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The Rhode Island Medical Society (RIMS) opposes the indiscriminate use of prospective
utilization review (“prior authorization”) by health plans as a technique to control the
utilization levels of a growing variety of products and services for patients. Broad
imposition of prior authorization requirements by third-party payers impedes optimal
patient care and has seriously degraded the efficiency of care delivery in Rhode Island in
recent months and years. While blanket prior authorization rules may produce apparent
savings for insurers in the short term, these same rules impose insidious burdens
throughout the health care delivery system, particularly upon the fragile infrastructure of
primary care, which bears the brunt of the prior authorization onus. The false economies
of unfocused prior authorization programs inevitably diminish patient access to
appropriate care and drive up costs in both the short and long term.

This paper addresses the use of prior authorization requirements in the specific area of
advanced medical imaging.

Advanced medical imaging has come to play a critical role in the practice of high quality,
cost-effective medicine. There can be no question that judicious use of today’s highly
sophisticated imaging modalities enhances diagnostic precision and results in better care
for patients, as well as long-term efficiencies and overall savings to the health care
system. That said, the rising use and attendant high cost of advanced medical imaging
are matters that deserve attention, both nationally and in Rhode Island.

Payers locally and nationally have responded to the rise of utilization and cost by hiring
vendors that specialize in reducing the volume of elective, non-emergent, advanced
imaging studies. These vendors achieve these reductions primarily by the technique of
requiring prior authorization.

The legitimate objective of any imaging management program can only be to achieve
consistently optimal efficiency in the provision of consistently optimal patient care. In
practice, however, indiscriminately broad implementation has exposed prior authorization
to be little more than a crude cost-cutting measure that is insensitive to the needs of
patients and unfairly punitive to the great majority of hard-working, competent and
conscientious physicians. Prior authorization should be the last tool out of the box, not
the first.



RIMS advocates for a high quality, comprehensive, longitudinal and cost conscious
health care system with access for all. RIMS supports efforts to contain costs through the
coordinated, patient-centered, evidence-based, and efficient practice of medicine.

In no case does RIMS condone the imposition of prior authorization requirements
purely or primarily as a strategy to reduce costs and utilization. Prior authorization
may have limited usefulness in promoting appropriate utilization if implemented
with the following attributes:

Collaborative education: Health plans that endeavor to manage imaging utilization
have the responsibility to collect accurate and complete data and to provide clinicians
with individual imaging profiles that include comparisons with state and national patterns
on a twice yearly or other appropriate interval based on volume and performance
improvement goals. Outliers may be educated in the appropriate use of advanced medical
imaging based on guidelines developed by national medical specialty societies.

Selective focus: Any program of prior authorization should focus first on identifying and
working with those individual professionals whose ordering and prescribing patterns
appear to depart from community norms and from guidelines developed and promulgated
by national medical specialty societies. Prior authorization mechanics should leverage the
capacity of electronic records, predictive algorithms and other technical advances. Only
persistent outliers who fail to respond to education should be required to seek prior
authorization for advanced medical imaging, and then only as long as they remain
outliers in their ordering patterns.

Administrative efficiency: Streamlined processes should guide the ordering physician
to the best test or, as the case may be, to no test, for the patient’s clinical condition. As
currently implemented by some payers in Rhode Island, prior authorizations are
excessively time-consuming and approvals generally entail delays of one to two business
days. Such delays are disruptive to patient care. Ordering physicians should have the
option to obtain prior authorization themselves or delegate the task to imaging centers.
Prior authorizations for all health plans should follow standard processes and use the
same format to capture all necessary information for a particular imaging test.
Demographic information required from ordering physicians should be limited to the
patient’s name and policy number.

Transparency in recognizing costs: Prior authorizations entail substantial
administrative cost both to insurers and to medical offices. Physicians’ time spent
securing prior authorizations for particular services is not recognized in the “work”
component of the RBRVS system and is therefore wholly uncompensated. This is
unacceptable and must be addressed through a mechanism to make medical offices whole
for performing the extra work imposed by insurers. Moreover, any valid measure of the
cost-effectiveness of a prior authorization program must include the full continuum of
costs, including physicians’ incurred costs and fair compensation.

Scientific integrity: Criteria for approval must be based upon the best scientific evidence
as developed and validated by national medical specialty societies.



Risk-adjustment: Any valid comparison of clinicians based on their utilization rates
must systematically take into account differences in patient populations and adjust for
such differences.

In sum, the Medical Society opposes the current overuse of prior authorization for
imaging studies and recommends a carefully targeted educational and collaborative
approach to resolving questions of appropriateness in utilization. Insurers have an
obligation to collect, manage and share complete and accurate data and to use such data
to focus their utilization review activity, always with the goal of optimal patient care
provided with optimal efficiency.



