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Foreword

This booklet contains policy excerpts from the AMA’s PolicyFinder that are of special
interest to the Women Physicians Congress and does not represent the complete list of
AMA policies. For a complete listing of all AMA policies, consult the AMA’s PolicyFinder
at http://www.ama-assn.org/ama/noindex/category/11760.html.
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AMA Policy Compendium on Issues Relating to
Women in Medicine and Women’s Health

Contraception

H-5.982 Late-Term Pregnancy Termination Techniques

(1) The term @artial birth abortion@s not a medical term. The AMA will use the term "intact
dilatation and extraction"(or intact D&X) to refer to a specific procedure comprised of the
following elements: deliberate dilatation of the cervix, usually over a sequence of days;
instrumental or manual conversion of the fetus to a footling breech; breech extraction of the
body excepting the head; and partial evacuation of the intracranial contents of the fetus to effect
vaginal delivery of a dead but otherwise intact fetus. This procedure is distinct from dilatation
and evacuation (D&E) procedures more commonly used to induce abortion after the first
trimester. Because @artial birth abortion@s not a medical term it will not be used by the AMA.
(2) According to the scientific literature, there does not appear to be any identified situation in
which intact D&X is the only appropriate procedure to induce abortion, and ethical concerns
have been raised about intact D&X. The AMA recommends that the procedure not be used
unless alternative procedures pose materially greater risk to the woman. The physician must,
however, retain the discretion to make that judgment, acting within standards of good medical
practice and in the best interest of the patient. (3) The viability of the fetus and the time when
viability is achieved may vary with each pregnancy. In the second-trimester when viability may
be in question, it is the physician who should determine the viability of a specific fetus, using the
latest available diagnostic technology. (4) In recognition of the constitutional principles regarding
the right to an abortion articulated by the Supreme Court in Roe v. Wade, and in keeping with
the science and values of medicine, the AMA recommends that abortions not be performed in
the third trimester except in cases of serious fetal anomalies incompatible with life. Although
third-trimester abortions can be performed to preserve the life or health of the mother, they are,
in fact, generally not necessary for those purposes. Except in extraordinary circumstances,
maternal health factors which demand termination of the pregnancy can be accommodated
without sacrifice of the fetus, and the near certainty of the independent viability of the fetus
argues for ending the pregnancy by appropriate delivery. (BOT Rep. 26, A-97; Modified and
Reaffirmed: CSAPH Rep. 3, A-07)

D-75.997 Access to Emergency Contraception

1. Our AMA will: (a) intensify efforts to improve awareness and understanding about the
availability of emergency contraception in the general public; and (b) support and monitor the
application process of manufacturers filing for over-the-counter approval of emergency
contraception pills with the Food and Drug Administration (FDA). 2. Our AMA: (a) will work in
collaboration with other stakeholders (such as American College of Obstetricians and
Gynecologists, American Academy of Pediatrics, and American College of Preventive Medicine)
to communicate with the National Association of Chain Drug Stores and the National
Community Pharmacists Association, and request that pharmacies utilize their web site or other
means to signify whether they stock and dispense emergency contraception, and if not, where it
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can be obtained in their region, either with or without a prescription; and (b) urges that
established emergency contraception regimens be approved for over-the-counter access to
women of reproductive age, as recommended by the relevant medical specialty societies and
the US Food and Drug Administration’s own expert panel. (CMS Rep. 1, A-00; Appended: Res.
506, A-07)

H-75.986 Drug Interactions Between Oral Contraceptives and Antibiotics

It is the policy of the AMA that: (1) women who are prescribed rifampin concomitantly with oral
contraceptives are faced with a significant risk of oral contraceptive failure and should be
counseled about the additional use of nonhormonal contraceptive methods during the course of
rifampin therapy; and (2) women using combined oral contraceptives should be informed about
the small risk of interactions with antibiotics and that it is not possible to identify in advance the
women who may be at risk of oral contraceptive failure. Women who are not comfortable with
the small risk of interaction should be counseled about the additional use of nonhormonal
contraceptive methods. Women who have had previous oral contraceptive failures or who
develop breakthrough bleeding during concomitant use of antibiotics and oral contraceptives
should be counseled about the use of alternate methods of contraception if they engage in
intercourse during the period of concomitant use, as they may be part of the subset of women at
high risk of contraceptive failure. (CSA Rep. 8, A-00)

H-75.987 Reducing Unintended Pregnancy

Our AMA: (1) urges health care professionals to provide care for women of reproductive age, to
assist them in planning for pregnancy and support age-appropriate education in esteem
building, decision-making and family life in an effort to introduce the concept of planning for
childbearing in the educational process; and (2) supports reducing unintended pregnancies as a
national goal. (Res. 512, A-97; Reaffirmed: CSAPH Rep. 3, A-07)

H-75.991 Requirements or Incentives by Government for the Use of Long-Acting
Contraceptives

(1) Involuntary use of long-acting contraceptives because of child abuse raises serious
guestions about a person® fundamental right to refuse medical treatment, to be free of cruel
and unusual punishment, and to procreate. The state® compelling interest in protecting children
from abuse may be served by less intrusive means than imposing contraception on parents who
have committed child abuse. The needs of children may be better met by providing close
supervision of the parents, appropriate treatment and social services, and foster placement care
when necessary. There is not sufficient evidence to demonstrate that long-acting contraceptives
are an effective social response to the problem of child abuse. Before long-acting
contraceptives could be considered as a response to individual cases of child abuse, the issue
would need to be addressed by society broadly. Society must be careful about taking shortcuts
to save resources when constitutional rights are involved. (2) Serious questions are raised by
plea bargains, or negotiations with child welfare authorities, that result in the use of long-acting
contraceptives. Such agreements are made in inherently coercive environments that lack
procedural safeguards. In addition, cultural and other biases may influence decisions by the
state to seek the use of a long-acting contraceptive. (3) If welfare or other government benefits
were based on the use of long-acting contraceptive agents, individuals would be required to
assume a potentially serious health risk before receiving their benefits. Government benefits
should not be made contingent on the acceptance of a health risk. (4) Individuals should not be
denied access to effective contraception because of their indigence. Use of long-acting
contraceptives should be covered by Medicaid and other health insurance programs, both public
and private. (5) Long-acting contraceptives may be medically contraindicated. Assessing the
health risks of long-acting contraceptives is substantially outside the purview of courts and
legislatures. (BOT Rep. EE, I-91; Reaffirmed: Sunset Report, I-01; Reaffirmation A-04)
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H-75.993 Contraceptive Research

Our AMA encourages the development of federally funded programs to support the continued
development of safe and effective contraceptives. (Res. 283, A-90; Reaffirmed: Sunset Report,
[-00)

H-75.995 Contraceptive Advertising

Our AMA supports the concept of providing accurate and balanced information on the
effectiveness, safety and risks/benefits of contraception in all public media and urges that such
advertisements include appropriate information on the effectiveness, safety and risk/benefits of
various methods. (Res. 4, A-87; Reaffirmed: Sunset Report, 1-97; Reaffirmed: CSAPH Rep. 3,
A-07)

H-75.998 Opposition to HHS Regulations on Contraceptive Services for Minors

(1) Our AMA continues to oppose regulations that require parental notification when prescription
contraceptives are provided to minors through federally funded programs, since they create a
breach of confidentiality in the physician-patient relationship. (2) The Association encourages
physicians to provide comparable services on a confidential basis where legally permissible.
(Sub. Res. 65, 1-82; Reaffirmed: CLRPD Rep. A, 1-92; Reaffirmed: BOT Rep. 28, A-03;
Reaffirmed: Res. 825, 1-04)

H-170.968 Sexuality Education, Abstinence, and Distribution of Condoms in Schools

Our AMA: (1) Recognizes that the primary responsibility for family life education is in the home,
and additionally supports the concept of a complementary family life and sexuality education
program in the schools at all levels, at local option and direction; (2) Urges schools to
implement comprehensive, developmentally appropriate sexuality education programs that: (a)
are based on rigorous, peer reviewed science; (b) show promise for delaying the onset of
sexual activity and a reduction in sexual behavior that puts adolescents at risk for contracting
human immunodeficiency virus (HIV) and other sexually transmitted diseases and for becoming
pregnant; (c) include an integrated strategy for making condoms available to students and for
providing both factual information and skill-building related to reproductive biology, sexual
abstinence, sexual responsibility, contraceptives including condoms, alternatives in birth control,
and other issues aimed at prevention of pregnancy and sexual transmission of diseases; (d)
utilize classroom teachers and other professionals who have shown an aptitude for working with
young people and who have received special training that includes addressing the needs of gay,
lesbian, and bisexual youth; (e) include ample involvement of parents, health professionals, and
other concerned members of the community in the development of the program; and (f) are part
of an overall health education program; (3) Continues to monitor future research findings
related to emerging initiatives that include abstinence-only, school-based sexuality education,
and school-based condom availability programs that address sexually transmitted diseases and
pregnancy prevention for young people and report back to the House of Delegates as
appropriate; (4) Will work with the United States Surgeon General to design programs that
address communities of color and youth in high risk situations within the context of a
comprehensive school health education program; (5) Opposes the sole use of abstinence-only
education, as defined by the 1996 Temporary Assistance to Needy Families Act (P.L. 104-193),
within school systems; (6) Endorses comprehensive family life education in lieu of abstinence-
only education, unless research shows abstinence-only education to be superior in preventing
negative health outcomes; and (7) Supports federal funding of comprehensive sex education
programs that stress the importance of abstinence in preventing unwanted teenage pregnhancy
and sexually transmitted infections, and also teach about contraceptive choices and safer sex,
and opposes federal funding of community-based programs that do not show evidence-based
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benefits. (CSA Rep. 7 and Reaffirmation 1-99; Reaffirmed: Res. 403, A-01; Modified Res. 441,
A-03; Appended: Res. 834, 1-04)

Diversity

D-200.988 Strategies for Increasing Diversity in the Health Care Workforce

Our American Medical Association commend the Institute of Medicine on its report, “In the
Nation’s Compelling Interest: Ensuring Diversity in the Health Care Workforce,” and develop
recommendations for specific strategies to increase workforce diversity with a report back to the
House of Delegates at the 2007 Annual Meeting. (Res. 304, A-06)

H-200.951 Strategies for Enhancing Diversity in the Physician Workforce

Our AMA supports increased diversity across all specialties in the physician workforce in the
categories of race, ethnicity, gender, sexual orientation/gender identity, socioeconomic
origin and persons with disabilities. (CME Rep. 1, 1-06)

Drugs / Medication

D-120.968 Pharmacy Review of First Dose Medication

1. Our AMA will advocate with the Joint Commission on Accreditation of Healthcare
Organizations and other appropriate bodies to revise JCAHO’s medication reconciliation
standard (MM 4.10) and its National Patient Safety Goal 8 (NPSG8) so that medication
administered in a hospital setting does not require first dose review by a pharmacist.

2. Itis AMA policy that a pharmacist should be available in person or by other means for
consultation when medication is administered in a hospital setting. (Res. 808, 1-06)

D-120.969 FDA Oversight of Bioidentical Hormone (BH) Preparations

Our AMA will: (1) urge the Food and Drug Administration (FDA) to conduct surveys for purity
and dosage accuracy of all compounded "bioidentical hormone" formulations; (2) urge the FDA
to require mandatory reporting by drug manufacturers, including compounding pharmacies, of
adverse events related to the use of "bioidentical hormones"; (3) urge the FDA to create a
registry of adverse events related to the use of compounded "bioidentical hormone"
preparations; (4) request that the FDA require the inclusion of uniform patient information, such
as warnings and precautions, in packaging of compounded "bioidentical hormone" products;
and (5) urge the FDA to prohibit the use of the term "bioidentical hormones" unless the
preparation has been approved by the FDA. (Res. 706, I-06)

Equality

E-9.035 Gender Discrimination in the Medical Profession

Physician leaders in medical schools and other medical institutions should take immediate steps
to increase the number of women in leadership positions as such positions become open. There
is already a large enough pool of female physicians to provide strong candidates for such
positions. Also, adjustments should be made to ensure that all physicians are equitably
compensated for their work. Women and men in the same specialty with the same experience
and doing the same work should be paid the same compensation. Physicians in the workplace
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should actively develop the following: (1) retraining or other programs which facilitate the re-
entry of physicians who take time away from their careers to have a family; (2) on-site child care
services for dependent children; and (3) policies providing job security for physicians who are
temporarily not in practice due to pregnancy or family obligations. Physicians in the academic
medical setting should strive to promote the following: (1) extension of tenure decisions through
"stop the clock" programs, relaxation of the seven year rule, or part-time appointments that
would give faculty members longer to achieve standards for promotion and tenure; (2) more
reasonable guidelines regarding the appropriate quantity and timing of published material
needed for promotion or tenure that would emphasize quality over quantity and that would
encourage the pursuit of careers based on individual talent rather than tenure standards that
undervalue teaching ability and overvalue research; and (3) fair distribution of teaching, clinical,
research, administrative responsibilities, and access to tenure tracks between men and women.
Also, physicians in academic institutions should consider formally structuring the mentoring
process, possibly matching students or faculty with advisors through a fair and visible system.
Where such policies do not exist or have not been followed, all medical workplaces and
institutions should create strict policies to deal with sexual harassment. Grievance committees
should have broad representation of both sexes and other groups. Such committees should
have the power to enforce harassment policies and be accessible to those persons they are
meant to serve. Grantors of research funds and editors of scientific or medical journals should
consider blind peer review of grant proposals and articles for publication to help prevent bias.
However, grantors and editors will be able to consider the author’s identity and give it
appropriate weight. (II, VII) Issued June 1994 based on the report "Gender Discrimination in the
Medical Profession," adopted June 1993 (Women’s Health Issues. 1994; 4: 1-11)

H-65.974 Gender Based Violence

Our AMA: (1) opposes inhumane treatment of people of both genders; (2) encourages the
World Health Association, the World Medical Association, and other relevant organizations to
continue studying and monitoring gender-based violence throughout the world; and (3)
encourages the development of programs to educate and alert all cultures to remaining
practices of inhumane treatment based on gender and promote recognition of abusive practices
and adequate health care for victims thereof. (Res. 404, A-06)

H-65.996 Equal Rights for Men and Women
The AMA affirms the concept of equal rights for men and women. (Res. 104, A-81; Reaffirmed:
CLRPD Rep. F, 1-91; Reaffirmed: Sunset Report, 1-01)

H-215.965 Hospital Visitation Privileges for GLBT Patients

Our American Medical Association encourage all hospitals to add to their rules and regulations,
and to their Patient’s Bill of Rights, language permitting same sex couples and their dependent
children the same hospital visitation privileges offered to married couples. (OMSS Res. 733, A-
06)

H-525.989 Women®@ Vietnam Memorial in Washington, DC

Our AMA honors the contributions made by United States nurses and other servicewomen, and
supports the Vietham Women® Memoarial Project, Inc., by disseminating to all of the state
medical societies information concerning this honorable project, thereby allowing all physicians
the opportunity to show their appreciation to our women colleagues by supporting this great and
lasting endeavor. (Res. 19, A-91; Reaffirmed: Sunset Report, 1-01)
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General Women’s Health

D-170.995 Human Papillomavirus (HPV) Inclusion in High School Education Curricula
Our AMA will: (1) strongly urge existing school health education programs to emphasize the
high prevalence of human papillomavirus in both males and females, the causal relationship of
HPV to genital lesions and cervical cancer, and the importance of routine pap smears in the
early detection of cervical cancer; and (2) urge that students and parents be educated about
HPV and the availability of the HPV vaccine. (Res. 418, A-06)

H-55.978 Expanding Post-Mastectomy Options for Cancer Survivors

Our AMA recommends that third party payers provide coverage and reimbursement for
medically necessary breast cancer treatments including but not limited to prophylactic
contralateral mastectomy and/or oophorectomy. (Res. 107, A-03)

H-55.984 Screening and Treatment for Breast and Cervical Cancer

The AMA: (1) supports increased funding for comprehensive programs to screen low income
women for breast and cervical cancer and to assure access to definitive treatment; and (2)
encourages state and local medical societies to monitor local public health screening programs
to assure that they are linked to treatment resources in the public or private sector. (Res. 411,
A-92; Reaffirmed: CSA Rep. 8, A-03)

H-55.985 Screening and Education Programs for Breast and Cervical Cancer Risk
Reduction

Our AMA supports (1) programs to screen all women for breast and cervical cancer and that
government funded programs be available for low income women and (2) the development of
public information and educational programs with the goal of informing all women about routine
cancer screening in order to reduce their risk of dying from cancer. (Res. 418, 1-91; Reaffirmed:
Sunset Report, I-01)

H-55.992 Reimbursement for Breast Reconstruction

The AMA recognizes the validity of contralateral breast procedures needed for the achievement
of symmetry in size and shape, and urges recognition of these ancillary procedures by Medicare
and all other third parties for reimbursement when documentation of medical necessity is
provided. (Res. 36, 1-85; Reaffirmed by CLRPD Rep. 2, 1-95)

H-55.993 Early Detection of Breast Cancer

(1) The AMA supports public education efforts to help women recognize their important role in
breast self-examination and to encourage them to report immediately to their physicians any
changes that they notice. (2) The AMA encourages physicians to educate their patients in the
process of breast cancer detection, emphasizing the technique of self-examination of their
breasts. (3) Physicians requesting mammographic examinations should refer their patients to
radiologists who use properly functioning equipment that provides the best image resolution at
the lowest level of radiation exposure (less than one rad to mid breast for two views of both
breasts). (4) Physicians are encouraged to recognize the importance of mammography as an
effective screening device to detect early breast cancer. (5) The AMA encourages
pharmaceutical companies to include in the packaging of their contraceptives, and all female
hygiene products, materials which promote the package and correct techniques of breast self-
examination, and which stress the importance of physician breast examinations and appropriate
use of screening mammography. (CSA Rep. A, 1-83; Reaffirmed: CLRPD Rep. I1-93-1; Res. 501,
[-95)
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H-55.997 Refusal of Third Party Payers to Pay for Reconstructive Surgery of the Breast to
Correct Deformities

Our AMA believes that reconstruction of the breast for rehabilitation of the postmastectomy
cancer patient should be considered reconstructive surgery rather than aesthetic surgery. (Sub.
Res. 174, A-79; Reaffirmed: CLRPD Rep. B, 1-89; Reaffirmed: Sunset Report, A-00)

H-75.988 Extension of Medicaid Coverage for Family Planning Services

The AMA supports legislation that will allow states to extend Medicaid coverage, based on the
eligibility standard applied for children and pregnant women, for contraceptive education and
services for at least two years postpartum for all eligible women. (Sub. Res. 201, 1-93;
Reaffirmed: BOT Rep. 28, A-03)

H-150.947 Mercury and Fish Consumption: Medical and Public Health Issues

AMA policy is that: (1) Women who might become pregnant, are pregnant, or who are nursing
should follow federal, state, and local advisories on fish consumption. Because these advisories
may differ, the most protective advisory should be followed. (2) Physicians should (a) assist in
educating patients about the relative mercury content of fish and shellfish products; (b) make
patients aware of the advice contained in both national and regional consumer fish consumption
advisories; and (c) have sample materials available, or direct patients to where they can access
information on national and regional fish consumption advisories. (3) Testing of the mercury
content of fish should be continued by appropriate agencies; results should be publicly
accessible and reported in a consumer-friendly format. (4) Given the limitations of national
consumer fish consumption advisories, the Food and Drug Administration should consider the
advisability of requiring that fish consumption advisories and results related to mercury testing
be posted where fish, including canned tuna, are sold. (CSA Rep. 13, A-04)

H-330.905 Adequate Reimbursement for Screening Mammography

Our AMA supports pending legislation and/or seeks regulation that would enhance women®
timely access to mammography services by adequate payment for Medicare screening and
diagnostic mammography at a rate commensurate with the cost of services by apportioning
additional funds from the general fund and by not requiring reduction in payment for any other
services. (Sub. Res. 231, A-01; Modified: Res. 103, A-04)

H-420.959 Access to Comprehensive Reproductive Health Care

(1) In the case of mergers and/or acquisitions of health care systems, our AMA support action to
ensure continued patient access to pregnancy prevention services within the community,
including tubal sterilization and vasectomy. (2) When reproductive services are a covered
benefit, our AMA shall seek enforcement of existing law which requires health plans to be
responsible to provide access to those services for their enrollees. (3) Our AMA vigorously
opposes the interference by third parties with privileged patient-physician communications,
including those concerning reproductive health care. (4) Our AMA reaffirms its policy that
neither physician, hospital, nor hospital personnel shall be required to perform any act violative
of personally held moral principles. (Sub. Res. 218, A-00)

H-440.872 HPV Vaccine and Cervical Cancer Prevention Worldwide

1. Our AMA (a) urges physicians to educate themselves and their patients about HPV and
associated diseases, HPV vaccination, as well as routine cervical cancer screening; and (b)
encourages the development and funding of programs targeted at HPV vaccine introduction and
cervical cancer screening in countries without organized cervical cancer screening programs.

2. Our AMA will intensify efforts to improve awareness and understanding about HPV and
associated diseases, the availability and efficacy of HPV vaccinations, and the need for routine
cervical cancer screening in the general public. 3. Our AMA (a) encourages the integration of
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HPV vaccination and routine cervical cancer screening into all appropriate health care settings
and visits for adolescents and young adults, and (b) supports the availability of the HPV vaccine
and routine cervical cancer screening to appropriate patient groups that benefit most from
preventive measures, including but not limited to low-income and pre-sexually active
populations. (Res. 503, A-07)

H-525.980 Expansion of AMA Policy on Female Genital Mutilation

The AMA (1) condemns the practice of female genital mutilation (FGM); (2) considers FGM a
form of child abuse; (3) supports legislation to eliminate the performance of female genital
mutilation in the United States and to protect young girls and women at risk of undergoing the
procedure; and (4) supports that physicians who are requested to perform female genital
mutilation on a patient provide culturally sensitive counseling to educate the patient and her
family members about the negative health consequences of the procedure, and discourage
them from having the procedure performed. Where possible, physicians should refer the patient
to social support groups that can help them cope with changing societal mores. (CSA Rep. 5 -I-
94; Res. 513, A-96)

H-525.984 Breast Implants

Our AMA: (1) supports the FDA® request that women be fully informed about the risks and
benefits associated with breast implants and that once fully informed the patient should have the
right to choose; (2) urges physicians to recognize and address the considerable public anxiety
concerning the safety of breast implants. This anxiety is not warranted based on current
scientific evidence; (3) based on current scientific knowledge, supports the continued practice
of breast augmentation or reconstruction with implants when indicated; and (4) urges the FDA
and its Commissioner, David A. Kessler, MD, to adopt, endorse and promulgate the
recommendation of its advisory panel, thus allowing silicone gel-filled breast implants to remain
on the market pending further studies. (CSA Rep. M, 1-91; Modified: Sunset Report, I-01;
Reaffirmed: Res. 727, 1-02)

H-525.986 Guidelines and Medicare Coverage for Screening Mammography

Our AMA: (1) supports continuing to work with interested groups to facilitate the participation of
all women eligible under Medicare in regular screening mammography; (2) supports the
coordination of ongoing programs and encourages the development of new activities in quality
assurance for mammography; and (3) supports monitoring studies addressing the issue of the
appropriate interval for screening mammography in women over 64 years of age. (BOT Rep.
CC, A-91; Modified: Sunset Report, 1-01)

H-525.993 Mammography Screening in Asymptomatic Women Forty Years and Older
Our AMA: (1) strongly endorses the positions of the American College of Obstetrics and
Gynecology, the American Cancer Society, and the American College of Radiology that all
women have screening mammography as per current guidelines. (2) Our AMA favors
participation in and support of the efforts of the (2professional, voluntary, and government
organizations to educate physicians and the public regarding the value of screening
mammography in reducing breast cancer mortality. (3) Our AMA advocates remaining alert to
new epidemiological findings regarding age-specific breast cancer mortality reduction following
mammaography screening. (4) Based on recent summary data our AMA recommends annual
screening mammograms and continuation of clinical breast examinations in asymptomatic
women 40 years and older. (5) Our AMA encourages the periodic reconsideration of these
recommendations as more epidemiological data become available (6) Our AMA supports
seeking common recommendations with other organizations. (7) Our AMA reiterates its
longstanding position that all medical care decisions should occur only after thoughtful
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deliberation between patients and physicians. (CSA Rep. F, A-88; Reaffirmed: Res. 506, A-94;
Amended: CSA Rep. 16, A-99; Appended: Res. 120, A-02)

H-525.994 Quality of Pap Smear Analysis

The AMA reaffirms its long-standing support of the Pap smear as an effective screening method
for the detection of cervical cancer. (Res. 92, I-87; Reaffirmed: Sunset Report, I-97; Reaffirmed:
CSAPH Rep. 3, A-07)

H-525.995 Papanicolaou Tests in Healthy Women

(1) The AMA supports adoption of a revision of the American Cancer Society Workshop
consensus recommendation, so as to read: "It is recommended that all women who are or have
been sexually active, or have reached age 18 years, have an annual Pap and pelvic
examination. After a woman has had three or more consecutive satisfactory, normal annual
examinations, the Pap test may be performed less frequently at the discretion of her physician."
(2) The AMA recommends an annual physical, including a breast and pelvic exam. (BOT Rep.
G, 1-87; Reaffirmed: Sunset Report, 1-97)

H-525.997 Estrogen Replacement in the Menopause

The AMA supports the following recommendations for the management of the menopause: (1)
As with any form of drug treatment, estrogens should be utilized only for responsive indications,
in the smallest effective dose, and for the shortest period that satisfies therapeutic need; (2)
Estrogens are effective in the treatment and/or prevention of cardiovascular disorders,
vasomotor flushes, atrophic urogenital conditions, and probably osteoporosis. Recent evidence
also supports a protective effect against certain complications of arteriosclerotic heart disease;
(3) Treatment is initiated with a low dose of oral estrogen. A topical preparation may be useful if
atrophic vaginal symptoms are present; (4) Estrogen is administered cyclically to women with
intact uteri to avoid continuous stimulation of the endometrium. Estrogen is administered for
three out of four weeks (or 25 days of each month) and a progestin may be added to the
regimen on the last 7 to 10 days of estrogen treatment; (5) Any abnormal vaginal bleeding must
be investigated promptly; (6) Yearly monitoring of asymptomatic patients should be performed
and may include histologic and cytologic sampling; (7) The only fully accepted contraindication
to estrogen replacement therapy is the presence of an estrogen dependent neoplasm of the
breast; (8) As in all therapeutic decisions, the patient should participate in the decision to use
estrogen replacement therapy, after discussing with her physician the risks and benefits
involved in her instance, and after experiencing the possible subjective benefits. (CSA Rep. G,
I-81; Reaffirmed: CLRPD Rep. F, 1-91; Modified by CSA Rep. 6, A-97)

HIV

D-20.992 Improving Access to Rapid HIV Testing: An Update

Our AMA: (1) supports the Centers for Disease Control and Prevention’s (CDC) 2006 Revised
Recommendations for HIV Testing of Adults, Adolescents and Pregnant Women in Health Care
Settings; (2) will continue to work with the CDC to implement the revised recommendations for
HIV testing of adults, adolescents and pregnant women in health care settings, including
exploring the publication of a guide on the use of rapid HIV testing in primary care settings; and
(3) will identify legal and funding barriers to the implementation of the CDC'’s HIV testing
recommendations and develop strategies to overcome these barriers. (CSAPH Rep. 2, 1-06)
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Maternal Health and Wellbeing

D-420.995 Use of Serotonin Reuptake Inhibitors in Pregnancy

1. Our AMA encourages further research into the treatment of depression during pregnancy,
including the effects of antidepressant drugs, as well as strategies designed to best protect the
health and welfare of both the mother and the child. 2. Our AMA Council on Science and Public
Health will monitor the activities of relevant medical specialty societies on this issue, including
development of practice guidelines or policy statements, and assist as needed in educating the
physician community. (CSAPH Rep. 13, A-07)

D-420.997 Pain Relief During Labor & Delivery

Our AMA will work with the American Society of Anesthesiologists and other necessary
stakeholders (e.g., Association of Women'’s Health, Obstetric and Neonatal Nurses) to ensure
that patients receive the necessary pain relief during labor and delivery. (Res. 530; A-03)

H-20.916 Breastfeeding and HIV Seropositive Women

Our AMA believes that, where safe and alternative nutrition is widely available, HIV seropositive
women should be counseled not to breastfeed and not to donate breast milk. HIV testing of all
human milk donors should be mandatory, and milk from HIV-infected donors should not be used
for human consumption. (CSA Rep. 4, A-03)

H-20.918 Maternal HIV Screening and Treatment to Reduce the Risk of Perinatal HIV
Transmission

In view of the significance of the finding that treatment of HIV-infected pregnant women with
appropriate antiretroviral therapy can reduce the risk of transmission of HIV to their infants, our
AMA recommends the following statements: (1) Given the prevalence and distribution of HIV
infection among women in the United States, the potential for effective early treatment of HIV
infection in both women and their infants, and the significant reduction in perinatal HIV
transmission with treatment of pregnant women with appropriate antiretroviral therapy, routine
education about HIV infection and testing should be part of a comprehensive health care
program for all women. The ideal would be for all women to know their HIV status before
considering pregnancy. (2) Universal HIV testing of all pregnant women, with patient notification
of the right of refusal, should be a routine component of perinatal care. Basic counseling on HIV
prevention and treatment should also be provided to the patient, consistent with the principles of
informed consent. (3) The final decision about accepting HIV testing is the responsibility of the
woman. The decision to consent to or refuse an HIV test should be voluntary. When the choice
is to reject testing, the patient’s refusal should be recorded. Test results should be confidential
within the limits of existing law and the need to provide appropriate medical care for the woman
and her infant. (4) To assure that the intended results are being achieved, the proportion of
pregnant women who have accepted or rejected HIV testing and follow-up care should be
monitored and reviewed periodically at the appropriate practice, program or institutional level.
Programs in which the proportion of women accepting HIV testing is low should evaluate their
methods to determine how they can achieve greater success. (5) Women who are not seen by
a health care professional for prenatal care until late in pregnancy or after the onset of labor
should be offered HIV testing at the earliest practical time, but not later than during the
immediate postpartum period. (6) When HIV infection is documented in a pregnant woman,
proper post-test counseling should be provided. The patient should be given an appropriate
medical evaluation of the stage of infection and full information about the recommended
management plan for her own health. Information should be provided about the potential for
reducing the risk of perinatal transmission of HIV infection to her infant through the use of
antiretroviral therapy, and about the potential but unknown long-term risks to herself and her
infant from the treatment course. The final decision to accept or reject antiretroviral treatment
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recommended for herself and her infant is the right and responsibility of the woman. When the
woman’s serostatus is either unknown or known to be positive, appropriate counseling should
also be given regarding the risks associated with breast-feeding for both her own disease
progression and disease transmission to the infant. (7) Appropriate medical treatment for HIV-
infected pregnant women should be determined on an individual basis using the latest published
Centers for Disease Control and Prevention recommendations. The most appropriate care
should be available regardless of the stage of HIV infection or the time during gestation at which
the woman presents for prenatal or intrapartum care. (8) To facilitate optimal medical care for
women and their infants, HIV test results (both positive and negative) and associated
management information should be available to the physicians taking care of both mother and
infant. Ideally, this information will be included in the confidential medical records. Physicians
providing care for a woman or her infant should obtain the appropriate consent and should notify
the other involved physicians of the HIV status of and management information about the
mother and infant, consistent with applicable state law. (9) Continued research into new
interventions is essential to further reduce the perinatal transmission of HIV, particularly the use
of rapid HIV testing for women presenting in labor and for women presenting in the prenatal
setting who may not return for test results. The long-term effects of antiretroviral therapy during
pregnancy and the intrapartum period for both women and their infants also must be evaluated.
For both infected and uninfected infants exposed to perinatal antiretroviral treatment, long-term
follow-up studies are needed to assess potential complications such as organ system toxicity,
neurodevelopmental problems, pubertal development problems, reproductive capacity, and
development of neoplasms. (10) Health care professionals should be educated about the
benefits of universal HIV testing, with patient notification of the right of refusal, as a routine
component of prenatal care, and barriers that may prevent implementation of universal HIV
testing as a routine component of prenatal care should be addressed and removed. Federal
funding for efforts to prevent perinatal HIV transmission, including both prenatal testing and
appropriate care of HIV-infected women, should be maintained. (CSA Rep. 4, A-03)

H-165.877 Increasing Coverage for Children

Our AMA: (1) supports appropriate legislation that will provide health coverage for the greatest
number of children, adolescents, and pregnant women; (2) recognizes incremental levels of
coverage for different groups of the uninsured, consistent with finite resources, as a necessary
interim step toward universal access; (3) places particular emphasis on advocating policies and
proposals designed to expand the extent of health expense coverage protection for presently
uninsured children in accordance with AMA Policy 165.920[2] the AMA recommends that the
funding for this coverage should preferably be used to allow these children, by their parents or
legal guardians, to select private insurance rather than being placed in Medicaid programs; (4)
supports, and encourages state medical associations to support, a requirement by all states that
all insurers in that jurisdiction make available for purchase individual and group health expense
coverage solely for children up to age 18; (5) encourages state medical associations to support
study by their states of the need to extend coverage under such children® policies to the age of
23; (6) seeks to have introduced or support federal legislation prohibiting employers from
conditioning their provision of group coverage including children on the availability of individual
coverage for this age group for direct purchase by families; (7) advocates that, in order to be
eligible for any federal or state premium subsidies or assistance, the private children® coverage
offered in each state should be no less than the benefits provided under Medicaid in that state
and allow states flexibility in the basic benefits package; (8) advocates that state and/or federal
legislative proposals to provide premium assistance for private children® coverage provide for
an appropriately graduated subsidy of premium costs for insurance benefits that meet the
standards of the AMA standard benefit package; (9) supports an increase in the federal and/or
state sales tax on tobacco products, with the increased revenue earmarked for an income-
related premium subsidy for purchase of private children® coverage; (10) advocates
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consideration by Congress, and encourage consideration by states, of other sources of
financing premium subsidies for children® private coverage; (11) supports and encourages
state medical associations and local medical societies to support, the use of school districts as
one possible risk pooling mechanism for purchase of children® health insurance coverage, with
inclusion of children from birth through school age in the insured group; (12) supports and
encourages state medical associations to support, study by states of the actuarial feasibility of
requiring pure community rating in the geographic areas or insurance markets in which policies
are made available for children; and (13) encourages state medical associations, county
medical societies, hospitals, emergency departments, clinics and individual physicians to assist
in identifying and encouraging enroliment in Medicaid of the estimated three million children
currently eligible for but not covered under this program. (Sub. Res. 208, A-97; CMS Rep. 7, A-
97; Reaffirmation A-99; Reaffirmed: CMS Rep. 5, 1-99; Reaffirmed: Res. 238 and Reaffirmation
A-00; Reaffirmation A-02; Reaffirmation A-05; Consolidated: CMS Rep. 7, I-05; Reaffirmation A-
07)

H-245.972 Breast Milk Banking
Our AMA encourages breast milk banking (Res. 443, A-07)

H-245.974 Promotion by Physicians and Hospitals of Breastfeeding

Our AMA: (1) promotes education on breastfeeding in undergraduate, graduate and continuing
medical education curricula; (2) encourages the education of patients during prenatal care on
the benefits of breastfeeding; (3) strengthens the support for breastfeeding in the health care
system by encouraging hospitals to provide written breastfeeding policy that is communicated to
health care staff; and (4) encourages hospitals to train staff in the skills needed to implement
written breastfeeding policy, to educate pregnant women about the benefits and management of
breastfeeding, to attempt early initiation of breastfeeding, to practice "rooming-in," to educate
mothers on how to breastfeed and maintain lactation, and to foster breastfeeding support
groups and services. (Res. 412, A-04)

H-245.982 AMA Support for Breastfeeding

(1) Our AMA: (a) recognizes that breastfeeding is the optimal form of nutrition for most infants;
(b) endorses the 2005 policy statement of American Academy of Pediatrics on Breastfeeding
and the use of Human Milk, which delineates various ways in which physicians can promote,
protect, and support breastfeeding practices; (c) supports working with other interested
organizations in actively seeking to promote increased breastfeeding by Supplemental Nutrition
Program for Women, Infants, and Children (WIC Program) recipients, without reduction in other
benefits; (d) supports the availability and appropriate use of breast pumps as a cost-effective
tool to promote breast feeding; and (e) encourages public facilities to provide designated areas
for breastfeeding and breast pumping; mothers nursing babies should not be singled out and
discouraged from nursing their infants in public places. (2) Our AMA: (a) promotes education on
breastfeeding in undergraduate, graduate, and continuing medical education curricula; (b)
encourages all medical schools and graduate medical education programs to support all
residents, medical students and faculty who provide breast milk for their infants, including
appropriate time and facilities to express and store breast milk during the working day; (c)
encourages the education of patients during prenatal care on the benefits of breastfeeding; (d)
supports breastfeeding in the health care system by encouraging hospitals to provide written
breastfeeding policy that is communicated to health care staff; () encourages hospitals to train
staff in the skills needed to implement written breastfeeding policy, to educate pregnant women
about the benefits and management of breastfeeding, to attempt early initiation of
breastfeeding, to practice "rooming-in," to educate mothers on how to breastfeed and maintain
lactation, and to foster breastfeeding support groups and services; (f) supports curtailing formula
promotional practices by encouraging perinatal care providers and hospitals to ensure that
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physicians or other appropriately trained medical personnel authorize distribution of infant
formula as a medical sample only after appropriate infant feeding education, to specifically
include education of parents about the medical benefits of breastfeeding and encouragement of
its practice, and education of parents about formula and bottlefeeding options; and (g) supports
the concept that the parent® decision to use infant formula, as well as the choice of which
formula, should be preceded by consultation with a physician. (CSA Rep. 2, A-05; Res. 325, A-
05; Reaffirmation A-07)

H-340.949 Repeal/Modification of OBRA 1989

It is the policy of the AMA to continue to seek repeal and/or modification of OBRA 1989 to (1)

allow for transfer of women in labor when medically indicated, and (2) provide for regular PRO
work-up prior to any referral to HHS Office of Inspector General. (Res. 214, A-90; Reaffirmed:
Sunset Report, 1-00)

H-420.960 Effects of Work on Pregnancy

Our AMA: (1) supports the right of employees to work in safe workplaces that do not endanger
their reproductive health or that of their unborn children; (2) supports workplace policies that
minimize the risk of excessive exposure to toxins with known reproductive hazards irrespective
of gender or age; (3) encourages physicians to consider the potential benefits and risks of
occupational activities and exposures on an individual basis and work with patients and
employers to define a healthy working environment for pregnant women; (4) encourages
employers to accommodate women'’s increased physical requirements during pregnancy;
recommended accommodations include varied work positions, adequate rest and meal breaks,
access to regular hydration, and minimizing heavy lifting; and (5) acknowledges that future
research done by interdisciplinary study groups composed of obstetricians/gynecologists,
occupational medicine specialists, pediatricians, and representatives from industry can best
identify adverse reproductive exposures and appropriate accommodations. (CSA Rep. 9, A-99)

H-420.962 Perinatal Addiction - Issues in Care and Prevention

The AMA: (1) adopts the following statement: Transplacental drug transfer should not be subject
to criminal sanctions or civil liability; (2) encourages the federal government to expand the
proportion of funds allocated to drug treatment, prevention, and education within the context of
its "War on Drugs." In particular, support is crucial for establishing and making broadly available
specialized treatment programs for drug-addicted pregnant women wherever possible; (3) urges
the federal government to fund additional research to further knowledge about and effective
treatment programs for drug-addicted pregnant women, encourages also the support of
research that provides long-term follow-up data on the developmental consequences of
perinatal drug exposure, and identifies appropriate methodologies for early intervention with
perinatally exposed children; (4) reaffirms the following statement: Pregnant substance abusers
should be provided with rehabilitative treatment appropriate to their specific physiological and
psychological needs; (5) through its communication vehicles, encourages all physicians to
increase their knowledge regarding the effects of drug and alcohol abuse during pregnancy and
to routinely inquire about alcohol and drug use in the course of providing prenatal care; and (6)
will address the special needs of pregnant drug abusers within the context of its ongoing Health
Access America programs. (CSA Rep. G, A-92; Reaffirmation A-99)effects of maternal
substance abuse on children. (Res. 101, A-90; Reaffirmation A-99)

H-420.968 Universal Hepatitis B Virus (HBV) Antigen Screening for Pregnant Women
It is the policy of the AMA to communicate the available guidelines for testing all pregnant
women for HBV infection. (Res. 19, 1-90; Reaffirmed: Sunset Report, I-00)
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H-420.971 Infant Victims of Substance Abuse

It is the policy of the AMA: (1) to develop educational programs for physicians to enable them to
recognize, evaluate and counsel women of childbearing age about the impact of substance
abuse on their children; and (2) to call for more funding for treatment and research of the long-
term effects of maternal substance abuse on children. (Res. 101, A-90; Reaffirmation A-99)

H-420.972 Prenatal Services to Prevent Low Birthweight Infants

Our AMA encourages all state medical associations and specialty societies to become involved
in the promotion of public and private programs that provide education, outreach services, and
funding directed at prenatal services for pregnant women, particularly women at risk for
delivering low birthweight infants. (Res. 231, A-90; Reaffirmed: Sunset Report, I-00;
Reaffirmation A-07)

H-420.975 Reduction in Prenatal Care Visits

Our AMA: (1) opposes any recommendation by the National Institutes of Health that women at
no apparent risk receive less care than other prenatal patients; and (2) believes current ACOG
standards for prenatal care should be observed and any deviations from these standards should
be reviewed with ACOG before implementation. (Res. 91, I-89; Reaffirmed: Sunset Report, A-
00; Reaffirmation A-07)

H-420.978 Access to Prenatal Care

(1) The AMA supports development of legislation or other appropriate means to provide for
access to prenatal care for all women, with alternative methods of funding, including private
payment, third party coverage, and/or governmental funding, depending on the individual®
economic circumstances. (2) In developing such legislation, the AMA urges that the effect of
medical liability in restricting access to prenatal and natal care be taken into account. (Res. 33,
I-88; Reaffirmed: Sunset Report, 1-98; Reaffirmation A-05; Reaffirmation A-07)

H-420.990 Effects of Pregnancy on Work Performance

The AMA (1) encourages research to document the physical and emotional impact of pregnancy
on women and their ability to work; (3) encourages physicians to remain aware of potential
discrepancies between cultural beliefs, myths and taboos about pregnhancy and scientific data;
and (4) reminds physicians of the need to adapt recommendations on pregnancy to each
pregnant woman individually. (CSA Rep. H, A-83; Reaffirmed: CLRPD Rep. 1-93-1)

H-425.976 Preconception Care

Our American Medical Association support the 10 recommendations developed by the Centers
for Disease Control and Prevention for improving preconception health care; and (2) our AMA
support the education of physicians and the public about the importance of preconception care
as a vital component of a woman'’s reproductive health. (Res. 414, A-06)

H-430.990 Bonding Programs for Women Prisoners and their Newborn Children

Because there are insufficient data at this time to draw conclusions about the long-term effects
of prison nursery programs on mothers and their children, the AMA supports and encourages
further research on the impact of infant bonding programs on incarcerated women and their
children. The AMA recognizes the prevalence of mental health and substance abuse problems
among incarcerated women and continues to support access to appropriate services for women
in prisons. The AMA recognizes that a large majority of female inmates who may not have
developed appropriate parenting skills are mothers of children under the age of 18. The AMA
encourages correctional facilities to provide parenting skills training to all female inmates in
preparation for their release from prison and return to their children. The AMA supports and
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encourages further investigation into the long-term effects of prison nurseries on mothers and
their children. (CSA Rep. 3, I-97; Reaffirmed: CSAPH Rep. 3, A-07)

H-440.898 Recommendations on Folic Acid Supplementation

Our AMA will: (1) encourage the Centers for Disease Control and Prevention (CDC) to continue
to conduct surveys to monitor nutritional intake and the incidence of neural tube defects (NTD);
(2) continue to encourage broad-based public educational programs about the need for women
of child-bearing potential to consume adequate folic acid through nutrition, food fortification, and
vitamin supplementation to reduce the risk of NTD; (3) encourage the CDC and the National
Institutes of Health to fund basic and epidemiological studies and clinical trials to determine
causal and metabolic relationships among homocysteine, vitamins B12 and B6, and folic acid,
so as to reduce the risks for and incidence of associated diseases and deficiency states; (4)
encourage research efforts to identify and monitor those populations potentially at risk for
masking vitamin B12 deficiency through routine folic acid supplementation of enriched food
products; (5) urge the Food and Drug Administration to increase folic acid fortification to 350 ug
per 100 g of enriched cereal grain; and (6) encourage the FDA to require food, food
supplement, and vitamin labeling to specify milligram content, as well as RDA levels, for critical
nutrients, which vary by age, gender, and hormonal status (including anticipated pregnancy);
and (7) encourage the FDA to recommend the folic acid fortification of all refined grains
marketed for human consumption, including grains not carrying the "enriched" label. (CSA Rep.
8, A-99; Madified: CSAPH Rep. 6, A-06)

Medicaid

H-290.973 Medicaid Citizenship Documentation Interim Final Rule

Our AMA strongly urges the Centers for Medicare and Medicaid Services to amend 42 CFR
435.407 (a) to specify that the state Medicaid agency’s record of payment for the birth of an
individual in a US hospital is satisfactory documentary evidence of both identity and citizenship.
(Res. 702, 1-06)

Medical Education

D-200.987 Physician Re-Entry

Our AMA, in collaboration with appropriate state and specialty societies, the Accreditation
Council on Graduate Medical Education, the American Board of Medical Specialties, and the
Federation of State Medical Boards, will study the issue of physician re-entry into practice after
a leave of absence from practice or a limitation of certain aspects of practice, including a
consideration of issues related to retraining, certification, and credentialing. The study on
physician re-entry into practice will also assess the overall impact of re-entry issues on the
physician workforce. (Res. 316, A-06)

D-305.986 Recognizing Spouse and Dependent Care Expenses in Determining Medical
Education Financial Aid

Our AMA will: (1) work with the Liaison Committee on Medical Education to require, as part of
the accreditation standards for medical schools, that dependent health insurance, dependent
care, and dependent living expenses be included both as part of the "cost of attendance" and as
an educational expense for the purposes of student budgets and financial aid in medical
schools; (2) encourage medical schools to include spouse and dependent health insurance,
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dependent care, and dependent living expenses as part of the "cost of attendance" and as an
educational expense for the purposes of student budgets and financial aid; (3) ask its Council
on Medical Education, Section on Medical Schools, and Women Physicians Congress to
consider options to carry out the intentions of current House of Delegates@olicy on the issue of
spouse and dependent health insurance, dependent care, and dependent living expenses; and
(4) report back on actions taken on this resolution, and their results, to the House of Delegates
at the 2004 Annual Meeting. (Res. 301, A-03)

H-295.890 Medical Education and Training in Women®@ Health

Our AMA: (1) encourages the coordination and synthesis of the knowledge, skills, and attitudinal
objectives related to women'’s health/gender-based biology that have been developed for use in
the medical school curriculum. Medical schools should include attention to women’s health
throughout the basic science and clinical phases of the curriculum; (2) does not support the
designation of women'’s health as a distinct new specialty; (3) that each specialty should define
objectives for residency training in women’s health, based on the nature of practice and the
characteristics of the patient population served; (4) that surveys of undergraduate and graduate
medical education, conducted by the AMA and other groups, should periodically collect data on
the inclusion of women’s health in medical school and residency training; (5) encourages the
development of a curriculum inventory and database in women’s health for use by medical
schools and residency programs; (6) encourages physicians to include continuing education in
women’s health/gender based biology as part of their continuing professional development; and
(7) encourages its representatives to the Liaison Committee on Medical Education, the
Accreditation Council for Graduate Medical Education, and the various Residency Review
Committees to promote attention to women’s health in accreditation standards. (Jt. Rep. CME
and CSA, A-99)

National Health Care

D-165.952 National Health Care Policy Agenda

1. Our AMA will synthesize current AMA policy for the specific purpose of advocating a
comprehensive, patient-centered National Health Care Policy Agenda.

2. This Agenda will strongly address the most important issues affecting physicians and
patients in the United States, such as public- and private-sector financing and delivery, care
for the uninsured, wellness and personal responsibility, liability, patient safety, and health
information technology, and recommend comprehensive and workable solutions.

3. Our AMA will develop an appropriate mechanism to present a draft of the National Health
Care Policy Agenda to members of the House of Delegates at the earliest opportunity prior
to the 2007 Annual Meeting to allow delegates an appropriate period of time to review and
offer feedback prior to the 2007 Annual Meeting.

4. A forum on the National Health Care Policy Agenda will be held at the 2007 Annual Meeting
to debate and offer feedback to the Board of Trustees.

5. Once finalized, our AMA will use the National Health Care Policy Agenda as a framework for
discussion with leaders of United States medicine, business, health care, employers, and
government.

6. Our AMA will present the National Health Care Policy Agenda to the President of the United
States, the Congress, the American people, and the major political parties by August 31,
2007, so that it can appropriately frame and drive the health care policy debate in the 2008
presidential election. (Res. 607, 1-06)
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Public Health

D-135.992 Mercury Pollution

Our AMA : (1) recognizes that the trading of air pollutants is potentially harmful for vulnerable
populations, and that the Clean Air Mercury Rule is inconsistent with our AMA'’s health-
protective approach to air pollution; (2) encourages state governments to be proactive in
protecting citizens from harmful mercury emissions; (3) encourages reduction in mercury use in
manufacturing wherever possible, and recognize that more must be done using available and
emerging technology to reduce mercury emissions; (4) recommends increased vigilance,
monitoring and tracking of mercury use and emissions in chlor-alkali facilities that use mercury
in manufacturing processes; and (5) encourages the US government to assume a leadership
role in reducing the global mercury burden and work toward promoting binding, health-protective
international standards. (CSAPH Rep. 1, 1-06)

Substance Abuse

H-30.943 Alcoholism And Alcohol Abuse Among Women

The AMA recognizes the prevalence of alcohol abuse, and dependence among women, as well
as current barriers to diagnosis and treatment. The AMA urges physicians to be alert to the
presence of alcohol-related problems among women and to screen all patients for alcohol
abuse and dependence. The AMA encourages physicians to educate women of all ages about
their increased risk of damage to the nervous system, liver and heart disease from alcohol and
about the effect of alcohol on the developing fetus. The AMA encourages adequate funding for
research to explore the nature and extent of alcoholism among women, effective treatment
modalities for women with alcoholism, and variations in alcohol use and abuse among ethnic
and other subpopulations. The AMA encourages all medical education programs to provide
greater coverage on alcohol as a significant source of morbidity and mortality in women. (CSA
Rep. 5, I-97; Reaffirmed: CSAPH Rep. 3, A-07)

H-95.965 Residential Treatment for Drug-Addicted Women

Our AMA encourages state medical societies to support an exemption in public aid rules that
would allow for the coverage of residential drug treatment programs for women with child-
bearing potential. (Res. 405, 1-91; Reaffirmed: Sunset Report, I-01)

H-420.964 Fetal Alcohol Syndrome Educational Program

Our AMA supports joining with others to plan and implement an educational campaign to inform
physicians about Fetal Alcohol Syndrome and the referral and treatment of alcohol abuse by
pregnant women or women at risk of becoming pregnant. (Res. 122, A-91; Reaffirmed: Sunset
Report, 1-01)

Women in Medicine

D-310.968 Intern and Resident Burnout

1. Our AMA recognizes that burnout, defined as emotional exhaustion, depersonalization, and
a reduced sense of personal accomplishment or effectiveness, is a problem among residents
and fellows. 2. Our AMA will work with other interested groups to regularly inform Graduate
Medical Education designated institutional officials program directors, resident physicians, and
attending faculty about resident/fellow burnout (including recognition, treatment, and prevention
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of burnout) through such media as the AMA’s GME e-Letter. 3. Our AMA will encourage the
Accreditation Council for Graduate Medical Education and the Association of American Medical
Colleges to address the recognition, treatment, and prevention of burnout among
residents/fellows. 4. Our AMA will encourage further studies and disseminate the results of
studies on physician burnout to the medical education and physician community. 5. Our AMA
will continue to monitor this issue and track its progress, including publication of peer-reviewed
research and changes in accreditation requirements, with a report back at the 2009 Interim
Meeting of the AMA House of Delegates. (CME Rep. 8, A-07)

D-310.970 Improving Parental Leave Policies for Residents

Our AMA will study and encourage the Accreditation Council for Graduate Medical Education’s
participation in such study of (1) the feasibility of considering guaranteed paid maternity leave
for residents of no less than six weeks duration, with the possibility of unpaid maternity leave of
an additional six weeks; (2) written leave policies for residents for paternity and adoption; and
(3) the effect of such maternity, paternity, and adoption leave policies on residency programs,
with report back to the House of Delegates at the 2008 Annual Meeting. (Res. 303, A-07)

D-525.995 Investigating the Continued Gender Disparities in Physician Salaries

Our AMA, in collaboration with any appropriate affiliate bodies or professional organizations
(e.g., the Women'’s Physician Congress), will study gender disparities in physician salaries and
professional development (eg, promotions, tenure), the causes of the disparities; and report
back at the 2008 Annual Meeting with recommendations on how best to advocate to eliminate
the disparities identified. This study shall be stratified by age, specialty, practice type and
academic vs. non-academic employment. (Res. 306, A-07)

D-525.996 Prevention of Harassment and Discrimination of Women in Medicine

(1) The AMA Women Physicians Congress will continue to monitor and disseminate information
on harassment and discrimination of women in medicine. (2) Our AMA will: (a) encourage the
collection of grievance policies and procedures by the Accreditation Council for Graduate
Medical Education and the Liaison Committee on Medical Education; (b) encourage institutions
belonging to the Association of American Medical Colleges Council of Teaching Hospitals to
continue to distribute, at resident orientation, a copy of their institution’s sexual harassment
policy; (c) forward this report to the American Hospital Association; and (d) support existing
programs that address harassment, discrimination, and sexism. (3) Our AMA will approve the
Guidelines for Preventing and Addressing Harassment in the Medical Profession for posting on
the AMA web site, and other distribution where appropriate. (CME Rep. 3, A-03; Modified: BOT
Rep. 25, 1-04)

G-630.080 Terminology

AMA policy on "terminology" includes the following: (1) In all written material and all spoken
communication, our AMA leaders and members should use the possessive adjective "our" or
"my" to describe AMA actions, policies and positions, whenever possible; and (2) Our AMA
recognizes and encourages the continuing contributions of women in medicine and is committed
to eliminating all gender-related barriers. Therefore: (a) Our AMA adopts a policy of gender-
neutral language, to be incorporated into its bylaws, policies, procedures, and publications,
during the normal process of printing and updating/reprinting documents. (b) The term
"chairman” no longer is to be used to designate the head of a committee; the term "chair” or
"chairperson" is to be used instead. (c) Our AMA encourages state, county, and national
medical specialty societies to review their bylaws and policies and eliminate gender-biased
language where it exists. (BOT Rep. K, A-92; Res. 616, A-93; Consolidated: CLRPD Rep. 3, I-
01)
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G-630.140 Lodging and Accommodations

AMA policy on lodging and accommodations includes the following: (1) Our AMA supports: (a)
choosing hotels for its meetings, conferences, and conventions based on size, service, location,
cost, and similar factors; (b) considering a hotel® smoking policy (or lack thereof) as a criterion
for selecting hotels for meetings, conferences, and conventions; and (c) encourages national
medical specialty societies, state and county medical societies, and other health organizations
to adopt a similar policy. (2) Our AMA staff will work with facilities where AMA meetings are held
to designate an area for breastfeeding and breast pumping. (Res. 2, 1-87; Reaffirmed: Sunset
Report, 1-97; Res. 512, 1-98; Consolidated: CLRPD Rep. 3, I-01; Reaffirmation A-04)

H-420.967 Maternity Leave Policies

Over the past decade, the medical community has made significant progress in responding to
the unique needs of women medical students and physicians, including the issue of maternity
leave. The continuation and enhancement of these efforts should be encouraged. Therefore,

(1) The AMA urges medical schools, residency training programs, medical specialty boards, the
Accreditation Council for Graduate Medical Education, and medical group practices to
incorporate and/or encourage development of written maternity leave policies as part of the
physician® standard benefit agreement. (2) AMA policy regarding recommended components
of maternity leave policies for physicians, as specified in Policy 420.987 is expanded to include
physicians in practice, reading as follows: (a) Residency program directors and group practice
administrators should review federal law concerning maternity leave for guidance in developing
policies to assure that pregnant physicians are allowed the same sick leave or disability benefits
as those physicians who are ill or disabled; (b) Staffing levels and scheduling are encouraged to
be flexible enough to allow for coverage without creating intolerable increases in other
physicians@vork loads, particularly in residency programs; and (c) Physicians should be able to
return to their practices or training programs after taking maternity leave without the loss of
status. (3) Our AMA encourages residency programs, specialty boards, and medical group
practices to incorporate into their maternity leave policies a six-week minimum leave allowance,
with the understanding that no woman should be required to take a minimum leave. (BOT Rep.
HH, 1-90; Modified: Sunset Report, I-00)

H-525.981 Discrimination of Women Physicians in Hospital Locker Facilities

The AMA, in an effort to promote professional equality as guaranteed by the law, requests that
appropriate organizations require: that male and female physicians have equitable locker
facilities including equal equipment, similar luxuries and equal access to uniforms. (Res. 810, A-
93; Modified and Reaffirmed: CCB Rep. 6, A-03)

H-525.992 Women in Medicine

Our AMA reaffirms its policy of commitment to the full involvement of women in leadership roles
throughout the federation, and encourages all components of the federation to vigorously
continue their efforts to recruit women members into organized medicine. (BOT Rep. G, A-89;
Reaffirmed: Sunset Report, A-00)

H-525.998 Women in Organized Medicine

Our AMA: (1) reaffirms its policy advocating equal opportunities and opposing sex discrimination
in the medical profession; (2) supports the concept of increased tax benefits for working
parents; (3) (a) supports the concept of proper child care for families of working parents; (b)
reaffirms its position on child care facilities in or near medical centers and hospitals; (c)
encourages business and industry to establish employee child care centers on or near their
premises when possible; and (d) encourages local medical societies to survey physicians to
determine the interest in clearinghouse activities and in child care services during medical
society meetings; (4) reaffirms its policy supporting flexibly scheduled residencies and
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encourages increased availability of such programs; and (5) supports that the AMA Guidelines
for Establishing Sexual Harassment Prevention and Grievance Procedures be updated by the
AMA Women Physicians Congress, and forwarded to the House of Delegates for approval, and
include not only resources for training programs but also private practice settings. To facilitate
wide distribution and easy access, the Guidelines will be placed on the AMA Web site. (BOT
Rep. T, A-81; Reaffirmed: CLRPD Rep. F, I-91; Reaffirmation A-00; Modified: CME Rep. 3, A-
03)

Women'’s Health Research

D-525.999 Women'’s Health: Sex- and Gender-Based Differences in Health and Disease
Our AMA will: (1) commend the various federal agencies and medical association and women’s
health organizations that are providing valuable and credible physician/patient education on
sex- and gender-based differences in health and disease; (2) encourage the Women Physicians
Congress in its efforts to serve as a clearinghouse for organization resources and related
information on sex- and gender-based differences in health and disease, including the use of
various forums, such as the AMA Web site and Medem, to provide comprehensive and timely
physician education resources on sex- and gender-based differences in health and disease; and
(3) widely distribute this report to the Federation of Medicine, Association of American Medical
Colleges, women'’s health organizations, and other relevant groups. (CSA Rep. 4, 1-00)

H-55.979 Genetic Susceptibility Testing for Breast and Ovarian Cancer

Policy of the AMA states: (1) That physicians who feel unprepared to provide comprehensive
genetic test counseling should refer candidates for genetic susceptibility testing to specialized
care centers with experience and expertise in genetic susceptibility or to investigators for
relevant research, where family history can be confirmed and they can be tested if they so
choose. (2) That genetic susceptibility testing should be provided only in the context of fully
informed consent and comprehensive pre- and post-test counseling. (CSA Rep. 7, 1-96;
Reaffirmed: CSAPH Rep. 3, A-06)

H-160.926 Sharpening the Focus on Men’s Health

Our AMA shall promote the idea that health care for men differs in many ways from the health
care of women and encourage research and medical education to address the reasons for why
men have a shorter life span, ways to engage men in their health care, and methods to improve
access to care for men. (Res. 404, A-02)

H-460.942 Enrollment in Clinical Trials

The AMA supports and encourages researchers and funding agencies to establish mechanisms
to ensure that research on human subjects reflects the diversity of the American population,
including women and minorities and their subpopulations. (Sub. Res. 507, A-94; Reaffirmed:
CSA Rep. 6, A-04)

H-525.988 Sex and Gender Differences in Medical Research

Our AMA: (1) reaffirms that gender exclusion in broad medical studies questions the validity of
the studies@mpact on the health care of society at large; (2) affirms the need to include both
genders in studies that involve the health of society at large and publicize its policies; (3)
supports increased funding into areas of women® health research; (4) supports the recent
trend of increased research on women'’s health and participation of women in clinical trials, the
results of which will permit development of evidence-based prevention and treatment strategies
for all women from diverse cultural and ethnic groups, geographic locations, and socioeconomic
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status; and (5) recommends that all medical/scientific journal editors require, where
appropriate, a sex-based analysis of data, even if such comparisons are negative. (Res. 80, A-
91; Appended: CSA Rep. 4, 1-00)

H-525.991 Inclusion of Women in Clinical Trials

Our AMA encourages the inclusion of women in all research on human subjects, except in those
cases for which it would be scientifically irrational, in numbers sufficient to ensure that results of
such research will benefit both men and women alike. (Res. 183, 1-90; Reaffirmed: Sunset
Report, 1-00)
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