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ABSTRACT: Utilization management strategies, including prior 
authorization, are commonly used to facilitate safe and guideline-
adherent provision of new, individualized, and potentially costly 
cardiovascular therapies. However, as currently deployed, these 
approaches encumber multiple stakeholders. Patients are discouraged by 
barriers to appropriate access; clinicians are frustrated by the time, money, 
and resources required for prior authorizations, the frequent rejections, 
and the perception of being excluded from the decision-making process; 
and payers are weary of the intensive effort to design and administer 
increasingly complex prior authorization systems to balance value and 
appropriate use of these treatments. These issues highlight an opportunity 
to collectively reimagine utilization management as a transparent 
and collaborative system. This would benefit the entire healthcare 
ecosystem, especially in light of the shift to value-based payment. This 
article describes the efforts and vision of the multistakeholder Prior 
Authorization Learning Collaborative of the Value in Healthcare Initiative, 
a partnership between the American Heart Association and the Robert 
J. Margolis, MD, Center for Health Policy at Duke University. We outline 
how healthcare organizations can take greater utilization management 
responsibility under value-based contracting, especially under different 
state policies and local contexts. Even with reduced payer-mandated prior 
authorization in these arrangements, payers and healthcare organizations 
will have a continued shared need for utilization management. We 
present options for streamlining these programs, such as gold carding and 
electronic and automated prior authorization processes. Throughout the 
article, we weave in examples from cardiovascular care when possible. 
Although reimagining prior authorization requires collective action by 
all stakeholders, it may significantly reduce administrative burden for 
clinicians and payers while improving outcomes for patients.
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After decades of progress, there is a renewed 
need to improve the quality of cardiovascular 
care due to slipping cardiovascular health out-

comes.1–3 Utilization management strategies such as 
prior authorization undertaken by payers were intended 
to facilitate the safe and guideline-adherent provision 
of new and potentially costly cardiovascular therapies, 
but patients, clinicians, and payers struggle with their 
current implementation.4 The shared frustration around 
prior authorization is so widely recognized that the Cen-
ters for Medicare and Medicaid Services has specifically 
relaxed prior authorization requirements, and encour-
aged other payers to do the same, during the coronavi-
rus disease 2019 (COVID-19) pandemic to avoid delays 
in care known to be associated with these processes.4,5

These challenges present an opportunity to broadly 
improve prior authorization and achieve its intend-
ed goals by shifting to a new approach. This article 
describes the vision and efforts of the Prior Authoriza-
tion Learning Collaborative of The Value in Healthcare 
Initiative,1 a partnership between the American Heart 
Association and the Robert J. Margolis, MD, Center 
for Health Policy at Duke University. This collabora-
tion emerged in 2018 from a convening of experts 
hosted by the American Heart Association at the Value 
in Healthcare Summit, held to discuss barriers to high-
quality and high-value care for patients with cardiovas-
cular disease. Leaders at the Summit delineated areas 
with high potential to impact the value of cardiovascu-
lar care, which included prior authorization of cardio-
vascular drugs and services. The Learning Collaborative 
subsequently developed the project through literature 
review and in-person expert panel sessions to produce 
the presented recommendations. 

The broad spectrum of stakeholders involved in this 
Learning Collaborative—including patients, clinicians, 
academia, industry, health systems, payers, pharmacists, 
pharmacy benefit managers, and professional associa-
tion representatives—identified new strategies to make 
prior authorization more effective, efficient, and timely, 
that increase predictability for all stakeholders, and that 
improve outcomes for patients. The complete list of par-
ticipants is included in the Appendix in the Data Supple-
ment. This article is a guide for organizations aiming to 
reassess and streamline prior authorization in general 
and under the transition to value-based contracts. Figure 
presents a conceptual model of the recommendations of 
this article and consideration for their implementation.

GOALS AND CHALLENGES OF 
UTILIZATION MANAGEMENT
Almost all payers use some type of utilization manage-
ment.6 These are techniques used by or on behalf of 
purchasers of healthcare benefits to manage  healthcare 

costs by influencing patient care decision-making 
through case-by-case assessments of the appropriate-
ness of care before its provision.7 The most prevalent 
type of utilization management is prior authorization 
(sometimes called prior review, prior approval, prior 
notification, prospective review, preauthorization, pre-
determination, or precertification), a process where cli-
nicians must obtain advance payment coverage approv-
al from a health plan before providing a medical device, 
medication, procedure, service, or supply to a patient.7,8 
Cardiovascular therapies often subject to prior autho-
rization include PCSK9 (proprotein convertase subtili-
sin/kexin type 9) inhibitors, diagnostic catheterizations, 
electrophysiological device implantations, and stress 
echocardiograms. Medications and devices selected 
for utilization management tend to be those that are 
new, have individualized clinical guidelines, or are costly 
with potential for high plan expenditures. Nevertheless, 
all stakeholders report challenges with current prior 
authorization approaches.

Patient representatives in the collaborative iterated 
that prior authorization could lead to delays in receiving 
therapies,8 which may disproportionately affect those 
from underserved communities.9 According to a survey 
by the American Medical Association, 26% of physi-
cians report that prior authorization delayed their abil-
ity to prescribe medication by at least 3 to 5 business 
days, and 28% reported a delay that led to a serious 
adverse event for a patient.10 Further, a survey by the 
Association of Black Cardiologists in conjunction with 
the American College of Cardiology found that prior 
authorization may have the following impacts on under-
served and minority patients: delays in care, increased 
patient confusion, discontinuation of beneficial medi-
cations, decreased adherence to therapy, and overall 
worse outcomes.9 These effects can worsen already-
existing inequities in cardiovascular outcomes for these 
populations.9 A recent study of 139 036 patients who 
were prescribed PCSK9 inhibitors found that rejec-
tion of PCSK9 inhibitor coverage was associated with 
a 10% higher rate of cardiovascular events compared 
with those whose requests were approved, and rejec-
tions were more likely for women, racial minorities, and 
lower-income groups.11

Clinicians emphasized the significant time and 
resources spent handling prior authorization requests, 
which is costly and demoralizing.8 For example, prior 
authorization applications for PCSK9 inhibitors result-
ed in nearly 80%of initial prescriptions being denied, 
with less than half of requests ever receiving approval.12 
Additional staff are often hired to accommodate the 
workload.13 However, such staff may not always have 
the clinical knowledge required to successfully navigate 
prior authorization processes, leading to frequent mis-
communications between office staff and insurance 
plans and further delays and denials. In all, prior autho-
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rization can cost an estimated $2140 to $3430 annually 
per full time physician.14

Payers and pharmacy benefit managers in the col-
laborative highlighted how prior authorization requires 
significant expenditure of their time, money, and 
resources.15 Payers must convene clinicians and experts 
to examine clinical guidelines and evidence, review 
their own data on variations in treatment and prescrib-
ing patterns, and identify when and how to conduct 
prior authorization. This last step can involve develop-
ing questions, protocols, data algorithms, or techno-
logical dashboards for approval or appeal. After imple-
mentation, each prior authorization request is generally 
assessed on a case-by-case basis, based on published 
payer medical policies and formularies, requiring con-
tinual time and personnel resources.

PRIOR AUTHORIZATION UNDER 
VALUE-BASED PAYMENT CONTRACTS
The increased adoption of value-based payment, which 
has risen substantially over the past decade,16 provides 
an opportunity to reimagine utilization management 
and prior authorization as a more collaborative, value-
increasing process. Value-based payment intends to 
incent appropriate and guideline-concordant use of 
new therapies, which are key goals of prior authoriza-
tion. Although value-based payment approaches can 
exist in different forms, including bundled payments 
and population-based payments, they typically include 
some degree of clinician responsibility over total costs 

of care and quality performance. Population health-
focused value-based payment reforms have been asso-
ciated with improvements in cardiovascular care qual-
ity and utilization. For example, the Medicare Shared 
Savings Program has shown reductions in hospital 
admissions for patients with heart failure over time in 
Accountable Care Organizations (ACOs),17 and cardiol-
ogist involvement in Medicare Shared Savings Program 
ACOs reduces the cost of patients with cardiovascular 
disease while achieving similar quality.18 As of 2018, 
36% of healthcare dollars flow through value-based 
payment models, a substantial increase from prior 
years.16

Several major stakeholder groups represent-
ing American clinicians, hospitals, and payers have 
recently proposed new prior authorization approach-
es under value-based care,19,20 such as reducing or 
waiving prior authorization requirements for clinicians 
or healthcare organizations participating in value-
based payment contracts.15,21 Care model flexibility 
under these alternative payment models emphasizes 
a team-based, patient-centered, care coordination-
focused, collaboration with shared responsibility. This 
flexibility may promote and facilitate shared decision-
making, which is associated with improved patient-
reported outcomes and quality measures.22,23 How-
ever, in order for these new approaches to spread, 
though, payers and clinicians need practical guid-
ance. In this section, we discuss options for embed-
ding prior authorization into value-based payment 
contracts and highlight implementation examples 
(summarized in Table 1).

Figure. Reimagining and streamlining prior authorization.
Guiding principle of the conceptual model: The entire cardiovascular healthcare ecosystem (patients, clinicians, payers, industry, among others) stands to benefit 
from reassessing the current approach to prior authorization. aSummarized in Table 1; see full text for more detail and real-world examples. bSummarized in  
Table 2; see full text for more detail and real-world examples. cSummarized in Table 3; see full text for more detail and real-world examples. dSummarized in 
Table 4; see full text for more detail and real-world examples. PA indicates prior authorization.
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Relaxing or Waiving Prior Authorization 
for Population-Based Value-Based 
Payment Models
One approach for relaxing prior authorization require-
ments through value-based payment contracts is for 
payers to identify specific drugs, services, or proce-
dures that could have prior authorization requirements 
waived or reduced under population-based models if 
clinicians meet agreed-upon terms. Such terms could 
include meeting performance benchmarks on quality 
measures, demonstrating adherence to evidence-based 
guidelines, or meeting other performance targets.

An example of this approach is the current contract 
between Blue Cross and Blue Shield of Minnesota and 
Mayo Clinic. The organizations agreed to a target for 
lowering total costs of care, annual rate increases for 
Mayo Clinic, and Mayo Clinic’s assumption of down-
side financial risk (financial losses incurred if actual 
costs exceed benchmarks).24 In addition to these finan-
cial components, the contract includes the removal of 
prior authorization for specific conditions and treat-
ments, such as eye tumors and pediatric cancers receiv-
ing proton beam therapy, and creates a collaborative 
governing board to streamline prior authorization rules 
and processes and consider contractual additions to 
the list of services not needing prior authorization.25 
Another example is the North Carolina Department of 
Health and Human Services, which indicated in Janu-
ary 2020 that they are considering granting flexibilities 

to  Medicaid ACOs that take on early downside risk, 
including bypassing prior authorization.26 Finally, Blue 
Cross and Blue Shield of North Carolina indicated it will 
examine how prior authorization can be incorporated 
into their new value-based payment program, Blue 
Premier.27,28 This program involves the implementation 
of value-based payment contracts with primary care 
focused ACOs that will be accountable for costs and the 
quality of the care they provide to Blue Cross and Blue 
Shield of North Carolina beneficiaries. These arrange-
ments could be extended to cardiovascular care.

Table 1. Examples of Prior Authorization Under Value-Based Payment 
Contracts

Approach Key Examples

Population-based 
payment models  
(contract between payer 
and clinicians)

Blue Cross and Blue Shield of Minnesota and 
Mayo Clinic contract includes:

    Waiving prior authorization for specific 
conditions or procedures (eg, eye tumors, 
pediatric cancers receiving proton beam 
therapy); and

    Creating a collaborative governing board 
to help streamline prior authorization rules 
and processes, and consider additional 
conditions or services not needing prior 
authorization under the contract.

Episode-based payment 
models (contract between 
payer and clinicians)

Proposed approach could include:

    Bundling the prior authorization for 
procedures, medications, and durable 
medical equipment for a cardiovascular 
episode of care.

Pharmaceutical-based 
models (contract between 
payer and manufacturer)

Oklahoma’s Medicaid and Melinta contract 
regarding oritavancin includes:

    Listing oritavancin as a first-line treatment 
and waiving prior authorization for the 
drug.

    An agreement that, if the state 
experiences increased costs from using 
this drug, Melinta will have to cover those 
costs through rebates to the state.

Table 2. Implementation Considerations for Prior Authorization under 
Value-Based Payment Contracts

Implementation 
Challenge Strategies to Overcome

Shifting prior 
authorization 
from payers to 
health systems

Setting up a utilization 
management 
infrastructure within a 
health system.

The creation of a utilization 
management board that 
reviews the use of services 
within the system, assures 
appropriate prescribing 
patterns, and ultimately 
guarantees clinicians are 
following evidence-based 
guidelines. This process will 
require strong leadership 
engagement as well as 
cultural change. In some 
cases, existent institutional 
resources such as 
pharmacy and therapeutics 
committees may be able to 
step into this role.

Creating a collegial, 
transparent, peer-
to-peer approach 
to utilization 
management.

Requiring clinicians to rotate 
through the utilization 
management board when 
a health system enters 
a value-based payment 
contract. This can promote 
trust and an atmosphere of 
peer review and guideline 
education instead of top-
down rejection (ie, “my 
brother, not Big Brother” 
atmosphere), and helps 
educate clinicians on the 
effective use of utilization 
management.

Local context Rural practices 
may not have the 
infrastructure needed 
to participate in 
value-based payment 
contracts or to 
set up utilization 
management 
programs.

CINs are more widely 
available in rural areas and 
offer a way for small groups 
to keep some independence 
while tapping into larger 
resources. Virtual ACOs 
can support small and rural 
clinicians in engaging in 
value-based care.

State Medicaid policy 
can influence prior 
authorization use

Considering state-specific 
Medicaid laws that affect 
prior authorization will 
be important, especially if 
they facilitate waiving prior 
authorization under value-
based contracting.

ACO indicates Accountable Care Organizations; and CIN, clinically 
integrated networks.
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Bundling Prior Authorization in Episode-
Based Payment Models
A second potential approach involves the bundling of 
prior authorization for procedures, medications, and 
durable medical equipment that may be needed for an 
episode of care.15 This could allow clinicians to submit 
one prior authorization request that would cover the 
full episode of care instead of requesting authoriza-
tion for each individual procedure, medication, or other 
intervention. In these episode-based payment models, 
the contract could define the requirements clinicians 
would need to meet, such as quality or financial bench-
marks, to qualify for the bundled prior authorization. 
An example of this approach was not identified in our 
scan. However, cardiac care may be amenable to this 
approach because care bundles have been commonly 
used for heart failure and acute myocardial infarction.29

Integrating Prior Authorization into 
Value-Based Payment Models for 
Pharmaceuticals
Value-based payment contracts between payers and 
manufacturers of pharmaceuticals and devices repre-
sent a third approach. These contracts make a  payment 

for a drug or device dependent upon that drug or 
device’s effectiveness or outcome. Oklahoma’s Medic-
aid agency entered into such a contract with the phar-
maceutical company Melinta regarding payment for 
the antibiotic oritavancin,30 which purports to decrease 
the risk for hospitalization of patients during treatment. 
Prescription of this antibiotic to individuals on Medic-
aid in Oklahoma previously required prior authoriza-
tion because it was more expensive than comparator 
drugs for the same condition. Under this value-based 
payment contract, oritavancin is listed as first-line for 
treatment and prior authorization is no longer required. 
Melinta financially backed their claim that use of orita-
vancin would reduce hospitalizations enough for Okla-
homa Medicaid to offset the cost of its prescription. 
However, if the state does experience increased costs 
from using this drug, Melinta is contractually bound to 
cover those costs through rebates to the state (a form 
of downside risk). An example related to cardiovascular 
disease is the contract between the University of Pitts-
burgh Medical Center Health Plan and AstraZeneca for 
ticagrelor, a drug for patients following a heart attack.31

Regardless of the specific payment model, stake-
holders emphasized that these approaches should 
focus first on reducing prior authorization for services 
with relatively simpler guidelines and of lower risk to 
patients in the event of overuse, and then expand to 
more individualized, costly services with higher risk with 
overuse. This stepwise approach would allow organiza-
tions to learn what works best and have the greatest 
chance for successful implementation.

IMPLEMENTATION OF PRIOR 
AUTHORIZATION UNDER VALUE-
BASED PAYMENT CONTRACTS
Value-based contracting between payers, clinicians, 
and manufacturers require extending utilization 

Table 3. Strategies to Streamline Prior Authorization

Concept Strategy Description

Rewarding prior 
authorization 
success

Gold Card 
programs

Recognize clinicians who 
are regularly approved for 
prior authorization by lifting 
requirements for them for a 
time period.

Sunset programs Eliminate prior authorization 
for drugs and services that 
are regularly approved.

Reducing the 
manual burden of 
prior authorization

Electronic prior 
authorization

Prior authorization forms 
filled out electronically online 
can reduce personnel and 
resource burden.

Automated prior 
authorization

Use an algorithm (potentially 
informed by machine 
learning) to screen the 
prior authorization request 
and match it to the payer’s 
utilization policies. Rejected 
requests would be reviewed 
manually.

Addressing prior 
authorization early 
in the process

Increased 
information at 
point of care

Clinical Decision Support and 
real-time pharmacy benefit 
checks can be used to inform 
clinicians at the point of care 
whether prior authorization 
is warranted.

Proactive 
authorization

Patients with certain 
diagnoses or medical 
treatments are preapproved 
to have downstream 
tests or therapies that are 
typically requested for their 
conditions.

Table 4. Implementation Considerations for Streamlining Prior 
Authorization

Implementation 
Challenge Examples and Strategies to Overcome

Data needs and 
interoperability

The Smart Prior Authorization Project leverages 
data from the Delaware Health Information 
Network to identify physicians with consistent 
outcomes, and therefore receive prior 
authorization waivers.

Participation in initiatives that facilitate the 
standardization of information exchange, such 
as HL7’s FHIR Standard and the Da Vinci Project.

Limited standards and 
lack of adherence to 
standards

Physicians, patient groups, professional 
societies, and payers should work together to 
design clear treatment algorithms and criteria 
that apply to prior authorization. Furthermore, 
they should work to design a universal prior 
authorization form.

FHIR indicates Fast Healthcare Interoperability Resources; and HL7, Health 
Level Seven International.
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management responsibilities to clinicians and health 
systems; they will need to ensure appropriate and 
evidence-based use of testing and therapies by clini-
cians. Health systems and healthcare organizations 
without effective systems in place may have to stand 
up for their own utilization management programs. 
Setting up this type of infrastructure requires time, 
effort, resources, and new capabilities, although some 
organizations may not feel comfortable in their new 
role providing constraints on their own clinicians. This 
section synthesizes these and other implementation 
challenges, and it identifies solutions to help mitigate 
them (summarized in Table 2).

Setting Up Utilization Management 
Within a Health System
Although some organizations may have established 
models of review that can be adapted for greater uti-
lization management, such as pharmacy and thera-
peutics committees or institutional pharmacy benefit 
managers,32–34 other organizations may need to build a 
new infrastructure. If new systems are needed, an orga-
nization will first need to convene clinicians to examine 
clinical evidence guidelines and review their utilization 
data to identify areas of high variation in treatment 
and prescribing patterns and deviation from evidence-
based care. For these areas, they will need to decide 
which utilization management approach best guides 
appropriate care, which may include requiring clinical 
pathways for specific conditions, internal approval pro-
cesses for certain interventions or therapies, or mandat-
ing clinician responses, such as into a clinical decision 
support system, before allowing prescription of a given 
intervention or therapy.

Ensuring Utilization Management Is 
Collegial and Transparent
Clinicians are more likely to participate and invest ener-
gy in a transparent utilization management experience 
motivated by clinical safety, quality, and value, than a 
process governed by finances. Healthcare organizations 
should ensure transparency in their utilization manage-
ment approaches and collaborate with clinicians. This 
can effectively change the atmosphere from a histori-
cally top-down setup to one of collegial decision sup-
port tied to high-value outcomes, clinician education, 
and constructive peer review.

A real-world example produced by our Learning Col-
laborative is from Intermountain Healthcare, an inte-
grated, nonprofit health system in Utah. Intermoun-
tain assumed responsibility for utilization management 
when it moved to value-based care and reduced the 
number of drugs and services that required prior autho-

rization. When clinicians became accountable for costs, 
they invested energy into shaping their institutional uti-
lization management systems. The atmosphere of prior 
authorization evolved to focus on clinician education 
and participation, and clinicians were required to rotate 
on the utilization management board. This added spe-
cialty-specific insights to the board decision-making, and 
board members disseminated their experiences to their 
colleagues and service lines, raising the overall quality 
and safety of care. Intermountain framed a bottom-up 
approach to utilization management that emphasized 
patient safety and guideline adherence, and in some 
cases, clinicians requested reinstatement of utilization 
management where it had been initially removed to help 
block frequent patient requests for unwarranted tests or 
treatments. The Intermountain experience exemplifies 
how health systems can effectively engage clinicians in 
newly assumed prior authorization responsibilities.

Contextual Issues Affecting Utilization 
Management Adaptation
Some specific contexts may make adapting utilization 
management and prior authorization easier or more 
difficult; the following concepts were raised by our 
stakeholders. Although large healthcare organizations 
can establish utilization management programs for cli-
nicians that practice within their organization, they can-
not control the practice patterns for clinicians outside 
of their system. This may pose a challenge for some 
value-based payment models, such as ACOs, where 
patients have free choice of clinicians. In this case, the 
organization may either need to negotiate with the 
insurer about how to waive prior authorization or iden-
tify benefit designs that encourage seeking care within 
a value-based care network.

Practices in rural areas may be less likely to have the 
infrastructure needed to participate in value-based pay-
ment contracts or to set up their own utilization man-
agement programs.35 This limits their ability to adapt 
or internalize prior authorization procedures and could 
magnify existing inequities in healthcare provision in 
these communities. However, clinically integrated net-
works are available in rural areas and offer a way for 
small, rural groups to keep some independence while 
tapping into larger resources. Additionally, virtual ACOs 
created from multiple practices across large or discon-
tinuous areas can achieve economies of scale and risk 
dispersion and may support rural clinician engagement 
in value-based care.

State Medicaid policy can also influence prior autho-
rization use, in some instances encouraging its integra-
tion. For example, North Carolina is considering bypass-
ing prior authorization for its Medicaid ACOs that agree 
to take on downside financial risk at an earlier stage.26 
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This would facilitate the adoption more efficient prior 
authorization strategies.

STRATEGIES FOR STREAMLINING 
PRIOR AUTHORIZATION
Although prior authorization could be waived or inte-
grated by health systems under value-based payment 
programs, payers may keep prior authorization intact 
in some situations because of concerns about patient 
safety, guideline adherence, or healthcare expendi-
tures. In this section, we discuss additional strategies 
to streamline prior authorization in these settings (sum-
marized in Table 3).

Audit-Based Systems: Gold Carding 
Physicians
One approach to streamlining prior authorization is an 
audit-based system where prospective prior authoriza-
tion is waived for clinicians deemed high-performing. 
This gold carding recognizes clinicians who regularly have 
prior authorizations approved and lifts requirements for 
them for a time period. Blue Cross and Blue Shield of 
Nebraska have allowed clinicians who reached gold card 
status to use a special fax sheet for automatic approval 
since 2018.36,37 Under this program, a clinician must have 
a low denial rate of (≤6%) for 9 to 12 months, and is 
awarded gold card status for 12 months. Similarly, Ver-
mont’s gold carding system for radiology procedures38 
required a denial rate of ≤3% on at least 100 imaging 
requests in 18 months, and Alabama39 required a ≤5% 
denial rate in the same time period.

Audit based systems, however, could potentially 
exacerbate existing inequities in cardiovascular care. 
Larger integrated health systems often have more time 
and resources to successfully obtain prior authorization 
approvals and appeals, especially compared with small-
er practices. In contrast, some Medicaid and lower-cost 
managed care plans may have lower prior authorization 
approval rates than more expensive plans. Therefore, it 
is possible for audit-based systems to worsen inequities, 
as patients served by larger health systems would have 
increased access to drugs and services compared with 
lower resource settings. Payers must consider support-
ing resource-constrained practices when implementing 
such solutions.

Although conceptually appealing, implementation 
of audit-based systems is also challenged by difficulties 
identifying high-performing clinicians with available 
data. Although this data challenge could be overcome 
by health information exchanges or similar data aggre-
gation or exchange systems, it can also be difficult to 
differentiate clinicians who attempt to practice in accor-
dance with guidelines but need assistance, from those 

who may dishonestly provide services. Additionally, it is 
unclear whether a small percentage of clinicians have 
difficulty making prior authorization requests all the 
time, or whether most clinicians make honest mistakes 
a small percentage of the time, which would make 
identifying clinicians for gold carding less feasible.

Sunset Programs
Prior authorization and utilization management programs 
need to be regularly monitored to identify therapeutics 
and services that are regularly approved across the board 
and can be sunset. This approach reduces the burden of 
prior authorization by pruning those that do not affect 
clinical practice. One Learning Collaborative member 
found it was useful to monitor prior authorization approv-
al, appeal, and rejection rates on a quarterly basis.

Electronic and Automated Prior 
Authorization
The work required for prior authorization is substantial, 
leading 36% of physicians to employ a staff member 
to handle it exclusively.10 This can be onerous or infea-
sible for smaller clinical practices or clinicians caring for 
underserved populations. One way to reduce the bur-
den is through digital solutions, such as electronic prior 
authorization, which can reduce the time per transac-
tion from 20 to 6 minutes and the cost from $7.50 to 
$1.89 per transaction.40

In practice, physicians have shown great willingness 
to adopt electronic prior authorization. A real-world 
example produced by our Learning Collaborative is from 
Humana. Cardiology prior authorization for Humana’s 
members is provided by HealthHelp, which offers both 
Web-based and telephonic systems. In 2018, 74% of 
the Humana HealthHelp orders were submitted over the 
internet. Similar digital services include CoverMyMeds41 
and Surescripts,42 but a lack of vendor support remains 
an important impediment. Only 12% of prior authori-
zation transactions are currently completely electronic 
end-to-end,43 however, with many prior authorizations 
still incorporating fax and telephone in addition to elec-
tronic transactions, secure email, and portals.

Automated prior authorization is a further step into 
a streamlined electronic prior authorization system. It 
aims to make the process quicker, by using an algo-
rithm to initially screen the request and match it to the 
payer’s utilization policies. Initial approval (or disap-
proval) can occur within 60 seconds, though appeals 
will continue to need human review, especially for 
some complex conditions. America’s Health Insurance 
Plans launched the Fast Prior Authorization Technology 
Highway Initiative in January 2020, aiming to effectively 
employ electronic and automated technologies in par-
ticipating payers across the country, including Anthem, 
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Cigna, Blue Shield of California, and others.44 Fast Prior 
Authorization Technology Highway hopes to improve 
prior authorization processes for both prescription 
medications and medical and surgical procedures by 
committing to using Surescripts and Availity (a multi-
payer portal that extends information immediately to 
clinicians on prior authorization requirements).44

Proactive Authorization
One strategy that builds off automated prior autho-
rization is proactive authorization. This strategy uses 
automation to flag certain diagnoses, events, or usage 
of certain drugs, devices, or procedures that are likely 
to identify the need for a guideline-indicated therapy 
requiring prior authorization further downstream. The 
flag will trigger the system to automatically authorize 
that therapy when it is requested later. This strategy 
has been successfully used and recommended by some 
payers in the Learning Collaborative.

Increased Information at the Point of 
Care
Clinical decision support can be leveraged to provide 
prior authorization-related information at the moment 
of care documentation in the electronic health record. 
These systems could let clinicians know in real-time 
whether prior authorization is warranted, such as 
through real-time pharmacy benefit checks.

Use of clinical decision support may reduce or eliminate 
prior authorization by keeping clinicians up to date with 
guidelines and clinical evidence. Some clinical decision 
support systems ask specific questions clinicians should 
consider before prescribing a therapy, or the systems may 
provide guidance based on a patient’s condition, history, 
and prior treatments. As of January 2020, The Protect-
ing Access to Medicare Act of 2014 now requires phy-
sicians to consult a Centers for Medicare and Medicaid 
Services-approved clinical decision support mechanism 
using appropriate use criteria before ordering imaging 
services in order for claims to be paid.15 Though the tool 
must only be consulted (not adhered to) under Protecting 
Access to Medicare Act, such procedures can encourage 
evidence-based use of drugs and services.

General Strategies to Improve Payer-
Clinician Interactions
Payers can also provide feedback in a collegial, trans-
parent, peer-to-peer way during prior utilization. One 
real-world example produced by our Learning Collab-
orative is from Humana, which has a nondenial model 
for prior authorization. In this system, a prior authori-
zation denial triggers a physician to physician peer-to-
peer conversation about the request through Humana’s 

HealthHelp platform. This discussion with the ordering 
physician determines appropriateness. For instance, 
a catheterization may be approved even if the case 
does not qualify by Humana guidelines if the cardiol-
ogist feels strongly that the cardiac catheterization is 
right for the patient. Humana believes this nondenial 
approach enables an educative conversation to occur 
between the ordering physician and the peer physician, 
without the defensiveness that might transpire under 
the threat of denial. Humana analyzed the effect of this 
approach on cardiac catheterization and found that, in 
2015, 86.6% of diagnostic catheterization orders that 
were deemed potentially nonindicated, and 72.8% of 
diagnostic catheterization orders that were deemed to 
have inadequate initial justification, were considered 
appropriate by the peer physician after peer-to-peer 
discussion. The remaining 13.4% and 27.2% of orders, 
respectively, resulted in no consensus, and the order-
ing physician ultimately controlled whether the proce-
dure occurred.45 Additionally, there is evidence that this 
approach does not necessarily lead to higher levels of 
utilization.46

IMPLEMENTATION CONSIDERATIONS 
FOR STREAMLINING PRIOR 
AUTHORIZATION
Organizations may face multiple barriers when 
attempting to streamline prior authorization in clini-
cal practice, and many clinicians need support to 
manage these changes. Some professional organiza-
tions, such as Association of Black Cardiologists, pro-
vide valuable resource kits to members to help navi-
gate prior authorization, but further issues remain.47 
Some additional challenges and potential solutions 
are summarized in Table 4.

Data Needs and Interoperability
The digital approaches to improve prior authorization 
processes rely on access to and sharing of valid and 
timely data. These data help payers identify clinicians 
and therapies that may be candidates for reduced, 
waived, or bundled prior authorization approaches. 
One approach to providing such data is the Smart Prior 
Authorization Project from the Medical Society of Dela-
ware and Medscient, a healthcare tech company. This 
project leverages data from the Delaware Health Infor-
mation Network to identify clinicians who have consis-
tently strong outcomes from a procedure and provides 
those clinicians with prior authorization waivers. The 
project also uses data on patients who have recurring 
medical events that may be good candidates for waiv-
ing prior authorization requirements.48,49
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Data interoperability is also crucial for the elec-
tronic prior authorization process, especially for 
those that seek to use electronic health record data 
for understanding a patient’s health conditions and 
course of treatment. Although there is no current uni-
versal standard, the Office of the National Coordina-
tor for Health Information Technology has continued 
its work on improving interoperability, with a task 
force to increase the use of an HL7’s Fast Healthcare 
Interoperability Resources Standard.50 Similarly, the 
Da Vinci Project51 is creating pilots to provide stan-
dards for the exchange of information using Fast 
Healthcare Interoperability Resources. Specifically, 
the Da Vinci Project has developed use cases utilizing 
Fast Healthcare Interoperability Resources constructs 
including Coverage Requirements Discovery, which 
provides coverage details to clinicians in real-time, and 
the Documentation Templates and Coverage Rules, 
which incorporates benefit information into clinical 
decision support modules. The Centers for Medicare 
and Medicaid Services Documentation Requirement 
Lookup Service is also working with these projects to 
streamline coverage benefit information in Medicare 
workflows.52

Limited Standards and Lack of Adherence 
to Standards
Despite the need for uniformity, there is no clear guid-
ance and standards on the required data or compo-
nents for prior authorization. The standards organi-
zation Council for Affordable Quality Healthcare, Inc 
has a Committee on Operating Rules for Information 
Exchange focused on reducing manual claims man-
agement and processes.53 The committee has imple-
mented standards to create common infrastructure 
and data content for prior authorization, addressing 
real-time processing and response times, as well as 
identify necessary data for successful prior authoriza-
tion requests and approvals. Further work must be 
done, however, to simplify this process if there is to 
be a universal prior authorization form. Alternatively, 
the Accredited Standards Committee X12 278 Health 
Care Services Request for Review and Response is the 
mandated standard electronic transaction under the 
Health Insurance Portability and Accountability Act but 
has not been implemented widely.8 One reason is that 
many physicians find that even after using the elec-
tronic transaction, they still must complete the process 
manually. Additionally, many health plans still require 
manual review. Similarly, the National Council for Pre-
scription Drug Programs issued the SCRIPT standard for 
electronic prior authorization in 2013 (which provides 
a standard for electronically exchanging information 
between clinicians and payers), but it also has not been 
adopted widely.8

CONCLUSIONS
There is opportunity to reimagine the existing prior 
authorization system to benefit patients, clinicians, 
payers, and other healthcare stakeholders. This article 
highlights ways to use value-based payment contract-
ing to rethink prior authorization as well as mechanisms 
to streamline existing prior authorization. However, to 
move the field of cardiovascular disease from concept 
to implementation, the American Heart Association 
Prior Authorization Learning Collaborative calls for col-
lective action across the healthcare ecosystem:

• Payers should reconsider the role of prior autho-
rization within value-based payment contracting, 
especially opportunities related to cardiovascular 
therapies;

• Payers should further implement strategies aimed 
at reducing prior authorization for clinicians who 
have consistently received prior authorization 
approvals; restructuring prior authorization pro-
cesses to be more transparent, collegial, and peer-
to-peer in nature; and making prior authorization 
electronic and automated (including addressing 
prior authorization upstream and at the point of 
care);

• Health systems that newly assume utilization 
management responsibilities under value-based 
payment contracting should design utilization 
management processes that are transparent, colle-
gial, and peer-to-peer in nature (including rotating 
physicians through the utilization management 
board) and integrate prior authorization with their 
electronic health record  (including with clinical 
decision support systems);

• Payers and other stakeholders should work 
together to develop and consistently implement 
universal prior authorization forms and common 
prior authorization data standards, especially as 
they relate to cardiovascular therapies; and

• A multistakeholder group should design clear 
treatment algorithms and criteria that apply to 
prior authorization of cardiovascular therapies.

With the implementation of these strategies, the 
healthcare system may increase appropriate use of 
healthcare therapies while reducing administrative bur-
den on clinicians and improving patient care.
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