 

Our AMA (1) opposes the refusal by an institution to accept patient transfers solely on the basis of economics; 
(2) supports working with the American Hospital Association (AHA) and other interested parties to develop 
model agreements for appropriate patient transfer; and (3) supports continued work by the AMA and the AHA 
on the problem of providing adequate financing for the care of these patients transferred. 
 

4. That our AMA amend Policy H-320.939 by addition of a fourth section as follows: 
 
4. Our AMA advocates for health plans to minimize the burden on patients, physicians, and medical centers when 
updates must be made to previously approved and/or pending prior authorization requests. 
 

5. That our AMA reaffirm Policy H-225.957, which provides principles for strengthening the physician-hospital 
relationship. Policy H-225.957 sets forth parameters for collaboration and dispute resolution between the medical 
staff and the hospital governing body, and it establishes that the primary responsibility for the quality of care 
rendered and for patient safety is vested with the organized medical staff. 
 

6. That our AMA reaffirm Policy H-225.971, which details the roles that medical staff and hospital governing bodies 
and management each and collectively play in quality of care and credentialing. Policy H-225.971 states that 
hospital administrative personnel performing quality assurance and other quality activities related to patient care 
should report to and be accountable to the medical staff committee responsible for quality improvement activities. 
 

7. That our AMA reaffirm Policy H-285.904, which sets forth principles related to unanticipated out-of-network 
care. 
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APPENDIX - Policies Recommended for Amendment or Reaffirmation 
 
H-130.965 Refusal of Appropriate Patient Transfers  
Our AMA (1) opposes the refusal by an institution to accept patient transfers solely on the basis of economics; (2) supports working 
with the American Hospital Association to develop model agreements for appropriate patient transfer; and (3) supports continued 
work by the AMA and the AHA on the problem of providing adequate financing for the care of these patients transferred. 
(Sub. Res. 155, I-89Reaffirmed: Sunset Report and Reaffirmation A-00Reaffirmed: CMS Rep. 6, A-10Reaffirmed: CMS Rep. 01, 
A-20) 
 
H-130.982 Transfer of Emergency Patients  
Our AMA: (1) supports the following principles for the transfer of emergency patients: (a) All physicians and health care facilities 
have an ethical obligation and moral responsibility to provide needed medical care to all emergency patients, regardless of their 
ability to pay; (b) an interfacility transfer of an unstabilized emergency patient should be undertaken only for appropriate medical 
purposes, i.e., when in the physician’s judgment it is in the patient’s best interest to receive needed medical service care at the 
receiving facility rather than the transferring facility; and (c) all interfacility transfers of emergency patients should be subject to 
the sound medical judgment and consent of both the transferring and receiving physicians to assure the safety and appropriateness 
of each proposed transfer; (2) urges county medical societies to develop, in conjunction with their local hospitals, protocols and 
interhospital transfer agreements addressing the issue of economically motivated transfers of emergency patients in their 
communities. At a minimum, these protocols and agreements should address the condition of the patients transferred, the 
responsibilities of the transferring and accepting physicians and facilities, and the designation of appropriate referral facilities. The 
American College of Emergency Physicians’ Appropriate Interfacility Patient Transfer should be reviewed in the development of 
such community protocols and agreements; and (3) urges state medical associations to encourage and provide assistance to their 
county medical societies as they develop such protocols and interhopsital agreements with their local hospitals.  
(CMS Rep. H, A-86Reaffirmed: BOT Rep. BB, A-90Reaffirmed: CMS Rep. F, I-92Reaffirmation A-00Reaffirmed: CMS Rep. 6, 
A-10Modified: CMS Rep. 01, A-20) 
 
H-225.942 Physician and Medical Staff Member Bill of Rights  
Our AMA adopts and will distribute the following Medical Staff Rights and Responsibilities: 
Preamble 
The organized medical staff, hospital governing body and administration are all integral to the provision of quality care, providing 
a safe environment for patients, staff and visitors, and working continuously to improve patient care and outcomes. They operate 
in distinct, highly expert fields to fulfill common goals, and are each responsible for carrying out primary responsibilities that 
cannot be delegated. 
The organized medical staff consists of practicing physicians who not only have medical expertise but also possess a specialized 
knowledge that can be acquired only through daily experiences at the frontline of patient care. These personal interactions between 
medical staff physicians and their patients lead to an accountability distinct from that of other stakeholders in the hospital. This 
accountability requires that physicians remain answerable first and foremost to their patients.  
Medical staff self-governance is vital in protecting the ability of physicians to act in their patients’ best interest. Only within the 
confines of the principles and processes of self-governance can physicians ultimately ensure that all treatment decisions remain 
insulated from interference motivated by commercial or other interests that may threaten high-quality patient care. 
From this fundamental understanding flow the following Medical Staff Rights and Responsibilities: 
 
I. Our AMA recognizes the following fundamental responsibilities of the medical staff: 
a. The responsibility to provide for the delivery of high-quality and safe patient care, the provision of which relies on mutual 
accountability and interdependence with the health care organization’s governing body. 
b. The responsibility to provide leadership and work collaboratively with the health care organization’s administration and 
governing body to continuously improve patient care and outcomes. 
c. The responsibility to participate in the health care organization’s operational and strategic planning to safeguard the interest of 
patients, the community, the health care organization, and the medical staff and its members. 
d. The responsibility to establish qualifications for membership and fairly evaluate all members and candidates without the use of 
economic criteria unrelated to quality, and to identify and manage potential conflicts that could result in unfair evaluation. 
e. The responsibility to establish standards and hold members individually and collectively accountable for quality, safety, and 
professional conduct. 
f. The responsibility to make appropriate recommendations to the health care organization's governing body regarding membership, 
privileging, patient care, and peer review. 
II. Our AMA recognizes that the following fundamental rights of the medical staff are essential to the medical staff’s ability to 
fulfill its responsibilities: 
a. The right to be self-governed, which includes but is not limited to (i) initiating, developing, and approving or disapproving of 
medical staff bylaws, rules and regulations, (ii) selecting and removing medical staff leaders, (iii) controlling the use of medical 
staff funds, (iv) being advised by independent legal counsel, and (v) establishing and defining, in accordance with applicable law, 
medical staff membership categories, including categories for non-physician members. 
b. The right to advocate for its members and their patients without fear of retaliation by the health care organization’s administration 
or governing body. 
c. The right to be provided with the resources necessary to continuously improve patient care and outcomes. 
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d. The right to be well informed and share in the decision-making of the health care organization’s operational and strategic 
planning, including involvement in decisions to grant exclusive contracts or close medical staff departments. 
e. The right to be represented and heard, with or without vote, at all meetings of the health care organization’s governing body. 
f. The right to engage the health care organization’s administration and governing body on professional matters involving their own 
interests. 
III. Our AMA recognizes the following fundamental responsibilities of individual medical staff members, regardless of 
employment or contractual status: 
a. The responsibility to work collaboratively with other members and with the health care organization’s administration to improve 
quality and safety. 
b. The responsibility to provide patient care that meets the professional standards established by the medical staff. 
c. The responsibility to conduct all professional activities in accordance with the bylaws, rules, and regulations of the medical staff. 
d. The responsibility to advocate for the best interest of patients, even when such interest may conflict with the interests of other 
members, the medical staff, or the health care organization. 
e. The responsibility to participate and encourage others to play an active role in the governance and other activities of the medical 
staff. 
f. The responsibility to participate in peer review activities, including submitting to review, contributing as a reviewer, and 
supporting member improvement. 
IV. Our AMA recognizes that the following fundamental rights apply to individual medical staff members, regardless of 
employment, contractual, or independent status, and are essential to each member’s ability to fulfill the responsibilities owed to his 
or her patients, the medical staff, and the health care organization: 
a. The right to exercise fully the prerogatives of medical staff membership afforded by the medical staff bylaws. 
b. The right to make treatment decisions, including referrals, based on the best interest of the patient, subject to review only by 
peers. 
c. The right to exercise personal and professional judgment in voting, speaking, and advocating on any matter regarding patient 
care or medical staff matters, without fear of retaliation by the medical staff or the health care organization’s administration or 
governing body. 
d. The right to be evaluated fairly, without the use of economic criteria, by unbiased peers who are actively practicing physicians 
in the community and in the same specialty. 
e. The right to full due process before the medical staff or health care organization takes adverse action affecting membership or 
privileges, including any attempt to abridge membership or privileges through the granting of exclusive contracts or closing of 
medical staff departments. 
f. The right to immunity from civil damages, injunctive or equitable relief, criminal liability, and protection from any retaliatory 
actions, when participating in good faith peer review activities. 
(BOT Rep. 09, A-17Modified: BOT Rep. 05, I-17Appended: Res. 715, A-18Reaffirmed: BOT Rep. 13, A-19) 
 
H-225.957 Principles for Strengthening the Physician-Hospital Relationship  
The following twelve principles are AMA policy: 
PRINCIPLES FOR STRENGTHENING THE PHYSICIAN-HOSPITAL RELATIONSHIP 
1. The organized medical staff and the hospital governing body are responsible for the provision of quality care, providing a safe 
environment for patients, staff and visitors, and working continuously to improve patient care and outcomes, with the primary 
responsibility for the quality of care rendered and for patient safety vested with the organized medical staff. These activities depend 
on mutual accountability, interdependence, and responsibility of the organized medical staff and the hospital governing body for 
the proper performance of their respective obligations. 
2. The organized medical staff, a self-governing organization of professionals, possessing special expertise, knowledge and training, 
discharges certain inherent professional responsibilities by virtue of its authority to regulate the professional practice and standards 
of its members, and assumes primary responsibility for many functions, including but not limited to: the determination of organized 
medical staff membership; performance of credentialing, privileging and other peer review; and timely oversight of clinical quality 
and patient safety. 
3. The leaders of the organized medical staff, with input from the hospital governing body and senior hospital managers, develop 
goals to address the healthcare needs of the community and are involved in hospital strategic planning as described in the medical 
staff bylaws. 
4. Ongoing, timely and effective communication, by and between the hospital governing body and the organized medical staff, is 
critical to a constructive working relationship between the organized medical staff and the hospital governing body. 
5. The organized medical staff bylaws are a binding, mutually enforceable agreement between the organized medical staff and the 
hospital governing body. The organized medical staff and hospital bylaws, rules and regulations should be aligned, current with all 
applicable law and accreditation body requirements and not conflict with one another. The hospital bylaws, policies and other 
governing documents do not conflict with the organized medical staff bylaws, rules, regulations and policies, nor with the organized 
medical staff's autonomy and authority to self-govern, as that authority is set forth in the governing documents of the organized 
medical staff. The organized medical staff, and the hospital governing body/administration, shall, respectively, comply with the 
bylaws, rules, regulations, policies and procedures of one another. Neither party is authorized to, nor shall unilaterally amend the 
bylaws, rules, regulations, policies or procedures of the other. 
6. The organized medical staff has inherent rights of self-governance, which include but are not limited to: 
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a) Initiating, developing and adopting organized medical staff bylaws, rules and regulations, and amendments thereto, subject to 
the approval of the hospital governing body, which approval shall not be unreasonably withheld. The organized medical staff 
bylaws shall be adopted or amended only by a vote of the voting membership of the medical staff. 
b) Identifying in the medical staff bylaws those categories of medical staff members that have voting rights. 
c) Identifying the indications for automatic or summary suspension, or termination or reduction of privileges or membership in the 
organized medical staff bylaws, restricting the use of summary suspension strictly for patient safety and never for purposes of 
punishment, retaliation or strategic advantage in a peer review matter. No summary suspension, termination or reduction of 
privileges can be imposed without organized medical staff action as authorized in the medical staff bylaws and under the law. 
d) Identifying a fair hearing and appeals process, including that hearing committees shall be composed of peers, and identifying 
the composition of an impartial appeals committee. These processes, contained within the organized medical staff bylaws, are 
adopted by the organized medical staff and approved by the hospital governing board, which approval cannot be unreasonably 
withheld nor unilaterally amended or altered by the hospital governing board or administration. The voting members of the 
organized medical staff decide any proposed changes. 
e) Establishing within the medical staff bylaws: 1) the qualifications for holding office, 2) the procedures for electing and removing 
its organized medical staff officers and all organized medical staff members elected to serve as voting members of the Medical 
Executive Committee, and 3) the qualifications for election and/or appointment to committees, department and other leadership 
positions. 
f) Assessing and maintaining sole control over the access and use of organized medical staff dues and assessments, and utilizing 
organized medical staff funds as appropriate for the purposes of the organized medical staff. 
g) Retaining and being represented by legal counsel at the option and expense of the organized medical staff. 
h) Establishing in the organized medical staff bylaws, the structure of the organized medical staff, the duties and prerogatives of 
organized medical staff categories, and criteria and standards for organized medical staff membership application, reapplication 
credentialing and criteria and processing for privileging. The standards and criteria for membership, credentialing and privileging 
shall be based only on quality-of-care criteria related to clinical qualifications and professional responsibilities, and not on economic 
credentialing, conflicts of interest or other non-clinical credentialing factors. 
i) Establishing in the organized medical staff bylaws, rules and regulations, clinical criteria and standards to oversee and manage 
quality assurance, utilization review and other organized medical staff activities, and engaging in all activities necessary and proper 
to implement those bylaw provisions including, but not limited to, periodic meetings of the organized medical staff and its 
committees and departments and review and analysis of patient medical records. 
j) The right to define and delegate clearly specific authority to an elected Medical Executive Committee to act on behalf of the 
organized medical staff. In addition, the organized medical staff defines indications and mechanisms for delegation of authority to 
the Medical Executive Committee and the removal of this authority. These matters are specified in the organized medical staff 
bylaws. 
k) Identifying within the organized medical staff bylaws a process for election and removal of elected Medical Executive 
Committee members. 
l) Defining within the organized medical staff bylaws the election process and the qualifications, roles and responsibilities of 
clinical department chairs. The Medical Executive Committee must appoint any clinical chair that is not otherwise elected by the 
vote of the general medical staff. 
m) Enforcing the organized medical staff bylaws, regulations and policies and procedures. 
n) Establishing in medical staff bylaws, medical staff involvement in contracting relationships, including exclusive contracting, 
medical directorships and all hospital-based physician contracts, that affect the functioning of the medical staff. 
7. Organized medical staff bylaws are a binding, mutually enforceable agreement between the organized medical staff and the 
hospital governing body, as well as between those two entities and the individual members of the organized medical staff. 
8. The self-governing organized medical staff determines the resources and financial support it requires to effectively discharge its 
responsibilities. The organized medical staff works with the hospital governing board to develop a budget to satisfy those 
requirements and related administrative activities, which the hospital shall fund, based upon the financial resources available to the 
hospital. 
9. The organized medical staff has elected appropriate medical staff member representation to attend hospital governing board 
meetings, with rights of voice and vote, to ensure appropriate organized medical staff input into hospital governance. These 
members should be elected only after full disclosure to the medical staff of any personal and financial interests that may have a 
bearing on their representation of the medical staff at such meetings. The members of the organized medical staff define the process 
of election and removal of these representatives. 
10. Individual members of the organized medical staff, if they meet the established criteria that are applicable to hospital governing 
body members, are eligible for full membership on the hospital governing body. Conflict of interest policies developed for members 
of the organized medical staff who serve on the hospital’s governing body are to apply equally to all individuals serving on the 
hospital governing body. 
11. Well-defined disclosure and conflict of interest policies are developed by the organized medical staff which relate exclusively 
to their functions as officers of the organized medical staff, as members and chairs of any medical staff committee, as chairs of 
departments and services, and as members who participate in conducting peer review or who serve in any other positions of 
leadership of the medical staff. 
12. Areas of dispute and concern, arising between the organized medical staff and the hospital governing body, are addressed by 
well-defined processes in which the organized medical staff and hospital governing body are equally represented. These processes 
are determined by agreement between the organized medical staff and the hospital governing body. 
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(Res. 828, I-07Reaffirmed in lieu of Res. 730, A-09Modified: Res. 820, I-09Reaffirmed: Res. 725, A-10Reaffirmation A-
12Reaffirmed: CMS Rep. 6, I-13) 
 
H-225.971 Credentialing and the Quality-of-Care 
It is the policy of the AMA: (1) that the hospital medical staff be recognized within the hospital as the entity with the overall 
responsibility for the quality of medical care; (2) that hospital medical staff bylaws reaffirm The Joint Commission standard that 
medical staffs have “overall responsibility for the quality of the professional services provided by individuals with clinical 
privileges”; (3) that each hospital’s quality assurance, quality improvement, and other quality-related activities be coordinated with 
the hospital medical staff’s overall responsibility for quality of medical care; (4) that the hospital governing body, management, 
and medical staff should jointly establish the purpose, duties, and responsibilities of the hospital administrative personnel involved 
in quality assurance and other quality-related activities; establish the qualifications for these positions; and provide a mechanism 
for medical staff participation in the selection, evaluation, and credentialing of these individuals; (5) that the hospital administrative 
personnel performing quality assurance and other quality activities related to patient care report to and be accountable to the medical 
staff committee responsible for quality improvement activities; (6) that the purpose, duties, responsibilities, and reporting 
relationships of the hospital administrative personnel performing quality assurance and other quality-related activities be included 
in the medical staff and hospital corporate bylaws; (7) that the general processes and policies related to patient care and used in a 
hospital quality assurance system and other quality-related activities should be developed, approved, and controlled by the hospital 
medical staff; and (8) that any physician hired or retained by a hospital to be involved solely in medical staff quality of care issues 
be credentialed by the medical staff prior to employment in the hospital. 
(BOT Rep. T, I-92Reaffirmed: CMS Rep. 10, A-03Modified: CMS Rep. 4, A-13) 
 
H-285.904 Out-of-Network Care 
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. Mediation should be permitted in those instances where a physician’s unique background or skills (e.g., the Gould Criteria) are 
not accounted for within a minimum coverage standard. 
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. 
Res. 108, A-17 Reaffirmation: A-18 Appended: Res. 104, A-18 Reaffirmed in lieu of: Res. 225,  
I-18 Reaffirmation: A-19 Reaffirmed: Res. 210, A-19 
 
H-320.939 Prior Authorization and Utilization Management Reform 
1. Our AMA will continue its widespread prior authorization (PA) advocacy and outreach, including promotion and/or adoption of 
the Prior Authorization and Utilization Management Reform Principles, AMA model legislation, Prior Authorization Physician 
Survey and other PA research, and the AMA Prior Authorization Toolkit, which is aimed at reducing PA administrative burdens 
and improving patient access to care. 
2. Our AMA will oppose health plan determinations on physician appeals based solely on medical coding and advocate for such 
decisions to be based on the direct review of a physician of the same medical specialty/subspecialty as the prescribing/ordering 
physician. 
3. Our AMA supports efforts to track and quantify the impact of health plans’ prior authorization and utilization management 
processes on patient access to necessary care and patient clinical outcomes, including the extent to which these processes contribute 
to patient harm. 
CMS Rep. 08, A-17 Reaffirmation: I-17 Reaffirmed: Res. 711, A-18 Appended: Res. 812, I-18 Reaffirmed in lieu of: Res. 713, A-
19 Reaffirmed: CMS Rep. 05, A-19 Reaffirmed: Res. 811, I-19 
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6. URGENT CARE CENTERS 
 
Reference committee hearing: see report of Reference Committee G. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

REMAINDER OF REPORT FILED  
See Policies H-160.888, H-385.926, H-385.940, H-440.877 and D-35.985 

 
Similar to retail health clinics, urgent care centers (UCC) are proliferating and quickly changing the health care 
landscape. The rise in the number of UCCs is partially driven by the public’s desire and expectation of prompt, 
available, and convenient care.1 The Council noted that American Medical Association (AMA) policy is largely silent 
on UCCs and the extent UCCs should play a role in meeting the health care needs of patients. 
 
This report, initiated by the Council, provides background on UCCs, notes the various types of ownership models, 
outlines the extent of physician oversight and physician employment in the centers, summarizes relevant policy, and 
proposes new recommendations that expand upon the current body of policy on stand-alone health care clinics. 
 
BACKGROUND 
 
UCCs are free-standing same-day clinics focused on caring for patients who need expedient medical care but who are 
not experiencing a life-threatening emergency. In 2019, there were more than 9,600 UCCs in the US, representing a 
9.6 percent jump in the number of centers since 2018.2 They provide unscheduled, episodic care to patients. These 
centers usually provide services such as treating earaches, fever or flu-like symptoms, and minor burns or cuts. Some 
centers also have X-ray capabilities but generally have limited laboratory capabilities. Overall, the scope of services 
offered across UCCs varies. The most common diagnosis at UCCs is an upper respiratory infection.3 Additionally, 
the number of stand-alone care settings such as UCCs and retail health clinics continues to grow each year as patients 
look for and expect timely care and convenience. These settings are usually open daily, evenings, and weekends 
making them an attractive alternative to primary care physician offices for unplanned visits. 
 
Proponents of UCCs emphasize their role in ensuring access to care for vulnerable populations and patients living in 
rural areas. However, only about 10 percent of clinics are in rural areas while 75 percent are in suburban areas, and 
15 percent are in urban areas. Moreover, the payer mix of UCCs indicates that 55 percent of their patients are covered 
by private health insurance and 22 percent by either Medicare or Medicaid, 10 percent are paid with cash, and 7 
percent are paid via workers’ compensation.4 UCCs usually require upfront payment for services from uninsured 
patients creating a barrier to care for these patients. 
 
In addition to requiring up-front payment, UCCs are in stark contrast with emergency departments (ED) because they 
do not have state or federal Emergency Medical Treatment and Labor Act obligations to see, treat, or stabilize patients 
without regard for the patient’s ability to pay.5 
 
URGENT CARE CENTER USE COMPARED TO EMERGENCY DEPARTMENT USE 
 
In addition to convenience, proponents of UCCs state that the centers generate health care system cost-savings. UCCs 
may be classified as cost-effective if they are used as a substitute for an avoidable ED visit. However, it is estimated 
that only 3.9 percent of ED visits are considered non-urgent. An additional 24 percent of visits are classified as semi-
urgent.6 Therefore, it seems that the utility of UCCs does not lie in their ability to provide substitutive care. 
 
UCCs also have the potential to divert patients away from their usual source of care or patients might utilize UCCs as 
their usual source of care. Both situations have the potential to disrupt the patient-physician relationship. There are 
also worries, in an attempt to save money, insurers are encouraging customers to go to free-standing clinics for care, 
thereby exacerbating fragmentation. Further, UCCs have the potential to be used as additive, rather than substitutive, 
care, with a corresponding increase to the cost to the health care system. Accordingly, although UCCs have a role to 
play in the health care system, it is critical that this role is clearly defined and put into practice to avoid increased 
health care costs and care fragmentation. 
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URGENT CARE CENTER OWNERSHIP 
 
Initially, when UCCs started to emerge in the early 2000s, they generally were opened by physicians, physician 
practices, and medical groups. However, more recently, the proliferation of UCCs has been driven by well-capitalized 
health systems and investor-owned companies. In 2008, 54 percent of UCCs were owned by physicians. Now, less 
than 40 percent are owned by physicians. Moreover, while hospitals owned less than 25 percent of UCCs in 2008, 
hospital ownership grew to 37 percent in 2014. At times, because of a UCC’s connection to a hospital, it is effectively 
treated less as a separate extension of that hospital.7 
 
UCC developers and health systems have also started partnering with private equity firms and payers.8 For example, 
UnitedHealth Group (UHG) and its Optum medical care services unit purchased MedExpress, a brand of UCCs, in 
2015. Over the past five years, MedExpress UCC growth is up 70 percent, with more than 250 UCCs. According to 
UHG, its significant portfolio of clinics and UCCs will increasingly be “wired together” throughout the country.9 
 
PHYSICIAN OVERSIGHT 
 
According to the Urgent Care Center Association of America, about 80 percent of UCCs employ a combination of 
physicians, physician assistants, and nurse practitioners. The remaining 20 percent of centers employ only physicians. 
UCCs appear to be largely physician-led, with 94 percent of facilities employing at least one full-time physician.10 Of 
the physicians practicing in UCCs, about 48 percent are family medicine physicians, 30 percent are emergency 
medicine physicians, and 8 percent are internal medicine physicians.11 Physician employment at UCCs tends to attract 
physicians wishing to work part-time hours and those looking to transition into retirement.12 Staffing in UCCs 
contrasts with that in retail health clinics, which rely more heavily on nurse practitioners and physician assistants to 
provide the majority of care. 
 
RELEVANT AMA POLICY 
 
UCCs are consistent with long-standing AMA policy on pluralism (Policies H-165.920, H-160.975, H-165.944, and 
H-165.920). Most notably, the AMA supports free market competition among all modes of health care delivery and 
financing, with the growth of any one system determined by the number of people who prefer that mode of delivery, 
and not determined by preferential federal subsidy, regulations, or promotion (Policy H-165.985). 
 
AMA Policy H-160.921, established with Council on Medical Service Reports 7-A-06, 5-A-07 and 7-A-17, outlines 
principles for retail health clinics. The policy proposes that an individual, company, or other entity establishing or 
operating a retail health clinic must have a well-defined and limited scope of clinical services; use standardized 
medical protocols derived from evidence-based practice guidelines; establish arrangements by which their health care 
practitioners have direct access to and supervision by MDs/DOs; establish protocols for ensuring continuity of care 
with practicing physicians within the local community; establish a referral system with physician practices or other 
facilities for appropriate treatment if the patient’s conditions or symptoms are beyond the scope of services provided 
by the clinic; inform patients in advance of the qualifications of the health care practitioners who are providing care, 
as well as the limitation in the types of illnesses that can be diagnosed and treated; establish appropriate sanitation and 
hygienic guidelines and facilities to ensure the safety of patients; use electronic health records (EHRs) as a means of 
communicating patient information and facilitating continuity of care; and encourage patients to establish care with a 
primary care physician to ensure continuity of care. Additionally, Policy H-160.921 states that health insurers and 
other third-party payers should be prohibited from waiving or lowering copayments only for patients that receive 
services at retail health clinics. 
 
Council on Medical Service Report 7-A-17 further articulated AMA retail clinic policy (i.e., Policy H-160.921) by 
supporting that a retail health clinic must help patients who do not have a primary care physician or usual source of 
care to identify one in the community; must use EHRs to transfer a patient’s medical records to his or her primary care 
physician and to other health care providers, with the patient’s consent; must produce patient visit summaries that are 
transferred to the appropriate physicians and other health care providers in a meaningful format that prominently 
highlight salient patient information; should work with primary care physicians and medical homes to support 
continuity of care and ensure provisions for appropriate follow-up care are made; should use local physicians as 
medical directors or supervisors; clinics should neither expand their scope of services beyond minor acute illnesses 
nor expand their scope of services to include infusions or injections of biologics; and should have a well-defined and 
limited scope of services, provide a list of services provided by the clinic, provide the qualifications of the on-site 

https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/cms-report-7-a17_0.pdf
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health care providers prior to services being rendered, and include in any marketing materials the qualifications of the 
onsite health care providers. Additionally, Policy H-160.921 supports that the AMA work with interested stakeholders 
to improve attribution methods such that a physician is not attributed the spending for services that a patient receives 
at a retail health clinic if the physician could not reasonably control or influence that spending. 
 
The AMA also has established policy that addresses the patient-physician relationship, physician extenders, and 
continuity of care. The AMA encourages policy development and advocacy in preserving the patient-physician 
relationship (Policies H-100.971 and H-140.920). The AMA has extensive policy on guidelines for the integrated 
practice of physicians with physician assistants and nurse practitioners (Policies H-160.950, H-135.975, and 
H-360.987). Policy H-160.947 encourages physicians to be available for consultation with physician assistants and 
nurse practitioners at all times, either in person, by phone, or by other means. Policy H-425.997 encourages the 
development of policies and mechanisms that assure continuity and coordination of care for patients. Finally, the 
AMA believes that full and clear information regarding benefits and provisions of every health care system should be 
available to the consumer (Policy H-165.985). 
 
The AMA has extensive policy related to the health care team. Several policies reinforce the concept of physicians 
bearing the ultimate responsibility for care and advocate that allied health professionals such as nurse practitioners 
and physician assistants function under the supervision of a physician (e.g., Policies H-35.970, H-45.973, H-35.989). 
Policy H-160.912 advocates that all members of a physician-led team be enabled to perform medical interventions 
that they are capable of performing according to their education, training and licensure, and the discretion of the 
physician team leader. Policy H-160.906 defines “physician-led” in the context of team-based health care as the 
consistent use by a physician of the leadership, knowledge, skill, and expertise necessary to identify, engage, and elicit 
from each team member the unique set of training, experience, and qualifications needed to help patients achieve their 
care goals, and to supervise the application of those skills. 
 
LEGISLATIVE ACTIVITY 
 
Early in the emergence of UCCs, state regulation largely focused on defining “urgent care,” articulating services 
included within the definition, and accreditation standards. More recently, as the number of UCCs has increased, states 
are starting to pursue a more active role in urgent care regulatory oversight. For example, some states give state health 
agencies the authority to license UCCs.13 
 
AMA ACTIVITY 
 
With respect to scope of practice issues, the AMA has established the Scope of Practice Partnership with members of 
the Federation as a means of using legislative, regulatory, and judicial advocacy to oppose the expansion of scope of 
practice laws for allied health professionals that threaten the health and safety of patients. 
 
DISCUSSION 
 
The Council believes that UCCs can play a role in meeting the health care goals of high quality, efficient care. 
Nonetheless, striking a patient-centered balance between the use of UCCs and traditional physician visits, including 
the ED, requires coordination between the various health care settings. Coordination leads to better outcomes and 
protects against duplicative care. The Council believes that UCCs can serve as a health care access point when a 
patient’s usual source of care is unavailable. Therefore, in its recommendations, the Council emphasizes that the design 
and use of UCCs, just like retail clinics, should serve as a complement to, rather than a substitute for, the primary care 
physician or usual source of care. Accordingly, the Council recommends a set of principles to guide the use of UCCs 
similar to those on retail health clinics (Policy H-160.921). 
 
The Council recommends that a UCC must help patients who do not have a primary care physician or usual source of 
care to identify one in the community. Given that it is critical that UCCs take responsibility for ensuring continuity of 
care, the Council further recommends that UCCs must transfer a patient’s medical records to his or her primary care 
physician or other health care providers, with the patient’s consent, including offering transfer in an electronic format 
if the receiving provider is capable of receiving it. Additionally, the Council recommends that UCCs must produce 
patient visit summaries that are transferred to the appropriate physicians and other health care providers in a 
meaningful format that prominently highlight salient patient information. 
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Moreover, it has been shown that policies that support patient-centered medical home activities in UCCs can help 
protect against fragmentation of care.14 Accordingly, the Council recommends that UCCs work with primary care 
physicians and medical homes to support continuity of care and ensure provisions for appropriate follow-up care are 
made. The Council also notes the importance of the patient-centered medical home (PCMH) and the fact that many 
physicians are expanding hours and scheduling to provide patients with enhanced access to care. To underscore the 
effectiveness of PCMHs and physicians’ continued commitment to provide more comprehensive access to care, the 
Council recommends reaffirming Policy H-385.940 advocating for fair and equitable payment of services described 
by Current Procedural Terminology codes, including those that already exist for off-hours services. Physicians spend 
a significant amount of off-hours time messaging and otherwise communicating with patients, and they should be 
incentivized and supported to continue doing so. 
 
Additionally, the Council is pleased that the vast majority of UCCs are physician-led, and recommends emphasizing 
the importance of physician-led care by not only reaffirming Policy D-35.985 advocating for the physician-led team, 
but also recommending that UCCs use local physicians as medical directors or supervisors. Similarly, the Council 
recommends reaffirming Policy H-385.926 supporting physicians’ choice of practice and method of earning a living. 
 
As previously stated, UCC capabilities range significantly. As such, the Council believes it is imperative that each 
center have a well-defined and limited scope of clinical services, provide a list of services provided by the center, 
provide the qualifications of the on-site providers prior to services being rendered, the degree of physician supervision 
of non-physician providers, and include in any marketing materials the qualifications of the onsite health care 
providers. Moreover, the Council believes that a physician should not be attributed to the spending for services that a 
patient receives at a UCC if the physician could not reasonably control or influence that spending. 
 
The Council believes that UCCs can serve as a convenient way for patients to receive medical care that does not 
require life-saving interventions. However, it is critical that patients understand the limits of UCCs and not confuse 
them for an ED.15 Therefore, the Council recommends that UCCs be prohibited from using the word “emergency” or 
“ED” in their name, any of their advertisements, or as a way to describe the type of care provided. Further, the Council 
wholeheartedly supports patient education on the role of alternative sources of care such as UCCs. Patients should be 
notified if physicians are providing off-hours care and told what to do in urgent situations when their physician may 
be unavailable. Moreover, patients should be informed of the differences between a UCC and an ED. Additionally, 
the Council is interested in the volume of patient transfers to an ED after a UCC visit and will monitor this issue. 
 
When health care is provided episodically, opportunities to develop or nurture the patient-physician relationship may 
be missed. Therefore, it is vital to ensure that there is care coordination between the UCC and a patient’s usual source 
of care. Emphasizing the patient-physician relationship is critical to achieving the quadruple aim. To that end, the 
Council’s recommendations aim to ensure that UCCs can be a modern component of patient-centered care. 
 
RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted and the remainder of the report be filed: 
 
1. That our American Medical Association (AMA) reaffirm Policy D-35.985 supporting the physician-led health 

care team. 
 
2. That our AMA reaffirm Policy H-385.926 supporting physicians’ choice of practice and method of earning a 

living. 
 
3. That our AMA reaffirm Policy H-440.877 stating that if a vaccine is administered outside the medical home, all 

pertinent vaccine-related information should be transmitted to the patient’s primary care physician and the 
administrator of the vaccine should enter the information into an immunization registry, when one exists. 

 
4. That our AMA reaffirm Policy H-385.940 advocating for fair and equitable payment of services described by 

Current Procedural Terminology (CPT) codes, including those for off-hour services. 
 
5. That our AMA supports that any individual, company, or other entity that establishes and/or operates urgent care 

centers (UCCs) adhere to the following principles: 
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a. UCCs must help patients who do not have a primary care physician or usual source of care to identify one in 
the community; 

 
b. UCCs must transfer a patient’s medical records to his or her primary care physician and to other health care 

providers, with the patient’s consent, including offering transfer in an electronic format if the receiving 
physician is capable of receiving it; 

 
c. UCCs must produce patient visit summaries that are transferred to the appropriate physicians and other health 

care providers in a meaningful format that prominently highlight salient patient information; 
 

d. UCCs should work with primary care physicians and medical homes to support continuity of care and ensure 
provisions for appropriate follow-up care are made; 

 
e. UCCs should use local physicians as medical directors or supervisors, and they should be clearly identified 

and posted; 
 

f. UCCs should have a well-defined scope of clinical services, communicate the scope of services to the patient 
prior to evaluation, provide a list of services provided by the center, provide the qualifications of the on-site 
health care providers prior to services being rendered, describe the degree of physician supervision of any 
non-physician practitioners, and include in any marketing materials the qualifications of the on-site health 
care providers; and 

 
g. UCCs should be prohibited from using the word “emergency” or “ED” in their name, any of their 

advertisements, or to describe the type of care provided. 
 
6. That our AMA work with interested stakeholders to improve attribution methods such that a physician is not 

attributed to spending for services that a patient receives at an UCC if the physician could not reasonably control 
or influence that spending. 

 
7. That our AMA support patient education including notifying patients if their physicians are providing extended 

hours care, including weekends, informing patients what to do in urgent situations when their physician may be 
unavailable, informing patients of the differences between an urgent care center and an emergency department, 
asking for their patients to notify their physician or usual source of care before seeking UCC services, and 
encourage patients to familiarize themselves with their anticipated out-of-pocket financial responsibility for UCC 
services. 
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7. ADDRESSING EQUITY IN TELEHEALTH 
(RESOLVE 2, ITEMS A AND C OF ALTERNATE RESOLUTION 203-NOV-20) 

 
Reference committee hearing: see report of Reference Committee A. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

IN LIEU OF RESOLVE 2, ITEMS A AND C, RESOLUTION 203-NOV-20 
REMAINDER OF REPORT FILED  
See Policies, H-478.980, H-480.937, D-385.957, D-480.963 and D-480.969 

 
In reviewing American Medical Association (AMA) policy as well as telehealth initiatives on the local, state and 
federal levels, the Council believes that additional AMA policy is needed that advocates for solutions and 
infrastructure that facilitate equitable telehealth access. Policy D-480.963, newly adopted at the November 2020 
Special Meeting of the House of Delegates, states that our AMA will advocate for equitable access to telehealth 
services, especially for at-risk and under-resourced patient populations and communities, including but not limited to 
supporting increased funding and planning for telehealth infrastructure such as broadband and internet-connected 
devices for both physician practices and patients; and supports the use of telehealth to reduce health disparities and 
promote access to health care. This new policy provides an essential foundation upon which additional policy 
addressing equity in telehealth can be developed and is consistent with the AMA’s recent adoption of a new, eighth 
enterprise value embracing equity, which states: “We center the voices of the most marginalized in shaping policies 
and practices toward improving the health of the nation.” Furthermore, AMA’s vision statement for health equity 
states: “The AMA’s vision for health equity is a nation where all people live in thriving communities where resources 
work well, systems are equitable and create no harm, everyone has the power to achieve optimal health, and all 
physicians are equipped with the consciousness, tools, and resources to confront inequities as well as embed and 
advance equity within and across all aspects of the health care system.” 
 
In addition, at the November 2020 Special Meeting of the House of Delegates, four potential additions to the second 
resolve of Alternate Resolution 203 were referred or referred for decision. The second resolve of Alternate Resolution 
203-Nov-20, which is now Policy D-480.963[2] asked: 
 

That our American Medical Association (AMA) advocate that the federal government, including the Centers for 
Medicare & Medicaid Services (CMS) and other agencies, state governments and state agencies, and the health 
insurance industry, adopt clear and uniform laws, rules, regulations, and policies relating to telehealth services 
that: 

 
1. provide equitable coverage that allows patients to access telehealth services wherever they are located; and 
2. provide for the use of accessible devices and technologies, with appropriate privacy and security protections, 

for connecting physicians and patients. 
 
The following additional elements were proposed for the second resolve. Items (a) and (b) were referred. Items (c) 
and (d) were referred for decision. 
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a) promote continuity of care by preventing payers from using cost-sharing or other policies to prevent or 
disincentivize patients from receiving care via telehealth from the physician of the patient’s choice. 

b) ensure qualifications of physicians duly licensed in the state where the patient is located to provide such 
services in a secure environment. 

c) provide equitable payment for telehealth services that are comparable to in-person services. 
d) promote continuity of care by allowing physicians to provide telehealth services, regardless of current 

location, to established patients with whom the physician has had previous face-to-face professional contact. 
 
The Board of Trustees asked the Council on Medical Service to address Items (a)-(d) in reports back to the House of 
Delegates at the 2021 June Special Meeting. This report specifically responds to Items (a) and (c); Council on Medical 
Service Report 8, also being considered at this meeting, addresses Items (b) and (d). 
 
This report provides background on barriers to and inequities in accessing telehealth; highlights programs and 
pathways to augment the ability of physicians to provide telehealth to historically marginalized and minoritized 
communities; summarizes relevant AMA policy; and presents policy recommendations. 
 
BACKGROUND 
 
The expansion of telehealth services as a result of the novel coronavirus (COVID-19) pandemic has positively 
impacted patients who now have the ability to utilize telecommunication technology to access their physicians without 
having to navigate public transportation in densely populated urban communities, take time off from work to commute 
to and from the appointment, or drive lengthy distances in rural areas to attend an outpatient office visit with a 
specialist. In addition, telehealth provides a mechanism to overcome other barriers affecting patients’ ability to access 
in-person services, including functional impairments that make it difficult to get to a physician’s office or require a 
family member, friend, or caregiver to accompany the patient, and the need to find care for children or grandchildren. 
Importantly, the increased use of telehealth provides another pathway for physicians to learn more about the social 
determinants of health that may influence a patient’s health and access to health care, including one’s living 
environment, economic stability and food security. 
 
Overall, according to a recent survey, during the first six months of the COVID-19 pandemic, one-third of adults ages 
18 to 64 reported having had a telehealth visit--defined in the survey as either audio-only or two-way audio-video. 
Adults with multiple chronic conditions as well as those in poorer health were much more likely to report using 
telehealth to access care than their counterparts. Black and Hispanic adults were more likely to use telehealth than 
White adults, and adults living in metropolitan areas were more likely to have used telehealth than adults living outside 
metropolitan areas. At the same time, patients reported going without a telehealth visit despite wanting one; adults in 
fair or poor health, those with chronic conditions, and Hispanic adults were more likely to report going without wanted 
telehealth care.1 Of the Medicare fee-for-service population, more than 9 million beneficiaries received a telehealth 
service during the period ranging from mid-March through mid-June of 2020. More than 20 percent of Medicare 
beneficiaries residing in rural areas used telehealth services during that time, with 30 percent of beneficiaries in urban 
areas accessing telehealth services.2 
 
Examining outpatient visits and telehealth use in a database of 16.7 million commercially insured and Medicare 
Advantage enrollees, a study showed that 30.1 percent of all visits from March 18, 2020, to June 16, 2020, were 
provided via telehealth. During this period, the weekly number of telehealth visits among the population studied 
increased to 397,977 visits per week, up from 16,540 visits per week during the period from January 1, 2020, to March 
17, 2020. However, not all of these services were distributed evenly across different population groups. Notably, the 
percentage of total visits provided via telehealth was smallest among those ages 65 and older. In addition, health plan 
enrollees residing in counties with the lowest percentages of residents with incomes below the federal poverty level, 
and percentages of White residents had a greater proportion of total visits delivered via telehealth from March to June 
2020 when compared with counties with higher percentages of these residents. In addition, a lower percentage of care 
was provided by telehealth in rural counties than in urban counties.3 
 
Other studies also have reported inequitable access to telehealth services during the COVID-19 pandemic, as well as 
potential reliance on or preference for audio-only visits over two-way audio-video visits. For example, a cohort study 
of patients with appointments for primary care and specialty ambulatory telehealth visits during March through May 
of 2020 at a large academic health system showed that older adults, patients with limited English proficiency, Medicaid 
beneficiaries, and Asian patients had lower rates of telemedicine utilization. The study also found that Black, Hispanic, 
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lower-income, female and older patients had lower rates of two-way audio-video utilization.4 In addition, a claims-
based analysis of approximately 7 million commercially insured patients found that, in the early stages of the pandemic 
in March and April of 2020, zip codes with 80 percent or more residents of historically minoritized racial/ethnic 
communities had smaller reductions in the use of in-person office visits, and smaller increases in the use of telehealth, 
than zip codes with 80 percent or more White residents.5 CMS has estimated that of the Medicare fee-for-service 
beneficiaries who accessed a telehealth service in the early months of the pandemic, 30 percent used audio-only 
telephone technology,6 with other studies showing higher rates of utilization of audio-only visits among low-income 
patients.7   
 
BARRIERS TO TELEHEALTH ACCESS FOR PATIENTS 
 
Telehealth has the potential to be an important tool for addressing long-standing health inequities among historically 
marginalized and minoritized communities that have been impacted disproportionately by the COVID-19 pandemic. 
However, far more emphasis needs to be placed on ensuring that telehealth solution functionality, content, user 
interface, and service access are designed in an equity-centric participatory fashion with and for historically 
minoritized and marginalized communities, including addressing culture, language, digital literacy ability, and 
broadband access. In addition to assessing how solutions are designed, it is also critical that an upstream lens is used 
to understand the root causes of barriers to optimal use of telehealth services within historically marginalized 
communities, namely systemic racism and inequitable resource allocation impacting infrastructure development and 
access to economic and education opportunities. 
 
In 2019, 25 million individuals in the US did not have internet access at home, and 14 million did not have equipment 
capable of playing video--essential for two-way audio-video telehealth--such as a smartphone, tablet, computer or 
other connected device.8 Not all home internet services are equal; speed and bandwidth issues may continue to serve 
as obstacles to accessing telehealth services even for patients who have internet access at home. In addition, patients 
who only have a smartphone and solely rely on their phone’s data plan and capacity for internet access may confront 
data and bandwidth challenges in accessing two-way audio-video telehealth visits. 
 
There are, notably, racial and ethnic inequities in access to the internet, with a larger percentage of Black and Hispanic 
individuals not having internet access at home. Individuals residing in rural areas are less likely to have access to the 
internet at home than those in urban areas. Age-related disparities also exist, with older individuals being less likely 
to have internet access at home. Significantly, Medicare and Medicaid beneficiaries make up two-thirds of those who 
lack internet access at home, and the uninsured make up 15 percent.9 
 
In addition, the continued use and expansion of telehealth rely on equitable design to meet the need for varying levels 
of patient digital literacy, and how the availability of telehealth services is communicated to patients. Individuals 
without access to a computer or smartphone may be left out of telehealth service offerings. Even among patients with 
equitable access to devices and to the internet, there remain exclusionary and suboptimal design issues requiring 
patients to navigate email, fill out a form online or find a website--significant barriers to participating in a two-way 
audio-video telehealth visit. Requiring the use of a patient portal for accessing telehealth services can serve as another 
barrier for patients. Furthermore, the lack of transparency and equity in the design of privacy and security policies and 
practices in many telehealth solutions cause hesitancy among some patients as to the safety and security of telehealth 
visits with their physicians. 
 
AUGMENTING THE ABILITY OF PHYSICIANS TO PROVIDE TELEHEALTH TO HISTORICALLY 

MARGINALIZED AND MINORITIZED POPULATIONS 
 
To help close the digital divide in access to telehealth services, initiatives at the state and federal levels can serve as 
examples of, and first steps towards, what needs to be done to address some of the upstream barriers to equity in 
telehealth--including ensuring affordable access to needed technology to engage in two-way audio-video telehealth 
and investing in broadband capacity in underserved communities. Patient access to telehealth is inextricably linked to 
whether and how such services are covered by their health plans, including whether they can use telehealth to access 
care from their regular physician. Barriers to patients accessing telehealth can be overcome by fairly and equitably 
financing services in formats most accessible to and appropriate for patients, including two-way audio-video and 
audio-only.  
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Federal and State Initiatives Addressing Equity in Telehealth Service Delivery and Access 
 
Increased investments in telehealth service delivery and access are essential to ensure patients can maintain needed 
access to health care regardless of where they are and augment the ability of physicians to provide telehealth to 
populations who cannot currently access telehealth services. Federal initiatives have recently been launched to assist 
health care providers in purchasing necessary services and equipment to provide telehealth services to underserved 
populations and in areas that have been disproportionately impacted by the COVID-19 pandemic. In addition, many 
states have leveraged available Medicaid authorities to provide technology and care coordination support to augment 
the ability of Medicaid beneficiaries to access telehealth services during the COVID-19 pandemic. 
 
Connected Care Pilot 
 
Under the auspices of the Federal Communications Commission (FCC), the Connected Care Pilot Program is a 
temporary program that will provide up to $100 million over a three-year period to defray the costs faced by selected 
health care providers in providing connected care services, prioritizing providing these services to low-income or 
veteran patients. The Connected Care Pilot will cover 85 percent of the eligible costs incurred by selected pilot 
programs of patient broadband internet access services, health care provider broadband data connections, other 
connected care information services, and certain network equipment. Provider eligibility for the Connected Care Pilot 
Program is limited to public and nonprofit providers, including community health and mental health centers; local 
health departments; rural health clinics; skilled nursing facilities; not-for-profit hospitals; and other entities.10 
 
COVID-19 Telehealth Program 
 
The COVID-19 Telehealth Program was established by the FCC in response to the COVID-19 public health 
emergency to assist health care providers in providing connected care services to patients at their homes or mobile 
locations in response to the COVID-19 pandemic. The FCC adopted the Program in a report and order released in 
April 2020. Through this program, the FCC will distribute the $200 million appropriated by Congress as part of the 
Coronavirus Aid, Relief, and Economic Security (CARES) Act, providing immediate support to eligible health care 
providers--limited to public and nonprofit providers like the Connected Care Pilot--responding to the COVID-19 
pandemic. The FCC has outlined the following examples under the auspices of the three main categories of eligible 
services related to the delivery of connected care that could be funded under the Program: 
 
• Telecommunications Services and Broadband Connectivity Services: Voice services for health care providers or 

their patients. 
• Information Services: Internet connectivity services for health care providers or their patients; remote patient 

monitoring platforms and services; patient reported outcome platforms; store and forward services, such as 
asynchronous transfer of patient images and data for interpretation by a physician; platforms and services to 
provide synchronous video consultation. 

• Connected Devices/Equipment: Tablets, smart phones, or connected devices to receive connected care services 
at home (e.g., broadband-enabled blood pressure monitors; pulse oximetry monitors) for patient or health care 
provider use; or telemedicine kiosks/carts for health care provider sites.11 

 
Emergency Broadband Benefit Program 
 
In February 2021, the FCC formally adopted a report and order to establish the Emergency Broadband Benefit 
Program, a program with $3.2 billion in federal funding aimed at providing financial assistance to qualifying 
households to help cover the costs of broadband and device ownership. Broadband access and device ownership are 
critical building blocks to enable more equitable patient access to telehealth. Under the program, eligible households 
can receive discounts of up to $50 per month for broadband service, up to $75 if the household is on Tribal lands. 
Eligible households will also be eligible for a one-time discount of up to $100 for the purchase of a computer or tablet. 
Households eligible for assistance under the Emergency Broadband Benefit Program include those that participate in 
an existing low-income or pandemic relief program offered by a broadband provider; Lifeline subscribers, including 
those who are Medicaid beneficiaries or receive Supplemental Nutrition Assistance Program (SNAP) benefits; 
households with children receiving free or reduced-price school meals; Pell grant recipients; and those who have lost 
jobs and experienced reductions in their income in the past year.12 
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Medicaid Appendix K Waivers 
 
Medicaid Appendix K is a stand-alone appendix that states can use during emergencies, such as the COVID-19 
pandemic, to request amendment to approved 1915(c) home and community-based waivers. During the COVID-19 
pandemic, states have used Medicaid Appendix K authority to provide needed technology and care coordination 
support to targeted beneficiaries. For example, New Mexico was approved to provide up to $500 to select Medicaid 
beneficiaries who do not currently have access to a computer, tablet or other device to purchase such a device to 
support their access to telehealth, including two-way audio-video as well as needed training.13 Kansas was approved 
under Medicaid Appendix K authority to provide remote monitoring technology and requisite training to beneficiaries 
with chronic diseases.14 
 
Covering Telehealth Services by Patients’ Physicians 
 
Referred Item (a) proposed to be added to Alternate Resolution 203 from the November 2020 Special Meeting was to 
“promote continuity of care by preventing payors from using cost-sharing or other policies to prevent or disincentivize 
patients from receiving care via telehealth from the physician of the patient’s choice.” Patient access to telehealth is 
inextricably linked to whether telehealth services provided by their physicians--the physicians with whom they have 
a relationship--are covered by their health plan. The AMA has been highly active on the state and federal levels to 
ensure that health plans allow all contracted physicians to provide care via telehealth, and that cost-sharing is not used 
to incent care from other providers. Prior to the COVID-19 pandemic, many health plans established a separate 
network for telehealth or select telehealth providers, which did not always include contracted physicians who provide 
in-person services. As a result of the pandemic, adoption of telehealth has increased dramatically and is more likely 
to be available from an individual’s physician. AMA advocacy on the state and federal levels has underscored that the 
pre-pandemic separation of telehealth and in-person visits can no longer be justified based on low levels of adoption 
that no longer exist. In addition, the AMA has stressed that the perpetuation of separate networks is confusing for 
patients and threatens continuity of care and the patient-physician relationship. 
 
For example, AMA model state legislation addressing this issue, the Telemedicine Reimbursement Act, states that 
“each carrier offering a health plan in this state shall provide coverage for the cost of health care services provided 
through telemedicine on the same basis and to the same extent that the carrier is responsible for coverage for the 
provision of the same service through in-person treatment or consultation. Coverage must not be limited only to 
services provided by select corporate telemedicine providers.” In addition, in an April 2020 comment letter in response 
to a proposed rule on the Medicare Advantage program, the AMA stated that “the rapid deployment of telehealth 
services by physicians in response to the COVID-19 pandemic is significantly changing the practice of medicine in 
ways that are likely to last long after the pandemic. Many patients are now having office visits with their regular 
physicians via telehealth. The AMA strongly encourages MA plans to cover telehealth visits and other services, at a 
minimum for those on the Medicare telehealth list, with their physicians. The AMA is aware that some plans contract 
with telehealth providers and encourage their enrollees to use these other services instead of covering telehealth 
services provided by the patients’ regular physicians. Patient advocates have made it very clear that what is most 
important to patients is for all members of the patient’s health care team to be involved in, and adhere to, the patient’s 
treatment plan. This continuity of care will not be possible if patients are directed to separately contracted telehealth 
providers even when the patients’ regular physicians are able to provide the services via telehealth themselves.”15 
 
In addition, AMA advocacy has underscored that the cost-sharing for services provided via telehealth should not vary 
based on the telehealth provider. Reducing cost sharing for select telehealth providers who do not also provide in-
person care inappropriately steers patients away from their current physicians, fragmenting the health care system and 
threatening patients’ continuity of care. Importantly, the AMA has stressed that health insurers should ensure 
transparency in coverage and patient cost-sharing of services provided via telehealth, and health care professionals 
should effectively communicate information about the scope of telehealth visits to patients. 
 
Ensuring Fair and Equitable Payment for Two-Way Audio-Video and Audio-Only Visits  
 
Relevant to Item (c) proposed to be added to Alternate Resolution 203 from the November 2020 Special Meeting, 
several states enacted Executive Orders early in 2020 requiring payers to provide equivalent payment for two-way 
audio-video visits, and sometimes audio-only visits, as compared to in-person visits. Through the end of the COVID-
19 public health emergency, CMS will continue to pay for telehealth visits equivalent to in-person office visits. In the 
Final Rule for the 2021 Medicare Physician Payment Schedule, CMS stated that audio-only visits, described by CPT 
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codes 99441-99443, will not be payable after the conclusion of the COVID-19 public health emergency. CMS will 
allow payment, however, for brief communication technology-based services (e.g., virtual check-in), described by 
codes G2251 and G2252, at 2021 payment rates of $15 and $27 respectively. 
 
During the COVID-19 public health emergency, two-way audio-video visits are reported with existing Current 
Procedural Terminology (CPT) codes for office visits. Prior to the COVID-19 public health emergency, payment for 
two-way audio-video telehealth visits was typically equivalent to an office visit provided in a facility setting (e.g., 
outpatient hospital clinic), where the physician is presumed to incur no direct costs (clinical staff, medical supplies 
and equipment). During the COVID-19 public health emergency, payment for two-way audio-video visits was paid 
equivalent to an office visit provided in a non-facility setting (e.g., physician’s office). It is likely that the CPT Editorial 
Panel will receive an application to modernize the CPT codes describing audio-only services to address the CMS 
concerns and to align with the temporary G codes. After such an action, the AMA/Specialty Society RVS Update 
Committee would review the resources typically required to perform these services. 
 
Relevant AMA Policy 
 
Newly adopted at the November 2020 Special Meeting of the House of Delegates, Policy D-480.963 states that our 
AMA: (1) will continue to advocate for the widespread adoption of telehealth services in the practice of medicine for 
physicians and physician-led teams post SARS-CoV-2; (2) will advocate that the federal government, including CMS 
and other agencies, state governments and state agencies, and the health insurance industry, adopt clear and uniform 
laws, rules, regulations, and policies relating to telehealth services that: (a) provide equitable coverage that allows 
patients to access telehealth services wherever they are located, and (b) provide for the use of accessible devices and 
technologies, with appropriate privacy and security protections, for connecting physicians and patients; (3) will 
advocate for equitable access to telehealth services, especially for at-risk and under-resourced patient populations and 
communities, including but not limited to supporting increased funding and planning for telehealth infrastructure such 
as broadband and internet-connected devices for both physician practices and patients; and (4) supports the use of 
telehealth to reduce health disparities and promote access to health care. Policy H-478.980 advocates 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. Policy H-478.996 states that it is the policy of the AMA to support efforts to address the 
economic, literacy, and cultural barriers to patients utilizing information technology. 
 
Relevant to referred-for-decision Item (c) proposed to be added to Alternate Resolution 203 from the November 2020 
Special Meeting, Policy D-480.965 states our AMA will work with third-party payers, CMS, Congress and interested 
state medical associations to provide coverage and reimbursement for telehealth to ensure increased access and use of 
these services by patients and physicians. Established by Council Report 7-A-14, Policy H-480.946 outlines principles 
to guide the coverage and payment of telemedicine services. Regarding payment for audio-only visits, Policy 
H-390.889 states that our AMA supports and advocates with all payers the right of physicians to obtain payment for 
telephone calls not covered by payments for other services; and continues to work with CMS and the appropriate 
medical specialty societies to assure that the relative value units assigned to certain services adequately reflect the 
actual telephone work now performed incident to those services. 
 
Relevant to referred Item (a) proposed to be added to Alternate Resolution 203 from the November 2020 Special 
Meeting, Policy H-480.946 states that patients seeking care delivered via telemedicine must have a choice of provider; 
and that telemedicine services must be delivered in a transparent manner, to include but not be limited to, the 
identification of the patient and physician in advance of the delivery of the service, as well as patient cost-sharing 
responsibilities. Policy D-480.969 advocates for telemedicine parity laws that require private insurers to cover 
telemedicine-provided services comparable to that of in-person services, and not limit coverage only to services 
provided by select corporate telemedicine providers. Policy H-450.941 strongly opposes the use of tiered and narrow 
physician networks that deny patient access to, or attempt to steer patients towards, certain physicians primarily based 
on cost of care factors. Policy D-155.987 advocates that health plans provide plan enrollees or their designees with 
complete information regarding plan benefits and real time cost-sharing information or other plan designs that may 
affect patient out-of-pocket costs. 
 



336 
Medical Service - 7 June 2021 

© 2021 American Medical Association. All rights reserved. 

DISCUSSION 
 
While the AMA has foundational policy pertaining to the coverage and payment for telehealth, Policy D-490.963, 
adopted at the November 2020 Special Meeting, serves as an essential step forward in developing policy specific to 
addressing equity in telehealth. The new policy, as well as Policy H-478.980, recognizes that historically marginalized 
and minoritized populations cannot optimally access telehealth services without the basics: a connected device that 
has video capabilities, and access to the internet. The Council notes that ownership of devices and access to the internet 
are beneficial for telehealth only if patients know how to use the devices and if those solutions are designed for patients 
with varying digital literacy levels to participate in two-way audio-video telehealth. In addition, telehealth 
technologies need to be designed upfront to meet the needs of older adults, individuals with vision impairment, and 
individuals with disabilities. Furthermore, telehealth solutions must be designed with and for patients with limited 
English proficiency, ensuring all cultures and languages represented in a patient population are centered in the creation 
of communications promoting telehealth services and supporting engagement in a telehealth visit. As such, the Council 
recommends reaffirmation of Policy D-385.957, which advocates for legislative and/or regulatory changes to require 
that payers including Medicaid programs and Medicaid managed care plans cover interpreter services and directly pay 
interpreters for such services. 
 
Ultimately, for patients to access and engage in telehealth, they must be aware of the telehealth services available to 
them and be comfortable with accessing care via telehealth. Hospitals, health systems and health plans need to invest 
in initiatives aimed at designing access to care via telehealth with and for historically marginalized and minoritized 
communities, including improving physician and 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. 
 
In addition, it is essential for physicians to serve as leading partners in efforts to improve the access of historically 
marginalized and minoritized communities to telehealth services. The Council welcomes initiatives to assist health 
care providers in purchasing necessary services and equipment to provide telehealth services to underserved 
populations and in areas that have been disproportionately impacted by the COVID-19 pandemic. However, eligibility 
of physician practices for these programs remains quite limited, and the Council sees tremendous potential in 
expanding eligibility for these programs so that physicians are able to help their patients engage with and access 
telehealth services. 
 
To ensure that physicians are able to provide care to their patients via telehealth, health plans need to allow all 
contracted physicians to provide care via telehealth. Policy D-480.969 provided a policy foundation in this regard, 
advocating for telemedicine parity laws that do not limit coverage only to services provided by select corporate 
telemedicine providers, relevant to the emergence of companies including Amazon expanding in the telehealth space. 
The Council is concerned that physicians are being prevented from, or facing barriers to, providing covered services 
via telehealth to their patients. In addition, cost-sharing should not be used to require or incentivize the use of telehealth 
or in-person care, or to incentivize care from a separate or preferred telehealth network. Such incentives could also 
include creating separate cost-sharing requirements or structures for in-person care and care provided via telehealth. 
 
The Council believes that barriers to patients accessing telehealth can be overcome by fairly and equitably financing 
services in formats most accessible to and appropriate for patients, including two-way audio-video and audio-only. 
The expanded use of audio-video telehealth services during the COVID-19 pandemic has made it clear that requiring 
the use of video limits the number of patients who can benefit from telecommunications-supported services, 
particularly lower-income patients and those in rural and other areas with limited internet access. In addition, some 
patients, even those who own the technology needed for two-way real-time audio-video communication, do not know 
how to employ it or for other reasons are not comfortable communicating with their physician in this manner. 
Ultimately, physician payments should consider the resource costs required to provide all physician visits and should 
be fair and equitable, regardless of whether the service is performed via audio-only, two-way audio-video, or in-
person. Fair and equitable payments will help ensure that patients are able to receive the right care, via the most 
appropriate and accessible modality, at the right time. 
 
RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted in lieu of Resolve 2, Items (a) and (c) of 
Alternate Resolution 203-Nov-2020, and that the remainder of the report be filed. 
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1. That our American Medical Association (AMA) reaffirm Policy D-480.963, which advocates for equitable access 
to telehealth services, especially for at-risk and under-resourced patient populations and communities, including 
but not limited to supporting increased funding and planning for telehealth infrastructure such as broadband and 
internet-connected devices for both physician practices and patients. 

 
2. That our AMA reaffirm Policy H-478.980, which advocates for the expansion of broadband and wireless 

connectivity to all rural and underserved areas of the United States. 
 
3. That our AMA encourage initiatives to measure and strengthen digital literacy, with an emphasis on programs 

designed with and for historically marginalized and minoritized populations. 
 
4. That our AMA encourage 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.  

 
5. That our AMA support efforts to design 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 disabilities. 

 
6. That our AMA reaffirm Policy D-385.957, which advocates for legislative and/or regulatory changes to require 

that payers including Medicaid programs and Medicaid managed care plans cover interpreter services and directly 
pay interpreters for such services. 

 
7. That our AMA encourage 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. 

 
8. That our AMA support 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. 

 
9. That our AMA reaffirm Policy D-480.969, which advocates for telemedicine parity laws that require private 

insurers to cover telemedicine-provided services comparable to that of in-person services, and not limit coverage 
only to services provided by select corporate telemedicine providers. 

 
10. That our AMA support efforts to ensure payers allow all contracted physicians to provide care via telehealth. 
 
11. That our AMA oppose 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. 

 
12. That our AMA 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. 
 
13. That our AMA recognize access to broadband internet as a social determinant of health. 
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8. LICENSURE AND TELEHEALTH 
(RESOLVE 2, ITEMS B AND D OF ALTERNATE RESOLUTION 203-NOV-20) 

 
Reference committee hearing: see report of Reference Committee A. 
 
HOUSE ACTION: RECOMMENDATION 1 REFERRED FOR DECISION 

RECOMMENDATIONS 2-5 ADOPTED 
IN LIEU OF RESOLVE 2, ITEMS B AND D, RESOLUTION 203-NOV-20 
REMAINDER OF REPORT FILED 
See Policies H-480.946, H-480.969 and D-480.964 

 
At the November 2020 Special Meeting of the House of Delegates, four potential additions to the second Resolve of 
Alternate Resolution 203 were referred or referred for decision. The second Resolve of Alternate Resolution 203-I-
20, which is now Policy D-480.963[2] asked: 
 

That our American Medical Association (AMA) advocate that the federal government, including the Centers for 
Medicare & Medicaid Services (CMS) and other agencies, state governments and state agencies, and the health 
insurance industry, adopt clear and uniform laws, rules, regulations, and policies relating to telehealth services 
that (1) provide equitable coverage that allows patients to access telehealth services wherever they are located; 
and (2) provide for the use of accessible devices and technologies, with appropriate privacy and security 
protections, for connecting physicians and patients. 
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https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2020-4-6-Letter-to-Verma-re-MA-and-Part-D-NPRM.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2020-4-6-Letter-to-Verma-re-MA-and-Part-D-NPRM.pdf
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The following additional elements were proposed for the second Resolve. Paragraphs a and b were referred. 
Paragraphs c and d were referred for decision. 
 

a) promote continuity of care by preventing payors from using cost-sharing or other policies to prevent or 
disincentivize patients from receiving care via telehealth from the physician of the patient’s choice. 
b) ensure qualifications of physicians duly licensed in the state where the patient is located to provide such 
services in a secure environment. 
c) provide equitable payment for telehealth services that are comparable to in-person services. 
d) promote continuity of care by allowing physicians to provide telehealth services, regardless of current location, 
to established patients with whom the physician has had previous face-to-face professional contact. 

 
The Board of Trustees asked the Council on Medical Service to address Paragraphs (a)-(d) in reports back to the House 
of Delegates at the 2021 June Special Meeting. This report is specifically responding to Paragraphs (b) and (d); Council 
on Medical Service Report 7, also being considered at this meeting, is addressing Paragraphs (a) and (c). 
 
This report provides an overview of physician licensure and telehealth, describes exceptions to licensing laws 
authorized by states before and during the novel coronavirus (COVID-19) pandemic, summarizes relevant AMA 
policy, and makes policy recommendations. For the purposes of this report, the term “telehealth” refers to digital 
health solutions that connect patients and clinicians through real-time audio and video technology. 
 
BACKGROUND 
 
In response to the spread of COVID-19, widespread stay-at-home orders, and federal and state policy changes 
instituted last spring, the use of telehealth by physicians and other health professionals expanded exponentially. Swift 
adoption of telehealth across most practices and settings enabled physicians to provide uninterrupted continuity of 
care while adhering to social distancing that protected patients and health professionals from exposure to the virus. 
The surge in telehealth is reflected in data from recent biennial AMA Physician Practice Benchmark Surveys, which 
are nationally representative samples of non-federal physicians who provide care to patients at least 20 hours per week. 
Benchmark Survey data show a substantial increase in the use of telehealth between 2018 and 2020, with 79 percent 
of physicians reporting use of telehealth in their practice in 2020, up from 25 percent in 2018.1 Additionally, last 
summer more than 75 percent of respondents to the Telehealth Impact Physician Survey said that telehealth enabled 
them to provide quality care for COVID-19-related care, acute care, chronic disease management, hospital or 
emergency department follow-up, care coordination, preventive care, and mental or behavioral health.2 Sixty percent 
of physicians reported that telehealth has improved the health of their patients, while 55 percent indicated that 
telehealth has improved their work satisfaction.3 Payment (73 percent) and technology challenges for patients (64 
percent) were cited by a majority of physicians as barriers to maintaining telehealth after the pandemic, while 18 
percent of physicians cited licensure as a barrier.4 
 
The Council anticipates that many physicians who increased their use of telehealth during the pandemic will want to 
continue the practice after COVID-19 is under control, not as a replacement for in-person care but as part of a hybrid 
model in which physicians utilize both in-person and telehealth visits to support optimal care. The AMA continues to 
study telehealth use to better understand the needs of patients and physicians as well as the overall impact of telehealth 
on care quality and patient outcomes. At the same time, the AMA engages in robust federal and state advocacy on 
telehealth, weighing in on a range of policy proposals including the temporary flexibilities put in place during the 
public health emergency as well as proposals that will shape the practice of telehealth post-pandemic. 
 
Interstate licensure and telehealth were addressed in Council Report 1-I-19, Established Patient Relationships and 
Telemedicine, which highlighted concerns raised by physicians that the nation’s state-based licensure system has 
impeded growth in telehealth use by medical homes and other physician practices, including those wishing to provide 
telehealth services to their regular patients when those patients travel to another state. In adopting the Council’s 2019 
report, the House of Delegates reaffirmed long-standing AMA policy maintaining that physicians delivering 
telemedicine services must be licensed in the state where the patient receives services (Policies H-480.946 and 
H-480.969). Additionally, by adopting the recommendations in the report, the House established Policy D-480.964, 
which directs the AMA to work with state medical associations to encourage states that are not part of the Interstate 
Medical Licensure Compact (IMLC) to consider joining; advocate for reduced application and state licensure(s) fees 
processed through the IMLC; and work with interested state medical associations to encourage states to pass 
legislation enhancing patient access to and proper regulation of telemedicine services. 

https://www.ama-assn.org/system/files/2019-12/i19-cms-report1-patient-relations-telemedicine.pdf
https://www.ama-assn.org/system/files/2019-12/i19-cms-report1-patient-relations-telemedicine.pdf
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Council Report 1-I-19 highlighted the rationale behind state oversight of the practice of medicine and the licensure of 
physicians to practice within a state’s borders. State authority to protect the health, safety and general welfare of its 
citizens was granted in 1791 under the 10th Amendment of the US Constitution, with formal licensing of physicians 
through state medical boards dating back to the 1800s.5 The primary goals of state medical boards are to protect 
patients, ensure quality health care, and foster the professional practice of medicine. In addition to issuing licenses, 
state medical boards are authorized to investigate complaints and take disciplinary action against the licenses of those 
who violate state law. States also license a range of other health professionals, including physician assistants and 
nurses, and establish scope of practice parameters within the state to safeguard the practice of medicine. 
 
The prevailing standard for medical licensure found in the medical practice acts of each state affirms that the practice 
of medicine is determined to occur where the patient is located. This standard enables states to ensure that health 
professionals adhere to that state’s laws and regulations (e.g., licensing requirements and scope of practice parameters) 
and to protect the public from the unprofessional and improper practice of medicine. Because the standards and scope 
of telehealth services should be consistent with related in-person services (consistent with Policy H-480.946), most 
states similarly require physicians utilizing telehealth to be licensed in all jurisdictions where patients receive care. 
Licensure requirements established by state medical boards may vary but, according to the Federation of State Medical 
Boards (FSMB), 49 state boards—as well as the medical boards of the District of Columbia, Puerto Rico, and the 
Virgin Islands—require physicians practicing telehealth to be licensed in the state in which the patient is located.6 
 
INTERSTATE LICENSURE 
 
Recognizing the costs and burdens associated with obtaining physician licenses to practice medicine in multiple states, 
the AMA has long supported making it easier to obtain licenses to practice across state lines, and addressing the cost, 
time and administrative burdens while preserving the ability of states to oversee the care provided to patients within 
their borders. Advances in telehealth, and the potential to increase access to virtual care among people in rural and 
underserved communities, increasingly motivated stakeholders to seek solutions that would streamline licensure 
processes across state lines. Ultimately, these efforts culminated in the development of the IMLC. 
 
Interstate Medical Licensure Compact 
 
In 2017, the IMLC became operational establishing a new expedited pathway to licensure for qualifying physicians 
seeking to practice in multiple states. From the beginning, the AMA strongly supported the IMLC as a means of 
facilitating expedited licensure while ensuring that states retain the authority to regulate the practice of medicine and 
protect patient welfare. The IMLC adopts the prevailing standard that the practice of medicine occurs where the patient 
is located at the time of the physician-patient encounter. A physician practicing under a license facilitated by the IMLC 
is thus bound to comply with the statutes, rules, and regulations of each state wherein he/she chooses to practice 
medicine. 
 
At the time this report was written, the IMLC was an agreement among the following 30 states, the District of 
Columbia and the Territory of Guam: Alabama, Arizona, Colorado, Georgia, Idaho, Illinois, Iowa, Kansas, Kentucky, 
Louisiana, Maine, Maryland, Michigan, Minnesota, Mississippi, Montana, Nebraska, Nevada, New Hampshire, North 
Dakota, Oklahoma, Pennsylvania, South Dakota, Tennessee, Utah, Vermont, Washington, West Virginia, Wisconsin, 
and Wyoming.7 Compact authorizing legislation has been introduced in Missouri, New Jersey, New York, North 
Carolina, Ohio, Oregon, Rhode Island and Texas, with other states expected to introduce legislation during 2021 
legislative sessions.8 
 
Over 17,000 licenses have been issued by IMLC,9 and the IMLC Commission estimates that 80 percent of physicians 
in Compact states meet the criteria for licensure.10 However, physicians practicing in several heavily populated 
states—e.g., California, Florida, Massachusetts, New York and Texas—are unable to apply for expedited licenses 
through the IMLC since those states have not passed authorizing legislation to join the Compact. Physicians practicing 
in Compact states are similarly unable to use the IMLC to obtain expedite licenses in these non-Compact states. 
 
Costs associated with Compact licenses/renewals remain an additional barrier to increased licensing via the IMLC, 
since physicians who want to apply must pay an initial $700 fee plus cover the costs and renewal fees of the license(s) 
in Compact state(s) where the physician wants to practice.11 Licensing fees in Compact states range from $75 in 
Alabama and Wisconsin to $790 in Maryland, with most states charging several hundred dollars. These costs may be 
beyond the budgets of many physician practices—particularly small practices—that continue to face COVID-19-
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related financial pressures. A nationwide physician survey conducted by the AMA in July-August 2020 found that 
practice revenue had dropped by a third, on average, and spending on personal protective equipment (PPE) had 
increased 57 percent.12 Despite an increase in telehealth use, almost 70 percent of physicians were still providing 
fewer total visits (in-person plus telehealth) at the time of the survey than before the pandemic.13 
 
Exceptions to State Licensing Laws Pre-COVID-19 
 
Prior to the pandemic, physicians licensed by states that had not joined the IMLC or who wanted to practice in a non-
Compact state were generally required to go through that state’s traditional, often lengthy, licensure application 
process. Allowances for circumstances under which out-of-state physicians may practice in a state without being 
licensed vary by state and were predominantly limited pre-pandemic to physicians consulting with in-state physicians 
and physicians practicing in emergencies or responding to natural disasters. Although licensing requirements across 
states share many commonalities, each state has its own rules and exceptions to those rules. Colorado’s Medical 
Practice Act [§ 12-240-107(3)(b)], for example, uniquely permits physicians licensed and lawfully practicing medicine 
in another state to provide “occasional services” in Colorado, provided they do not have a regular practice in Colorado 
and maintain malpractice insurance.14 
 
Some states had licensure policies specific to interstate telehealth in place before the pandemic. According to FSMB, 
12 state medical boards issue a special purpose license, telemedicine license or certificate, or license to practice 
medicine across state lines, while six state boards require physicians to register if they wish to practice across states.15 
Florida is an example of the latter. Despite opposition from the Florida Medical Association and other health providers, 
Florida enacted a law in 2019 allowing out-of-state health professionals to provide telehealth services in the state 
without a Florida license if they register with the state medical board. 
 
The Uniform Emergency Volunteer Health Practitioners Act (UEVHP) allows properly registered out-of-state 
volunteer health professionals providing disaster relief in a state to provide services without having to seek a license 
in the state that has declared an emergency; however, participation is limited to the 18 states plus the District of 
Columbia that have enacted the Act.16 Some states have enacted universal licensure recognition laws to allow people 
holding certain out-of-state occupational licenses to practice in that state, although these laws have generally been 
limited to emergencies and accommodations for military spouses.17 
 
Physicians and other health professionals employed by the US Veterans Administration, the Indian Health Service 
and the US Department of Defense are generally permitted by these health systems to practice—including via 
telehealth—outside of the state where they are licensed. States also recognize the licenses of National Disaster Medical 
System physician team members. The Sports Medicine Licensure Clarity Act, passed by Congress in 2018, enabled 
sports medicine professionals to provide medical care to athletes and team members while traveling with an athletic 
team in a state in which they are not licensed. Under this law, services provided by a sports medicine professional are 
deemed to have occurred in the professional’s primary state of licensure. The law further extends medical professional 
liability insurance to cover the professional with respect to medical care provided while out of state with the team.18 
 
Liability concerns are integral to licensure discussions because liability insurance policies vary in terms of coverage 
for care across state lines. Most insurers provide coverage for actions undertaken in any state, although the intent is to 
ensure coverage for one-off situations where a physician provides a limited amount of care outside the jurisdiction 
where they are licensed. Accordingly, it is important for physicians to speak to their insurers if they intend to treat 
patients in other states on a regular basis so the insurer can verify whether their coverage extends to those states. 
 
Licensing Waivers in Response to COVID-19 
 
COVID-19 led to a slew of federal and state temporary waivers of telehealth coverage and payment regulations 
intended to expand the scale and reach of telehealth, thereby meeting the increased demand for virtual medical care. 
Federal and state licensure requirements were also waived, enabling health care professionals to work across state 
lines and provide care in areas hardest hit by the pandemic without having to seek licenses in those states. After the 
President and US Department of Health and Human Services Secretary declared a public health emergency in March 
2020, CMS used its 1135 waiver authority to temporarily waive requirements that out-of-state physicians and other 
health professionals be licensed in the state where they are providing services when they are licensed in another state. 
Licensing requirements were waived for physicians and other health professionals participating in the Medicare, 
Medicaid and Children’s Health Insurance Program programs and meeting the following four conditions: 1) must be 
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enrolled as such in the Medicare program; 2) must possess a valid license to practice in the state; 3) is furnishing 
services—whether in person or via telehealth—in a state in which the emergency is occurring in order to contribute 
to relief efforts in his or her professional capacity; and 4) is not affirmatively excluded from practice in the state or 
any other state that is part of the emergency area.19 
 
CMS’ actions did not waive state or local licensure requirements, which remain in effect unless also waived. 
Accordingly, for a physician or other health professional to avail him- or herself of the CMS waiver under the 
conditions described above, the state would also have to have modified its licensure requirements. Many states did so 
by implementing temporary changes that to varying degrees permit physicians licensed in other states to provide 
medical services during the public health emergency. Some states issued broad reciprocity waivers permitting 
physicians and other health professionals possessing an active license in good standing in another state to provide care 
without obtaining a license, temporary or otherwise, in that state. Other states required registration with or approval 
by the state medical board. Some waivers were more targeted, presumably based on a state’s needs, and several states 
established emergency temporary licensure or certification processes that out-of-state providers must go through to 
seek permission to practice. A few states specified that telehealth could be used by out-of-state physicians to provide 
continuity of care to patients in that state, or by physicians in contiguous states that have existing patient relationships 
with state residents. At the time this report was written, a few states had already rescinded their temporary licensure 
waivers while Idaho’s Governor, via executive order, had declared that all the state’s waivers, including the change 
allowing out-of-state physicians to provide telehealth services to Idaho residents, be made permanent. States 
modifying licensure requirements for physicians in response to COVID-19, and states waiving telehealth licensure 
requirements, are tracked by FSMB. 
 
The AMA has supported the need for flexibilities to effectively respond to COVID-19 but does not currently support 
extending the CMS licensure waiver beyond the end of the public health emergency. To protect patients, the AMA 
has long advocated that physicians and other health professionals providing care via telehealth must be licensed or 
otherwise authorized to practice in the state where the patient is receiving care to ensure that state medical practice 
acts, informed consent, and scope of practice laws apply, and that the state has oversight of medical practice. 
 
Providing telehealth services in a “secure environment” 
 
Aside from licensure, the referred item (b) also specifies that telehealth services should be provided in a secure 
environment, which may be relevant to temporary changes to Health Insurance Portability and Accountability Act 
(HIPAA) privacy and security rules. To help physicians and other health professionals quickly adopt telehealth, the 
Office for Civil Rights (OCR) announced early in the pandemic that it would exercise discretion in enforcing violations 
of HIPAA privacy and security rules for physicians and hospitals who, in good faith, utilized telemedicine platforms 
and applications to connect with their patients. This policy allows health professionals and patients to use technologies 
that may not meet all HIPAA requirements, such as Skype, FaceTime and Google Hangouts, to provide care. The 
AMA supported this policy because it helped physicians quickly adopt telehealth without needing to first implement 
contracts and security reviews that are often complex and time-consuming. However, while HIPAA compliance may 
seem onerous and burdensome, it is a necessary ingredient to the successful use of telehealth over the long term. 
 
HIPAA’s requirements are intended to ensure that both health professionals and their business associates are 
accountable for the privacy and security of patient information, thereby fortifying the trust that is central to the patient-
physician relationship. Accordingly, when the public health emergency ends, the AMA has urged OCR to not continue 
its enforcement discretion policy, but rather to establish a glide path to compliance with HIPAA obligations. This 
would mean that, if the emergency ends on September 30, rather than requiring physicians to be fully in compliance 
on October 1, OCR should instead allow providers to begin taking steps toward compliance (e.g., engage their vendors 
in discussions about business associate agreements and initiate or implement their security risk analysis of a new 
telehealth platform). Additionally, the AMA has advocated that OCR should ensure that physicians and other health 
professionals are held harmless for actions taken in good faith during the public health emergency. 
 
RELEVANT AMA POLICY 
 
A key safeguard included in Policy H-480.946, which was established through Council Report 7-A-14, Coverage and 
Payment for Telemedicine, stipulates that physicians and other health practitioners must be licensed in the state where 
the patient receives services, or be providing these services as otherwise authorized by the state’s medical board. In 
addition, this policy requires physicians to abide by state licensure laws, state medical practice acts and other 

https://www.fsmb.org/siteassets/advocacy/pdf/state-emergency-declarations-licensures-requirementscovid-19.pdf
https://www.fsmb.org/siteassets/advocacy/pdf/state-emergency-declarations-licensures-requirementscovid-19.pdf
https://www.fsmb.org/siteassets/advocacy/pdf/states-waiving-licensure-requirements-for-telehealth-in-response-to-covid-19.pdf
https://www.fsmb.org/siteassets/advocacy/pdf/states-waiving-licensure-requirements-for-telehealth-in-response-to-covid-19.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/a14-cms-report7.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/a14-cms-report7.pdf
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requirements in the state where the patient receives services and maintains that the delivery of telemedicine must be 
consistent with scope of practice laws. The full text of Policy H-480.946 and other relevant policies is appended. 
 
Long-standing AMA policy maintains that state and territorial medical boards should require a full and unrestricted 
license in the state for the practice of telemedicine unless there are other appropriate state-based licensing methods 
(Policy H-480.969). This policy also delineates exemptions from such licensure requirements for “curbside 
consultations” that are provided without expectation of compensation, and in the event of emergent or urgent 
circumstances. 
 
Policy D-480.999 opposes a single national federalized system of medical licensure. Policy H-480.974 states that our 
AMA will work with FSMB and the state and territorial licensing boards to develop licensure guidelines for 
telemedicine practiced across state boundaries. Policy D-480.969 states that our AMA will work with the FSMB to 
draft model state legislation to ensure telemedicine is appropriately defined in each state’s medical practice statutes 
and its regulation falls under the jurisdiction of the state medical board. Policy D-275.994 supports the IMLC. Policies 
H-275.978 and H-275.955 urge licensing jurisdictions to adopt laws and regulations facilitating the movement of 
licensed physicians between states. Policy D-480.963 directs the AMA to continue to advocate for the widespread 
adoption of telehealth services in the practice of medicine for physicians and physician-led teams post-pandemic. 
 
Policy H-130.941 encourages physicians who are interested in volunteering during a disaster to register with their 
state’s Emergency System for Advance Registration of Volunteer Health Professionals program, local Medical 
Reserve Corps unit, or similar registration systems capable of verifying that practitioners are licensed and in good 
standing at the time of deployment; and supports the Uniform Emergency Volunteer Health Practitioners Act. Policy 
H-275.922 encourages FSMB to develop model policy for state licensure boards to streamline and standardize the 
process by which a physician who holds an unrestricted license in one state may participate in physician volunteerism 
in another state. 
 
The AMA has substantial scope of practice policy, including Policies D-160.995, H-270.958, and H-160.949. 
Principles for the supervision of nonphysician providers when telemedicine is used are outlined in Policy H-160.937. 
Code of Medical Ethics Opinion 1.2.12 states that physicians who provide clinical services through telemedicine must 
uphold the standards of professionalism expected in in-person interactions, follow appropriate ethical guidelines of 
relevant specialty societies and adhere to applicable law governing the practice of telemedicine. HIPAA is addressed 
by Policies H-478.997, D-190.983, and H-315.964. 
 
AMA RESOURCES AND ADVOCACY 
 
Consistent with AMA policy, AMA model state legislation provides a framework for a modern state medical practice 
act that facilitates physician adoption of telemedicine. The Telemedicine Act clarifies licensure requirements for 
physicians treating patients via telemedicine, ensuring that, with certain exceptions (e.g., curbside consultations, 
volunteer emergency medical care), physicians and other health professionals practicing telemedicine are licensed in 
the state where the patient receives services or are providing these services as otherwise authorized by that state’s 
medical board. The model bill also outlines steps through which a physician can establish a relationship with a new 
patient via telemedicine and addresses informed consent and privacy. 
 
The AMA has created numerous resources to help guide physician practices through the successful implementation 
of telehealth, including a Telemedicine Quick Guide, Telehealth Implementation Playbook, and Continuing Medical 
Education (CME) modules available on the AMA Ed Hub. The AMA has also developed HIPAA privacy and security 
resources to help walk physicians through what is needed to comply with the required HIPAA privacy and security 
rules. The AMA Physician Profile Service is used extensively by organizations that verify physician credentials 
directly (e.g., licensing boards, hospitals, group practices, managed care organizations and physician recruiters). 
 
At the beginning of the pandemic, the AMA also made available a COVID-19 State Policy Guidance on Telemedicine, 
which outlined AMA policy recommendations for telemedicine on a range of issues, including licensure, in response 
to COVID-19. As noted previously, the AMA engages in robust federal and state telehealth advocacy and routinely 
weighs in on a range of telehealth policy proposals related to licensure, payment, coverage, technology and equity. 
Federal legislation addressing licensure includes the Temporary Reciprocity to Ensure Access to Treatment Act or the 
TREAT Act (S 168/HR 708), which would provide nationwide temporary licensing reciprocity for telehealth and in-
person care during the public health emergency and for 180 days thereafter. The AMA is neutral on this legislation 

https://www.ama-assn.org/practice-management/digital/ama-telehealth-quick-guide
https://www.ama-assn.org/system/files/2020-04/ama-telehealth-playbook.pdf
https://edhub.ama-assn.org/pages/telemedicine-cme-course
https://edhub.ama-assn.org/pages/telemedicine-cme-course
https://www.ama-assn.org/practice-management/hipaa/hipaa-privacy-security-resources
https://www.ama-assn.org/practice-management/hipaa/hipaa-privacy-security-resources
https://www.ama-assn.org/about/masterfile/data-services-publications
https://www.ama-assn.org/system/files/2020-04/covid-19-state-policy-guidance-on-telemedicine.pdf
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because it specifies that health professionals providing care across state lines will be subject to the jurisdiction of the 
state in which the patient is located. The Equal Access to Care Act (S 155/HR 688) would allow health professionals 
in one state to provide telemedicine in states where they are not licensed during the public health emergency and for 
180 days thereafter. The site of care in this legislation is considered to be the state where the health professional is 
located. More broadly, in response to the COVID-19 pandemic the AMA has: 
 
• sought and secured broad telehealth coverage expansion and improved payments at the federal and state levels to 

increase access to care and provide patients with a safer way to receive care; 
• secured introduction of legislation to make key telehealth policy changes permanent; and 
• obtained permanent ability to use smart phones for Medicare telehealth services. 
 
DISCUSSION 
 
Once the COVID-19 pandemic was declared a public health emergency, many states quickly waived licensure 
requirements so that physicians licensed in one state could provide medical care—including via telehealth—to patients 
in another state. Scores of executive orders and regulatory actions that expanded coverage for and payment of 
telehealth led to a substantial surge in virtual services, enabling physicians to provide uninterrupted continuity of care 
amidst stay-at-home orders and helping to ease physician shortages in areas hardest hit by COVID-19. The AMA 
continues to hear success stories from patients and physicians who view the expansion of telehealth positively and are 
more comfortable with telehealth than ever before. The Council encourages continued assessment of the experiences 
of physicians who have used licensing flexibilities to provide telehealth across state lines as well as the impact of 
virtual services on care quality and patient outcomes. The Council also understands the challenges facing physician 
practices trying to compete with corporate telehealth entities—including those contracting with payers to provide 
telehealth—and how these challenges may increase post-pandemic. 
 
The Council is mindful that physicians hold strong, divergent opinions about interstate telehealth and whether the 
licensure flexibilities put in place during the public health emergency should be made permanent. Some proponents 
want to abandon the prevailing standard that physicians must be licensed in the state where the patient is located and 
move toward national licensure and/or federal oversight of interstate telehealth. Other physicians prefer to uphold the 
state-based licensing structure—which dates to the 1800s and is embedded in state authority granted by the 10th 
Amendment—and continue treating the location of the patient (originating site) as the site of service. The Council 
continues to believe that patient safety should remain the primary consideration and that licensure of physicians and 
other health professionals should remain within the purview of each state. Proposals to change which state is 
responsible for overseeing the physician from the state where the patient is located to the physician’s home state would 
likewise change which state’s medical practice and scope laws apply to the care rendered. Such proposals would 
interfere with states’ investigative and disciplinary authorities and also raise enforcement concerns since states are 
generally unable to investigate incidents that happen in another state.20 Similarly, states cannot take action against the 
license of a physician in another state. 
 
Considering the differing views among physicians and the issues raised in paragraphs (b) and (d) of the second Resolve 
of Alternate Resolution 203-Nov-20, the Council focused its deliberations on helping physicians, practices and 
patients by allowing physicians to treat existing patients wherever they are, thereby preserving those patient 
relationships, ensuring continuity of care, and permitting specialist care for complex patients and the seriously ill. 
Consistent with Policy H-480.969, the Council affirmed in its 2019 report that, where there is an established patient 
relationship, a physician should be able to use telemedicine to provide quality emergent or urgent care for a patient’s 
existing condition when that patient is traveling in another state. In this report, the Council suggests broadening the 
scope of that statement and address a frustration common among physicians—that they are prohibited by most states 
from using telehealth to provide longitudinal care to existing patients whom they have seen in the office but who may 
live across a state border, attend college in another state, or travel for work or seasonally. The Council believes that 
multiple pathways are available to states to facilitate interstate telehealth for continuity of care purposes, including 
exceptions to state licensing laws, reciprocity agreements, or possibly other solutions not yet proffered. Accordingly, 
the Council recommends that the AMA work with FSMB, state medical associations and other stakeholders to 
encourage states to allow an out-of-state physician to use telehealth to provide continuity of care to an existing patient 
if certain conditions are met. The Council further recommends amending Policy H-480.969 by addition to codify the 
previous recommendation in AMA telehealth licensure policy. Because Policy H-480.969 currently prohibits the use 
of telehealth to provide medical opinions and e-consults between physicians in different states, the Council 
recommends additional amendments by deletion to update this policy to reflect current practice. 
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The Council believes these recommendations will increase physician and patient satisfaction with health care, reduce 
physician licensure-related costs and administrative burdens, help sustain physician practices as they continue to 
recover from the economic impacts of COVID-19, and address the needs of individuals with disabilities or complex 
health conditions who lack access to specialty care locally and would benefit from virtual visits with out-of-state 
specialist physicians. Additionally, as discussed in Council on Medical Service Report 7-JUN-21, these 
recommendations have the potential to address long-standing health inequities among marginalized and minoritized 
communities. 
 
The Council is aware of efforts at the state level to streamline or otherwise facilitate interstate licensure through 
reciprocity or other means. To ensure that our AMA can support such efforts if they align with existing policy, the 
Council recommends continued support for state efforts to expand physician licensure recognition across state lines 
in accordance with the standards and safeguards outlined in Policy H-480.946. The Council continues to support the 
IMLC as an important licensure solution and hopes that the states that have not joined the Compact elect to do so. 
Accordingly, the Council recommends that Policy H-480.946 be reaffirmed. Finally, the Council recommends 
reaffirmation of Policy H-480.946, which delineates standards and safeguards that should be met for the coverage and 
payment of telemedicine. 
 
RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted in lieu of Resolve 2, Items (b) and (d) of 
Alternate Resolution 203-Nov-20, and that the remainder of the report be filed. 
 
[Editor’s note: Recommendation 1 referred for decision.] 
1. That our American Medical Association (AMA) work with the Federation of State Medical Boards, state medical 

associations and other stakeholders to encourage states to allow an out-of-state physician to use telehealth to 
provide continuity of care to an existing patient in the state without penalty if the following conditions are met: 
a) The physician has an active license to practice medicine in a state or US territory and has not been subjected 

to disciplinary action. 
b) There is a pre-existing and ongoing physician-patient relationship.  
c) The physician has had an in-person visit(s) with the patient. 
d) The telehealth services are incident to an existing care plan or one that is being modified.  
e) The physician maintains liability coverage for telehealth services provided to patients in states other than the 

state where the physician is licensed. 
f) Telehealth use complies with Health Insurance Portability and Accountability Act privacy and security rules. 

 
[Editor’s note: Recommendations 2 to 5 adopted.] 
2. That our AMA amend Policy H-480.969[1] by addition and deletion as follows: 

 
The Promotion of Quality Telemedicine H-480.969  
(1) It is the policy of the AMA that medical boards of states and territories should require a full and unrestricted 
license in that state for the practice of telemedicine, unless there are other appropriate state-based licensing 
methods, with no differentiation by specialty, for physicians who wish to practice telemedicine in that state or 
territory. This license category should adhere to the following principles: 
(a) application to situations where there is a telemedical transmission of individual patient data from the patient’s 
state that results in either (i) provision of a written or otherwise documented medical opinion used for diagnosis 
or treatment or (ii) rendering of treatment to a patient within the board’s state; 
(ba) exemption from such a licensure requirement for traditional informal physician-to-physician consultations 
(“curbside consultations”) that are provided without expectation of compensation; 
(cb) exemption from such a licensure requirement for telemedicine practiced across state lines in the event of an 
emergent or urgent circumstance, the definition of which for the purposes of telemedicine should show substantial 
deference to the judgment of the attending and consulting physicians as well as to the views of the patient; and 
(c) allowances, by exemption or other means, for out-of-state physicians providing continuity of care to a patient, 
where there is an established ongoing relationship and previous in-person visits, for services incident to an 
ongoing care plan or one that is being modified. 
(d) application requirements that are non-burdensome, issued in an expeditious manner, have fees no higher than 
necessary to cover the reasonable costs of administering this process, and that utilize principles of reciprocity 
with the licensure requirements of the state in which the physician in question practices. 
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3. That our AMA continue to support state efforts to expand physician licensure recognition across state lines in 
accordance with the standards and safeguards outlined in Policy H-480.946, Coverage and Payment for 
Telemedicine. 
 

4. That our AMA reaffirm Policy D-480.964, which directs the AMA to work with state medical associations to 
encourage states that are not part of the Interstate Medical Licensure Compact to consider joining the Compact; 
advocate for reduced application and state licensure(s) fees processed through the Interstate Medical Licensure 
Compact; and work with interested state medical associations to encourage states to pass legislation enhancing 
patient access to and proper regulation of telemedicine services. 

 
5. That our AMA reaffirm Policy H-480.946, which delineates standards and safeguards that should be met for the 

coverage and payment of telemedicine, including that physicians and other health practitioners must be licensed 
in the state where the patient receives services, or be providing these services as otherwise authorized by the 
state’s medical board. 
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Exceptions to the foregoing include on-call, cross coverage situations; emergency medical treatment; and other exceptions that 
become recognized as meeting or improving the standard of care. If a medical home does not exist, telemedicine providers should 
facilitate the identification of medical homes and treating physicians where in-person services can be delivered in coordination 
with the telemedicine services. 
b) Physicians and other health practitioners delivering telemedicine services must abide by state licensure laws and state medical 
practice laws and requirements in the state in which the patient receives services. 
c) Physicians and other health practitioners delivering telemedicine services must be licensed in the state where the patient receives 
services, or be providing these services as otherwise authorized by that state’s medical board. 
d) Patients seeking care delivered via telemedicine must have a choice of provider, as required for all medical services. 
e) The delivery of telemedicine services must be consistent with state scope of practice laws. 
f) Patients receiving telemedicine services must have access to the licensure and board certification qualifications of the health care 
practitioners who are providing the care in advance of their visit. 
g) The standards and scope of telemedicine services should be consistent with related in-person services. 
h) The delivery of telemedicine services must follow evidence-based practice guidelines, to the degree they are available, to ensure 
patient safety, quality of care and positive health outcomes. 
i) The telemedicine service must be delivered in a transparent manner, to include but not be limited to, the identification of the 
patient and physician in advance of the delivery of the service, as well as patient cost-sharing responsibilities and any limitations 
in drugs that can be prescribed via telemedicine. 
j) The patient’s medical history must be collected as part of the provision of any telemedicine service. 
k) The provision of telemedicine services must be properly documented and should include providing a visit summary to the patient. 
l) The provision of telemedicine services must include care coordination with the patient’s medical home and/or existing treating 
physicians, which includes at a minimum identifying the patient's existing medical home and treating physicians and providing to 
the latter a copy of the medical record. 
m) Physicians, health professionals and entities that deliver telemedicine services must establish protocols for referrals for 
emergency services. 
2. Our AMA believes that delivery of telemedicine services must abide by laws addressing the privacy and security of patients’ 
medical information. 
3. Our AMA encourages additional research to develop a stronger evidence base for telemedicine. 
4. Our AMA supports additional pilot programs in the Medicare program to enable coverage of telemedicine services, including, 
but not limited to store-and-forward telemedicine. 
5. Our AMA supports demonstration projects under the auspices of the Center for Medicare and Medicaid Innovation to address 
how telemedicine can be integrated into new payment and delivery models. 
6. Our AMA encourages physicians to verify that their medical liability insurance policy covers telemedicine services, including 
telemedicine services provided across state lines if applicable, prior to the delivery of any telemedicine service. 
7. Our AMA encourages national medical specialty societies to leverage and potentially collaborate in the work of national 
telemedicine organizations, such as the American Telemedicine Association, in the area of telemedicine technical standards, to the 
extent practicable, and to take the lead in the development of telemedicine clinical practice guidelines. (CMS Rep. 7, A-14; 
Reaffirmed: BOT Rep. 3, I-14; Reaffirmed in lieu of Res. 815, I-15; Reaffirmed: CME Rep. 06,  
A-16; Reaffirmed: CMS Rep. 06, I-16; Reaffirmed: Res. 111, A-17; Reaffirmation: A-18; Reaffirmed: CMS Rep. 1, I-19) 
 
Policy D-480.964, “Established Patient Relationships and Telemedicine” 
Our AMA will: (1) work with state medical associations to encourage states that are not part of the Interstate Medical Licensure 
Compact to consider joining the Compact as a means of enhancing patient access to and proper regulation of telemedicine services; 
(2) advocate to the Interstate Medical Licensure Compact Commission and Federation of State Medical Boards for reduced 
application fees and secondary state licensure(s) fees processed through the Interstate Medical Licensure Compact; and (3) work 
with interested state medical associations to encourage states to pass legislation enhancing patient access to and proper regulation 
of telemedicine services, in accordance with AMA Policy H-480.946, “Coverage of and Payment for Telemedicine.” (CMS Rep. 
1, I-19) 
 
Policy H-480.969, “The Promotion of Quality Telemedicine” 
(1) It is the policy of the AMA that medical boards of states and territories should require a full and unrestricted license in that state 
for the practice of telemedicine, unless there are other appropriate state-based licensing methods, with no differentiation by 
specialty, for physicians who wish to practice telemedicine in that state or territory. This license category should adhere to the 
following principles: 
(a) application to situations where there is a telemedical transmission of individual patient data from the patient’s state that results 
in either (i) provision of a written or otherwise documented medical opinion used for diagnosis or treatment or (ii) rendering of 
treatment to a patient within the board’s state; 
(b) exemption from such a licensure requirement for traditional informal physician-to-physician consultations (“curbside 
consultations”) that are provided without expectation of compensation; 
(c) exemption from such a licensure requirement for telemedicine practiced across state lines in the event of an emergent or urgent 
circumstance, the definition of which for the purposes of telemedicine should show substantial deference to the judgment of the 
attending and consulting physicians as well as to the views of the patient; and 
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(d) application requirements that are non-burdensome, issued in an expeditious manner, have fees no higher than necessary to cover 
the reasonable costs of administering this process, and that utilize principles of reciprocity with the licensure requirements of the 
state in which the physician in question practices. 
(2) The AMA urges the FSMB and individual states to recognize that a physician practicing certain forms of telemedicine (e.g., 
teleradiology) must sometimes perform necessary functions in the licensing state (e.g., interaction with patients, technologists, and 
other physicians) and that the interstate telemedicine approach adopted must accommodate these essential quality-related functions. 
(3) The AMA urges national medical specialty societies to develop and implement practice parameters for telemedicine in 
conformance with: Policy 410.973 (which identifies practice parameters as “educational tools”); Policy 410.987 (which identifies 
practice parameters as “strategies for patient management that are designed to assist physicians in clinical decision making,” and 
states that a practice parameter developed by a particular specialty or specialties should not preclude the performance of the 
procedures or treatments addressed in that practice parameter by physicians who are not formally credentialed in that specialty or 
specialties); and Policy 410.996 (which states that physician groups representing all appropriate specialties and practice settings 
should be involved in developing practice parameters, particularly those which cross lines of disciplines or specialties). (CME/CMS 
Rep., A-96; Amended: CME Rep. 7, A-99; Reaffirmed: CME Rep. 2, A-09; Reaffirmed: CME Rep. 6, A-10; Reaffirmed: CME 
Rep. 6, A-12; Reaffirmed in lieu of Res. 805, I-12; Reaffirmed: BOT Rep. 22, A-13; Reaffirmed in lieu of Res. 920, I-13; 
Reaffirmed: CMS Rep. 7, A-14; Reaffirmed: BOT Rep. 3, I-14; Reaffirmed: CMS Rep. 1, I-19) 
 
Policy D-480.969, “Insurance Coverage Parity for Telemedicine Service” 
1. Our AMA will advocate for telemedicine parity laws that require private insurers to cover telemedicine-provided services 
comparable to that of in-person services, and not limit coverage only to services provided by select corporate telemedicine 
providers. 
2. Our AMA will develop model legislation to support states’ efforts to achieve parity in telemedicine coverage policies. 
3. Our AMA will work with the Federation of State Medical Boards to draft model state legislation to ensure telemedicine is 
appropriately defined in each state's medical practice statutes and its regulation falls under the jurisdiction of the state medical 
board. (Res. 233, A-16; Reaffirmed: CMS Rep. 1, I-19) 
 
Policy H-480.974, “Evolving Impact of Telemedicine” 
Our AMA: 
(1) will evaluate relevant federal legislation related to telemedicine; 
(2) urges CMS, AHRQ, and other concerned entities involved in telemedicine to fund demonstration projects to evaluate the effect 
of care delivered by physicians using telemedicine-related technology on costs, quality, and the physician-patient relationship; 
(3) urges professional organizations that serve medical specialties involved in telemedicine to develop appropriate practice 
parameters to address the various applications of telemedicine and to guide quality assessment and liability issues related to 
telemedicine; 
(4) encourages professional organizations that serve medical specialties involved in telemedicine to develop appropriate educational 
resources for physicians for telemedicine practice; 
(5) encourages development of a code change application for CPT codes or modifiers for telemedical services, to be submitted 
pursuant to CPT processes; 
(6) will work with CMS and other payers to develop and test, through these demonstration projects, appropriate reimbursement 
mechanisms; 
(7) will develop a means of providing appropriate continuing medical education credit, acceptable toward the Physician’s 
Recognition Award, for educational consultations using telemedicine; 
(8) will work with the Federation of State Medical Boards and the state and territorial licensing boards to develop licensure 
guidelines for telemedicine practiced across state boundaries; and 
(9) will leverage existing expert guidance on telemedicine by collaborating with the American Telemedicine Association 
(www.americantelemed.org) to develop physician and patient specific content on the use of telemedicine services--encrypted and 
unencrypted. (CMS/CME Rep., A-94; Reaffirmation A-01; Reaffirmation A-11; Reaffirmed: CMS Rep. 7, A-11; Reaffirmed in 
lieu of Res. 805, I-12; Appended: BOT Rep. 26, A-13; Modified: BOT Rep. 22, A-13; Reaffirmed: CMS Rep. 7, A-14; Reaffirmed: 
CME Rep. 06, A-16; Reaffirmation: A-18) 
 
State Authority and Flexibility in Medical Licensure for Telemedicine D-480.999 
Our AMA will continue its opposition to a single national federalized system of medical licensure. (CME Rep. 7, A-99; Reaffirmed 
and Modified: CME Rep. 2, A-09; Reaffirmed in lieu of Res. 920, I-13; Reaffirmed: BOT Rep. 3, I-14) 
 
Policy D-275.994, “Facilitating Credentialing for State Licensure” 
Our AMA: (1) encourages the Federation of State Medical Boards to urge its Portability Committee to complete its work on 
developing mechanisms for greater reciprocity between state licensing jurisdictions as soon as possible; (2) will work with the 
Federation of State Medical Boards (FSMB) and the Association of State Medical Board Executive Directors to encourage the 
increased standardization of credentials requirements for licensure, and to increase the number of reciprocal relationships among 
all licensing jurisdictions; (3) encourages the Federation of State Medical Boards and its licensing jurisdictions to widely 
disseminate information about the Federation’s Credentials Verification Service, especially when physicians apply for a new 
medical license; and (4) supports the FSMB Interstate Compact for Medical Licensure and will work with interested medical 
associations, the FSMB and other interested stakeholders to ensure expeditious adoption by the states of the Interstate Compact for 
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Medical Licensure and creation of the Interstate Medical Licensure Compact Commission. (Res. 302, A-01; Reaffirmed: CME 
Rep. 2, A-11; Reaffirmed: CME Rep. 6, A-12; Appended: BOT Rep. 3, I-14) 
 
 

9. ADDRESSING PAYMENT AND DELIVERY IN RURAL HOSPITALS 
 
Reference committee hearing: see report of Reference Committee G. 
 
HOUSE ACTION: RECOMMENDATIONS ADOPTED AS FOLLOWS 

REMAINDER OF REPORT FILED  
See Policies H-290.976, D-290.979 and D-465.998 

 
Despite legislative advances such as the Affordable Care Act (ACA) and Medicaid expansion bringing insurance 
coverage and health care accessibility to millions of Americans, rural Americans and the health care system intended 
to serve them continue to face a health care crisis. By most measures, the health of the residents of rural areas is 
significantly worse than the health of those in urban areas.1 Though the American Medical Association (AMA) has 
policy on stabilizing and strengthening rural health, it does not have policy specifically addressing changes to payment 
and delivery for rural providers and hospitals to address the growing rural health crisis. 
 
This report, initiated by the Council, provides background on the unique obstacles facing rural hospitals including 
financial challenges, the rural hospital payer mix, the costs of delivering services in the rural setting, and quality 
measurement and risk adjustment challenges. The report also details relevant AMA policy and provides 
recommendations to improve the rural hospital payment and delivery systems. 
 
BACKGROUND 
 
Sixty million Americans, almost one-fifth of the US population, live in a rural area. On average, rural residents are 
older, sicker, and less likely to have health insurance. They stay uninsured for longer and are less likely than their 
urban and suburban counterparts to seek preventive services. Moreover, they are more likely than urban and suburban 
residents to encounter possibly preventable deaths from heart disease, cancer, unintentional injuries, chronic lower 
respiratory disease, and stroke. Disparities in health outcomes continue to increase for this population compared to 
those living in urban and suburban areas. Rural residents tend to have higher rates of smoking, hypertension, and 
obesity. They also report less physical activity and have higher rates of poverty. Rural residents are also more likely 
to be Medicare or Medicaid beneficiaries. For example, Medicare and Medicaid make up over half of rural hospitals’ 
net revenue.2,3 Additionally, 45 percent of children in rural areas are enrolled in Medicaid or Children’s Health 
Insurance Program compared to 38 percent of children in urban areas.4 
 
Those living in rural areas often must travel long distances to access the emergency department (ED) and physician 
offices, a barrier to care that can lead to delayed or forgone care, which can worsen their health status and increase the 
cost of care when they do receive it. They are more likely than urban and suburban residents to say that access to good 
doctors is a major problem in their community.5 Rural residents live an average of 10.5 miles from the nearest hospital 
compared with 5.6 miles and 4.4 miles for those in suburban and urban areas respectively. 
 
From 2018 to 2020, 50 rural hospitals closed, a more than 30 percent increase in the number of closures compared to 
the 3 years prior.6 The closure of hospitals was generally preceded by financial losses caused by a combination of 
decreasing rural population and inadequate payments from health insurers. There are more than 2,000 rural hospitals 
across the country, and more than 800 (40 percent) of them are estimated to be at risk of closing. Most of the hospitals 
at risk of closing are small rural hospitals serving isolated rural communities. 
 
These hospitals are frequently the principal or sole source of health care in their communities, including primary care 
as well as hospital services. The closure of these rural hospitals could cause the vulnerable populations they serve to 
lose access to health care and worsen health disparities.7 Rural hospitals also have more difficulty attracting physicians 
of varying specialties, which are essential to providing care to rural populations. Often, when a rural hospital closes, 
recruiting and retaining physicians in the local community becomes increasingly difficult, and the result is decreased 
access to care for the surrounding population.8 In addition, rural hospitals often serve as economic anchors in their 
communities, providing both direct and indirect employment opportunities and supporting the local economy.9 Rural 
hospitals are hubs of employment, public health, and community outreach initiatives.10 Their closure puts the already 



350 
Medical Service - 9 June 2021 

© 2021 American Medical Association. All rights reserved. 

vulnerable populations they serve at increased risk of losing access to health care, worsening health disparities, and 
negatively impacting the economy of the local area.11 
 
Meanwhile, the novel coronavirus (COVID-19) pandemic has highlighted the fragility of the rural health system and 
increased the financial threat to an unstable system. All hospitals experienced lower revenue due to canceled elective 
procedures and some routine care, while simultaneously facing higher expenses due to supplies, equipment, and staff 
to care for COVID-19 patients. Unlike large urban hospitals, small rural hospitals do not have financial reserves that 
they can use to cover these higher costs and revenue losses. Rural patients are also more likely to experience more 
severe impacts from COVID-19 because they are more likely to be obese and have chronic conditions such as diabetes 
and hypertension.12 Temporary federal assistance during the pandemic helped many rural hospitals avoid closure 
during 2020, but the underlying financial problems may cause an increase in closures after the public health emergency 
ends. The financial impact of the pandemic on individuals living in rural areas has been significant, as many may have 
experienced unemployment or under employment on hourly jobs with limited benefits. 
 
IMPACT OF PAYER MIX 
 
A higher proportion of patients at rural hospitals are insured by Medicare and Medicaid than at urban hospitals.13 
While having a high proportion of Medicare patients would be viewed as financially problematic at large hospitals, 
for many small rural hospitals, Medicare is their “best” payer because Medicare explicitly pays more to cover the 
higher costs of care in small rural hospitals. 
 
About 75 percent of rural hospitals are classified as Critical Access Hospitals (CAHs), which provides cost-based 
payment for services provided to Medicare beneficiaries. To be designated as a CAH, a hospital must meet a set of 
criteria including but not limited to being located either more than 35 miles from the nearest hospitals (or CAH) or 
more than 15 miles in areas with mountainous terrain; maintain no more than 25 inpatient beds; furnish 24-hour 
emergency care 7 days a week; and operate a psychiatric or rehabilitation unit of up to 10 beds.14 It is important to 
note, however, that CAH payments apply only to beneficiaries with traditional Medicare, not those with private 
Medicare Advantage (MA) plans. 
 
Most small rural hospitals lose money on Medicaid patients, but in some states, small rural hospitals also receive cost-
based payments for Medicaid patients, and some states provide special subsidies to offset losses on Medicaid and 
uninsured patients. 
 
For many small rural hospitals, the leading cause of negative margins is insufficient payment from private health 
insurance plans and MA plans. Many private health insurance plans pay less than the cost to deliver essential services 
in small rural hospitals, whereas private plan payments at most large hospitals are higher than the cost of delivering 
services.15 Although most hospitals lose money on Medicaid and care to the uninsured, larger hospitals can use profits 
on privately insured patients to cover those losses. In contrast, many small rural hospitals cannot cover losses on 
Medicaid and uninsured patients because the payments from private payers do not generate significant profits or may 
not even cover the costs of providing services to the privately insured patients. 
 
COST OF DELIVERING SERVICES IN RURAL HOSPITALS AND CLINICS 
 
Low patient volume represents a persistent challenge to the financial viability of rural hospitals. There is a minimum 
level of cost needed to maintain the staff and equipment required to provide a particular type of service, whether it be 
an ED, a laboratory, or a primary care clinic. As a result, the average cost per service will be higher at a hospital that 
has fewer patients. In addition, the hospital will need to incur a minimum level of overhead costs that include 
accounting and billing, human resources, medical records, information systems, and maintenance. These costs are 
allocated to each hospital service line, so the fewer services the hospital offers, the higher the cost for each service.16 
 
The mix of fixed costs paired with low volumes can result in instances where the current fee-for-service payments are 
often not large enough to cover the cost of delivering services in small rural communities. For example, a hospital ED 
must be staffed by at least one physician around the clock regardless of how many patients visit the ED. Generally, a 
small rural hospital will have fewer ED visits, but the standby capacity cost remains fixed, which means the average 
cost per visit will be higher. Therefore, a payment per visit that is high enough to cover the average cost per service 
at a larger hospital will fail to cover the costs of the same services at a smaller rural hospital. Exacerbating this issue 
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is that some private plans pay small rural hospitals less than they pay larger hospitals for delivering the same services 
even though the cost per service at the rural hospital is intrinsically higher.17 
 
Due to the low population density in rural areas, it is impossible for many rural hospitals to have enough patients to 
use the full minimum capacity of services such as an ED. Medicare explicitly pays small rural hospitals more to 
compensate for the higher average costs, but most other payers do not, which is why small rural hospitals have greater 
financial problems. 
 
QUALITY MEASUREMENT CHALLENGES IN RURAL HOSPITALS 
 
Current quality measurement systems are problematic for small rural hospitals. Many commonly used quality 
measures cannot be used in small rural hospitals because there are too few patients to reliably measure performance, 
and some measures are not relevant at all for small rural hospitals because they do not deliver the services being 
measured.18 
 
Rural hospital volume varies significantly for several reasons including the population of the community, the age and 
health status of the population, the availability of other primary care options, and the accessibility of the hospital. 
Many currently used quality measures are not applicable to numerous types of patients and aspects of care, and many 
focus on a specific condition or service. Accordingly, many rural hospitals cannot achieve a meaningful sample size 
because they do not have enough patients with that specific condition. Moreover, rural hospitals often face challenges 
reporting quality measurement data due to limited staff, time, and infrastructure. 
 
The typical value-based payment system of bonuses and penalties often penalizes rural providers and hospitals. Again, 
the small patient panels inherent in rural care mean that providers can easily be penalized for random variation over 
which they have no control.19 
 
RISK ADJUSTMENT CHALLENGES IN RURAL HOSPITALS 
 
In addition to the reliability problems in measurement caused by small populations, the differences between rural and 
urban populations with respect to age, health status, and ability to access services makes risk adjustment of quality 
and spending measures essential. Random variation and outlier patients make risk adjustment scores less accurate at 
small hospitals than at hospitals with large patient populations.20 The greater statistical variation at rural hospitals 
often leads to quality incentive payments going to higher volume hospitals that can achieve lower standard deviations 
but are not necessarily delivering higher quality care. 
 
Moreover, risk adjustment is based on diagnosis codes recorded on claims forms. Since payments to CAHs do not 
depend on what diagnoses a patient has, diagnosis codes tend to be underreported by rural hospitals.21 Also, the use 
of diagnosis codes can fail to capture risk appropriately including the lack of a comorbid condition diagnosis due to 
barriers to care such as distance from the health care setting and lack of support services in the community. As a result, 
rural hospitals and clinics can appear to have healthier patients or worse outcomes than they really do. Risk adjustment 
can also make spending in rural communities appear higher than it is. For example, MA risk adjustment scores fail to 
accurately measure the true differences in patient health because the hierarchical condition category coding used in 
MA payments are retrospective based on past chronic conditions, not acute or new chronic conditions. Therefore, 
there is no risk adjustment for patients with injuries, acute conditions, or those newly diagnosed with cancer or 
diabetes, among other conditions. Likewise, the higher barriers for rural patients to obtain preventive care can cause 
a more severe presentation of diseases once finally diagnosed, requiring higher costs of care and poorer absolute 
outcomes. 
 
RELEVANT AMA POLICY 
 
The AMA has significant policy on rural health. Policy H-465.994 supports the AMA’s continued and intensified 
efforts to develop and implement proposals for improving rural health care. AMA policy specific to rural hospitals 
includes Policy H-165.888 stating that any national legislation for health system reform should include sufficient and 
continuing financial support for rural hospitals. Policy H-465.990 encourages legislation to reduce the financial 
constraints on small rural hospitals to improve access to care. Policy H-465.999 asks for a more realistic and 
humanitarian approach toward certification of small, rural hospitals. Policy H-465.979 recognizes that economically 
viable small rural hospitals are critical to preserving patient access to high-quality care and provider sustainability in 
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rural communities. Policy D-465.999 calls on the Centers for Medicare & Medicaid Services to support individual 
states in their development of rural health networks; oppose the elimination of the state-designated CAH “necessary 
provider” designation; and pursue steps to require the federal government to fully fund its obligations under the 
Medicare Rural Hospital Flexibility Program. 
 
Policy H-385.913 discusses payment and delivery reform in the context of the shift away from volume to value. The 
policy states that alternative payment models (APMs) must provide flexibility to physicians to deliver the care their 
patients need. Policy H-385.913 also calls for APMs to be feasible for physicians in every specialty and for practices 
of every size to participate in. Importantly, Policy D-385.952 directs the AMA to continue encouraging the 
development and implementation of APMs that provide services to improve the health of vulnerable and high-risk 
populations, including those in rural areas. 
 
Finally, the AMA has long-standing policy in support of reasonable and adequate Medicaid payments. Policy 
H-290.976 advocates that Medicaid payments to medical providers be at least 100 percent of Medicare payment rates. 
Policy H-290.997 promotes greater equity in the Medicaid program through adequate payment rates that assure broad 
access to care. Further, Policy D-290.979 supports state efforts to expand Medicaid eligibility as authorized by the 
ACA. 
 
DISCUSSION 
 
Long-term solutions are needed to effectively address the health needs of the rural population. Preventing the closure 
of rural hospitals that provide essential services is a first step. Rural hospitals must be paid adequately to support the 
costs of delivering essential services, and they should have the flexibility to tailor available services to the needs of 
their local populations. 
 
To begin accomplishing its goal of providing adequate payment for rural hospital services, the Council recommends 
reaffirming Policy D-290.979 directing our AMA to support state efforts to expand Medicaid eligibility, and 
reaffirming Policy H-290.976 stating that Medicaid payments be at least 100 percent of Medicare payment rates. 
Medicaid eligibility and enrollment are evidence-based factors strengthening the viability of rural hospitals. Medicaid 
expansion, particularly if it is accompanied by adequate payments, will improve hospital financial performance and 
sustainability, and lower the likelihood of closure, especially in those rural markets with large numbers of uninsured 
patients. For example, since 2010, of the eight states with the highest levels of rural hospital closures, none are 
Medicaid expansion states. A key cause of financial losses at most rural hospitals is the volume of care provided to 
uninsured patients, so a key component of any strategy for sustaining rural health care services is increasing the 
number of insured residents. 
 
The Council identified the need for better and more reliable payment for rural hospitals that support their sustainability 
and recommends that a series of policies be adopted to ensure that payment to rural hospitals is adequate and 
appropriate. Since small rural hospitals need to sustain essential services even with low volumes of services, the 
Council recommends that health insurance plans provide such hospitals with a capacity payment to support the 
minimum fixed costs of essential services, including surge capacity, acknowledging that a small rural hospital requires 
a baseline of staffing and expenses to remain open regardless of volume. It is also recommended that payers provide 
adequate service-based payments to cover the costs of services delivered in small communities. The Council also 
recommends that the capacity payment provide adequate support for physician standby and on-call time to enable very 
small rural hospitals to deliver quality services in a timely manner. Regarding quality measurement, the Council 
recommends only using quality measures that are relevant for rural hospitals and setting minimum volume thresholds 
for measures to ensure statistical reliability and avoiding financial penalties that might occur from failing to have met 
specific quality metrics due to lower volumes. To help effect these changes, the Council recommends encouraging 
employers and rural residents to choose health plans that adequately and appropriately pay the rural hospitals. 
 
The Council notes that taking these steps to ensure adequate and reliable payment for rural hospitals is critical to 
addressing the barriers to procedural service lines. A small patient population and declining revenue stifles the ability 
of rural hospitals to add new service lines that not only attract needed specialists to underserved areas but also aid in 
the financial sustainability of a rural hospital. The Council believes that addressing payment issues for rural hospitals 
will help give those hospitals the flexibility to offer more complex services. In turn, those services will boost financial 
viability, allow small rural hospitals to hire and retain subspecialists, and ultimately increase patient access to care. 
 



353 
June 2021 Special Meeting Medical Service - 9 

© 2021 American Medical Association. All rights reserved. 

The Council also reiterates the need to address payment for primary care services at rural facilities. The Council 
recommends voluntary monthly payments for primary care providers so that physicians have the flexibility to deliver 
services in the most effective manner, particularly for those patients for whom travel is a significant barrier to care. 
Importantly, such monthly payments should include an allowance and expectation that some services would be 
provided via telehealth or telephone. 
 
Additionally, the Council recommends policy that encourages transparency among rural hospitals regarding their costs 
and quality outcomes. It will be essential that rural hospitals publicly demonstrate that higher payments are needed to 
support the cost of delivering high quality care. 
 
The challenges facing the rural health system are varied and complex. Although many steps are needed to ensure 
access to care and quality outcomes for the rural population, the Council offers these recommendations as a pragmatic 
step forward to address the needs of rural populations. 
 
RECOMMENDATIONS 
 
The Council on Medical Service recommends that the following be adopted and that the remainder of the report be 
filed: 
 
1. That our American Medical Association reaffirm Policy D-290.979 directing our AMA to support state efforts to 

expand Medicaid eligibility as authorized by the Affordable Care Act. 
 
2. That our AMA reaffirm Policy H-290.976 stating that Medicaid payments to medical providers be at least 100 

percent of Medicare payment rates. 
 
3. That our AMA advocate that public and private payers take the following actions to ensure payment to rural 

hospitals is adequate and appropriate: 
 

a. Create a capacity payment to support the minimum fixed costs of essential services, including surge capacity, 
regardless of volume; 

b. Provide adequate service-based payments to cover the costs of services delivered in small communities; 
c. Adequately compensate physicians for standby and on-call time to enable very small rural hospitals to deliver 

quality services in a timely manner; 
d. Use only relevant quality measures for rural hospitals and set minimum volume thresholds for measures to 

ensure statistical reliability; 
e. Hold rural hospitals harmless from financial penalties for quality metrics that cannot be assessed due to low 

statistical reliability; and 
f. Create voluntary monthly payments for primary care that would give physicians the flexibility to deliver 

services in the most effective manner with an expectation that some services will be provided via telehealth 
or telephone. 

 
4. That our AMA encourages transparency among rural hospitals regarding their costs and quality outcomes. 

 
5. That our AMA support better coordination of care between rural hospitals and networks of providers where 

services are not able to be appropriately provided at a particular rural hospital. 
 
6. That our AMA encourage employers and rural residents to choose health plans that adequately and appropriately 

reimburse rural hospitals and physicians. 
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