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Get connected with the new AMA Meetings app

We're excited to announce the launch of our new mobile app to enhance the Annual Meeting experience. The app
will be a vital resource center as well as a hub for networking opportunities with fellow attendees. Take advantage of
this powerful tool to:

Control privacy settings

Build your schedule and export it to your calendar
Find colleagues and text message fellow attendees
Access reports, resolutions and Policy Finder

Take notes and share photos from sessions

Share #AMAmtg activity on Twitter and Facebook

AMA Meetings app basics

| have last year's mobile app "AMA Events" on my device. Can | still use
it?

Our previous app ("AMA Events") is no longer supported and does not contain information for the 2016 Annual
Meeting. Please delete this app from your device -- to avoid confusion -- and download our current mobile app, "AMA
Meetings."

Where can | download the new mobile app?

The new "AMA Meetings" mobile app is available for iPhone and Android devices in Apple's App Store and the
Google Play store. You can find the app in either store by searching for "AMA Meetings."

# Cownload on the ) E_ET ITON
@& Appstore P> Google play

The app is asking me to log in. Why do | need to log-in?

Once you log in to the mobile app, you will be able to access the same schedules, bookmarks, reminders, notes, and
contacts on your phone, tablet, and desktop.

Where can | get my log-in information?
The log-in process is largely self-managed. Follow the steps below to log in from your device:

e Access the Sign In page: Tap the hamburger icon in the upper-left corner to open the side nav, then Log
In.

e Enter your info: You'll be prompted to enter your first and last name. Tap Next. Enter an email address,
then tap Next again.

e Verify your account: A verification email will be sent to your inbox. Open it and tap Verify Account. You'll
see your confirmation code has already been carried over. Just tap Finish. You'll be taken back to the Event
Guide with all those features unlocked.


https://itunes.apple.com/at/app/ama-meetings/id1110467942?l=en
https://play.google.com/store/apps/details?id=com.crowdcompass.app748WRbLJKx
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HYATT REGENCY CHICAGO
151 East Wacker Drive

Chicago, IL 60601

USA
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Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.
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mailto:dbts@ama-assn.org?subject=AMA%20Doctors%20Back%20to%20School%20visit%20at%20Annual















https://www.ama-assn.org/content/doctors-back-school-program
mailto:dbts@ama-assn.org









https://www.facebook.com/AMAmedstudents/







MEMORANDUM

The Medical Student Section again utilized a completely Virtual Reference Committee (VRC)
for the 2017 Annual Meeting. The VRC allows students to access, review, and provide
testimony on the resolutions and reports in advance of the Interim Meeting and in lieu of the
standard in-person Reference Committee Hearing.

These comments were reviewed by the Reference Committee to create the final Reference
Committee Report, which will be made available on Friday, June 2, one week in advance of the
MSS Assembly Meeting. The final report and its recommendations will serve as the basis for
extraction, discussion, and voting at the onsite Assembly Meeting on Friday June 9 at 8:00 AM.


http://www.ama-assn.org/mss-vrc






http://www.ncsl.org/research/education/-bathroom-bill-legislative-tracking635951130.aspx
http://www.ncsl.org/research/education/-bathroom-bill-legislative-tracking635951130.aspx


















https://www.ama-assn.org/sites/default/files/media-browser/public/hod/hod-reference-manual-2016.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/hod/hod-reference-manual-2016.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/hod/hod-reference-manual-2016.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/mss/internal_oper_proced_0.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/mss/internal_oper_proced_0.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/mss/internal_oper_proced_0.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/about-ama/councils/Council%20Reports/council-on-constitution-and-bylaws/sections-internal-operating-procedures-september-2016.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/about-ama/councils/Council%20Reports/council-on-constitution-and-bylaws/sections-internal-operating-procedures-september-2016.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/about-ama/councils/Council%20Reports/council-on-constitution-and-bylaws/sections-internal-operating-procedures-september-2016.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/about-ama/councils/Council%20Reports/council-on-constitution-and-bylaws/sections-internal-operating-procedures-september-2016.pdf

























































http://www.migrationpolicy.org/article/frequently-requested-statistics-immigrants-and-immigration-united-states#Demographic
http://www.migrationpolicy.org/article/frequently-requested-statistics-immigrants-and-immigration-united-states#Demographic
http://dx.doi.org/10.1016/j.acap.2014.06.019
http://dx.doi.org/10.1016/j.acap.2013.10.003
http://dx.doi.org/10.1542/hpeds.2013-0031
http://dx.doi.org/10.1007/s11606-017-3999-9
http://dx.doi.org/10.1377/hlthaff.27.2.424
http://dx.doi.org/10.1007/s11606-017-3983-4



http://dx.doi.org/10.1016/j.annemergmed.2012.01.025
http://dx.doi.org/10.1097/MLR.0000000000000643
http://dx.doi.org/10.1037/ser0000051
http://dx.doi.org/10.1001/journalofethics.2017.19.03.ecas2-1703
http://cchicertification.org/
http://www.cchicertification.org/44-certification/eligibility-criteria/90-eligibility-criteria
http://www.cchicertification.org/44-certification/eligibility-criteria/90-eligibility-criteria
http://www.certifiedmedicalinterpreters.org/get-prepared
https://dx.doi.org/10.1007%2Fs11606-007-0366-2
http://dx.doi.org/10.1016/j.acap.2013.12.002
http://dx.doi.org/10.1353/hpu.2014.0160
https://www.hhs.gov/sites/default/files/ocr/civilrights/resources/specialtopics/lep/lepguidance.pdf?language=es
https://www.hhs.gov/sites/default/files/ocr/civilrights/resources/specialtopics/lep/lepguidance.pdf?language=es
http://www.cchicertification.org/resources/30-cchi/healthcare-providers/74-ensure



http://dx.doi.org/10.1177/1540415316646097
http://dx.doi.org/10.1007/s10903-008-9188-5
http://dx.doi.org/10.1097/ACM.0b013e3182a3479d
http://dx.doi.org/10.1136/bmjopen-2013-004613
http://dx.doi.org/10.1136/bmjopen-2013-004613
https://www.thinkculturalhealth.hhs.gov/clas/standards
https://www.aamc.org/download/70338/data/interpreter-guidelines.pdf
https://www.aamc.org/download/70338/data/interpreter-guidelines.pdf
http://www.jointcommission.org/assets/1/6/Lang%20Access%20and%20Law%20Jan%202008%20(17).pdf
http://www.jointcommission.org/assets/1/6/Lang%20Access%20and%20Law%20Jan%202008%20(17).pdf
https://www.aamc.org/download/54338/data/
http://www.dx.doi.org/10.3885/meo.2009.Res00309
https://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/index.html
https://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/index.html












http://pediatrics.aappublications.org/content/132/3/e796



https://wicworks.fns.usda.gov/wicworks/Topics/ResourceManual.pdf


















http://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201520160AB2495
http://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201520160AB2495
http://www.kingcounty.gov/~/media/depts/community-human-services/behavioral-health/documents/herointf/Final-Heroin-Opiate-Addiction-Task-_Force-Report.ashx?la=en
http://www.kingcounty.gov/~/media/depts/community-human-services/behavioral-health/documents/herointf/Final-Heroin-Opiate-Addiction-Task-_Force-Report.ashx?la=en
http://www.kingcounty.gov/~/media/depts/community-human-services/behavioral-health/documents/herointf/Final-Heroin-Opiate-Addiction-Task-_Force-Report.ashx?la=en
http://mgaleg.maryland.gov/2017RS/bills/hb/hb0519f.pdf
https://malegislature.gov/Bills/190/SD1775.Html



















































http://www.glaad.org/sites/default/files/GLAAD-Media-Reference-Guide-Tenth-Edition.pdf
http://www.glaad.org/sites/default/files/GLAAD-Media-Reference-Guide-Tenth-Edition.pdf
http://itspronouncedmetrosexual.com/2013/01/a-comprehensive-list-of-lgbtq-term-definitions/#sthash.u3Maozt4.57pHF149.dpbs
http://itspronouncedmetrosexual.com/2013/01/a-comprehensive-list-of-lgbtq-term-definitions/#sthash.u3Maozt4.57pHF149.dpbs
http://www.mmgconnect.com/projects/userfiles/file/dce-stop_now/ncadv_lgbt_fact_sheet.pdf
http://www.mmgconnect.com/projects/userfiles/file/dce-stop_now/ncadv_lgbt_fact_sheet.pdf
http://www.thehotline.org/is-this-abuse/why-do-people-stay-in-abusive-relationships/
http://www.thehotline.org/is-this-abuse/why-do-people-stay-in-abusive-relationships/
http://www.thehotline.org/is-this-abuse/lgbt-abuse/





















http://www.jabfm.org/search?author1=Rodger+Kessler&sortspec=date&submit=Submit
https://www.ncbi.nlm.nih.gov/pubmed/18642477
























http://www.sciencedirect.com/science/article/pii/S0140673617303987
http://www.sciencedirect.com/science/article/pii/S0140673617307869
http://www.sciencedirect.com/science/article/pii/S0140673617305718
http://www.sciencedirect.com/science/article/pii/S014067361730569X
about:blank
about:blank
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/2014chartbooks/access/2014nhqdr-access.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/2014chartbooks/access/2014nhqdr-access.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/2014chartbooks/access/2014nhqdr-access.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/2014chartbooks/access/2014nhqdr-access.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/2014chartbooks/access/2014nhqdr-access.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/nhqrdr/2014chartbooks/access/2014nhqdr-access.pdf
https://www.cdc.gov/nchs/data/nvsr/nvsr63/nvsr63_05.pdf
http://data.worldbank.org/indicator/SH.XPD.PCAP
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NHE-Fact-Sheet.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NHE-Fact-Sheet.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NHE-Fact-Sheet.html
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NHE-Fact-Sheet.html



https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/ReportsTrustFunds/Downloads/TR2016.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/ReportsTrustFunds/Downloads/TR2016.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/ReportsTrustFunds/Downloads/TR2016.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/ReportsTrustFunds/Downloads/TR2016.pdf
http://kff.org/medicare/issue-brief/the-facts-on-medicare-spending-and-financing/view/footnotes/#footnote-193596-7
http://kff.org/medicare/issue-brief/the-facts-on-medicare-spending-and-financing/view/footnotes/#footnote-193596-7
http://www.healthcarepricingproject.org/sites/default/files/pricing_variation_manuscript_0.pdf
http://www.healthcarepricingproject.org/sites/default/files/pricing_variation_manuscript_0.pdf
http://www.healthcarepricingproject.org/sites/default/files/pricing_variation_manuscript_0.pdf
http://www.healthcarepricingproject.org/sites/default/files/pricing_variation_manuscript_0.pdf
http://content.healthaffairs.org/content/30/8/1443.short
http://content.healthaffairs.org/content/30/8/1443.short
http://content.healthaffairs.org/content/30/8/1443.short
http://www.sciencedirect.com/science/article/pii/S0022346810002083
http://www.sciencedirect.com/science/article/pii/S0022346810002083
http://www.sciencedirect.com/science/article/pii/S0022346810002083
https://www.ncbi.nlm.nih.gov/pubmed/24275512
https://www.ncbi.nlm.nih.gov/pubmed/24275512
https://www.ncbi.nlm.nih.gov/pubmed/24275512
https://www.ncbi.nlm.nih.gov/pubmed/27355810
https://www.ncbi.nlm.nih.gov/pubmed/27355810
http://uscode.house.gov/view.xhtml?req=(title:42%20section:1395w-111%20edition:prelim)%20OR%20(granuleid:USC-prelim-title42-section1395w-111)&f=treesort&edition=prelim&num=0&jumpTo=true#substructure-location_i
http://uscode.house.gov/view.xhtml?req=(title:42%20section:1395w-111%20edition:prelim)%20OR%20(granuleid:USC-prelim-title42-section1395w-111)&f=treesort&edition=prelim&num=0&jumpTo=true#substructure-location_i
http://uscode.house.gov/view.xhtml?req=(title:42%20section:1395w-111%20edition:prelim)%20OR%20(granuleid:USC-prelim-title42-section1395w-111)&f=treesort&edition=prelim&num=0&jumpTo=true#substructure-location_i
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/49763-VA_Healthcare_Costs.pdf
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/49763-VA_Healthcare_Costs.pdf
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/49763-VA_Healthcare_Costs.pdf



http://www.gallup.com/poll/191504/majority-support-idea-fed-funded-healthcare-system.aspx
http://www.gallup.com/poll/191504/majority-support-idea-fed-funded-healthcare-system.aspx
http://www.gallup.com/poll/191504/majority-support-idea-fed-funded-healthcare-system.aspx
http://www.gallup.com/poll/191504/majority-support-idea-fed-funded-healthcare-system.aspx
http://www.gallup.com/opinion/polling-matters/196814/gallup-review-healthcare-election.aspx
http://www.gallup.com/opinion/polling-matters/196814/gallup-review-healthcare-election.aspx
http://healthcare.mckinsey.com/2017-exchange-market-emerging-plan-type-trends
http://healthcare.mckinsey.com/2017-exchange-market-emerging-plan-type-trends
http://healthcare.mckinsey.com/2017-exchange-market-emerging-plan-type-trends
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828681/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828681/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828681/







































http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Gynecologic-Practice/Increasing-Access-to-Contraceptive-Implants-and-Intrauterine-Devices-to-Reduce-Unintended-Pregnancy
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Gynecologic-Practice/Increasing-Access-to-Contraceptive-Implants-and-Intrauterine-Devices-to-Reduce-Unintended-Pregnancy
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Gynecologic-Practice/Increasing-Access-to-Contraceptive-Implants-and-Intrauterine-Devices-to-Reduce-Unintended-Pregnancy
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
https://www.aclu.org/files/assets/growth-of-catholic-hospitals-2013.pdf
https://www.aclu.org/files/assets/growth-of-catholic-hospitals-2013.pdf
http://www.usccb.org/issues-and-action/human-life-and-dignity/health-care/upload/Ethical-Religious-Directives-Catholic-Health-Care-Services-fifth-edition-2009.pdf
http://www.usccb.org/issues-and-action/human-life-and-dignity/health-care/upload/Ethical-Religious-Directives-Catholic-Health-Care-Services-fifth-edition-2009.pdf
http://www.usccb.org/issues-and-action/human-life-and-dignity/health-care/upload/Ethical-Religious-Directives-Catholic-Health-Care-Services-fifth-edition-2009.pdf
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035



http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://dx.doi.org/10.1016/j.contraception.2014.06.035
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Ethics/The-Limits-of-Conscientious-Refusal-in-Reproductive-Medicine
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Ethics/The-Limits-of-Conscientious-Refusal-in-Reproductive-Medicine
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Ethics/The-Limits-of-Conscientious-Refusal-in-Reproductive-Medicine




























































http://www.ncsl.org/research/health/state-medical-marijuana-laws.aspx
http://www.ncsl.org/research/civil-and-criminal-justice/marijuana-overview.aspx



https://poll.qu.edu/national/release-detail?ReleaseID=2432
https://poll.qu.edu/national/release-detail?ReleaseID=2432


















https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-5126.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-5120.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-5120.xml



https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHODGOV.xml-0-127.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-1754.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-1767.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-1760.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD-140.838.xml



https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-431.xml



https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-482.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-528.xml
https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-789.xml



https://searchpf.ama-assn.org/SearchML/searchDetails.action?uri=%2FAMADoc%2FHOD.xml-0-1535.xml
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INTRODUCTION

At its 2016 Annual Meeting, the AMA-MSS Assembly referred for study MSS Resolution 21,
“Redefining Policy for Resident Duty-Hours Based on New Evidence, With a Focus on
Addressing Resident Wellness,” which states the following:

RESOLVED, That our AMA-MSS revise existing policy 310.030MSS by insertion and
deletion as follows:

310.030MSS Resident/Fellow Work and Learning Environment

AMA-MSS will ask the AMA to: (1) define resident duty hours as those scheduled hours
associated with primary resident or fellowship responsibilities; (2) support a limit on
resident duty hours of 84 hours per week averaged over a two-week period; (3) support

on-cal-activiies—no—more—frequent-than—everythird-night-and-there-be at least one

consecutive 24 hour duty-free period day every seven days both averaged over a two
Week perrod :

%sehede#ed—heersamkﬂeaebm%y—fe#srgﬁ—eﬁﬁaemﬁees—@} 4 support that Ilmlts on duty

hours must not adversely impact the organized educational activities of the residency

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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that—constitutes—no—less—than—10% of scheduleddutyhours—(10} (5) support that
scheduled time providing patient care services of limited or no educational value be
minimized; &3H—(6) ask the Joint Commission on the Accreditation of Hospital
Organizations (JCAHO) to create new resident work condition standards that require
institutions to provide minimum ancillary staffing levels (e.g. 24 hour phlebotomy,
transport services, etc.) at institutions that train physicians; 2} (7) ask JCAHO to
establish reporting mechanisms and sanctions that increase hospital accountability for
violations of resident work condition standards; and (&3} (8) support the AMA Council on
Legislation as the coordinating body in the creation of legislative and regulatory options;
and be it further

RESOLVED, That our AMA-MSS support the Accreditation Council on Graduate Medical
Education (ACGME) and professional societies to conduct research to form the best
duty hour policy for the residents in their respective specialties and support research to
develop specialty-specific mechanisms in residency programs that (a) preserve
educational quality, (b) prevent physician burnout, and (c) promote physician wellness.

Accordingly, your Governing Council (GC) referred this report to your MSS Committee on
Medical Education (CME). Your CME performed an analysis of pertinent policies on resident
duty hours so that the MSS could account for a broad scope of residency programs and
acknowledge varied perspectives, including those outside of the AMA-MSS. This report begins
with an historical context on the issue of resident duty hours. It then examines the
recommended changes to MSS policy 310.030 from Resolution 21, A-16 and discusses
pertinent implications for each of these recommendations. Each section contains a summary
that recapitulates CME’s reasoning for supporting or not supporting the proposals in Resolution
21. Your CME provides its own amendments to MSS policy 310.030MSS, the primary goal of
which is to emphasize resident wellness, which is reflected in the Recommendations portion of
this report.

BACKGROUND
i. The History of Duty Hour Standards

The first study on resident duty hours’ effect on resident performance was done in 1971
comparing errors in reading a standardized ECG between post-call residents and their
colleagues. The authors found post call first-year residents performed less well on reading a
standardized electrocardiogram compared to rested colleagues, and exhibited negative mood.*
Despite these early findings, scholarly analysis of the impact of long duty hours did not take hold
until the death of Libby Zion in 1984.

! Friedman RC, Bigger JT, Kornfeld DS. The intern and sleep loss. N Engl J Med. 1971;285(4):201-203.
doi:10.1056/NEJM197107222850405.
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Zion was cared for by first- and second-year residents at a New York teaching hospital who
administered meperidine and phenelzine at too close of intervals, triggering serotonin syndrome
and, consequently, her death. This mistake was attributed to long resident work hours and
fatigue. The grand jury at her trial ruled for a reform in resident education, specifically targeting
resident hours and supervision.?

In response, the Bell commission was created to look into duty hours and released an 80-hour
weekly limit and a maximum of 24 hour consecutive shift recommendations in 1987. Its
reasoning for an 80-hr work week hinged on the idea that, “There are 168 hours in a week. It is
reasonable for residents to work a 10-hour day for 5 days a week. It is humane for people to
work every fourth night. If you subtract the 50-hour week . . . from 168 hours, you end up with
118 hours. If you then divide 118 by 4 (every fourth night), it equals 30. If you then add 50 to 30,
that equals an 80-hour week.”? Ultimately, New York incorporated this recommendation into its
health code in 1989. New York remains the only state with legislation on the topic of Graduate
Medical Education (GME) duty hours.

As a profession, medicine has always strived to be a self-governing profession when possible.
In response to the Zion incident and subsequent enactment of resident duty hour legislation, the
Accreditation Council for Graduate Medical Education (ACGME) has been the predominant
entity that sets policy and enforces resident/fellow duty hours.

In 1988, the ACGME Task Force on Resident Hours and Supervision proposed new standards
for accredited programs, which were ultimately enacted and enforced beginning in 1992. The
policy set forth standards including: “1) one day in seven away from the hospital; 2) on-call duty
in the hospital no more frequently than every third night; 3) adequate backup if sudden and
unexpected patient care needs create resident fatigue sufficient to jeopardize patient care; and
4) institutional policies to ensure that all residents are adequately supervised, with reliable
methods of communication between residents and supervising physicians. The Task Force also
recommended that each Review Committee develop specialty-specific standards regarding the
frequency of duty and on-call assignments for residents.”

In 2001, the ACGME authorized the formation of a Work Group on Resident Duty Hours and the
Learning Environment, and charged it with the development of common standards for resident
duty hours that would be applied to all GME training programs. Out of this work, the 2003
ACGME common program requirements were developed noting a need for more specialty
specificity in duty hour restrictions as well as the need to add more restrictions to protect
resident sleep. They maintained the 1990 duty hour restrictions and added additional clauses to:
(1) Add 6 hour period post-call to create flexibility for education and continuity of care, (2) A 10%
or maximum 88 hours duty restriction exception granted by a review committee, (3) the inclusion
of internal moonlighting in the 80-hour work week, (4) A 10-hour time period between daily duty

% Bell BM. Reconsideration of the New York State laws rationalizing the supervision and the working
conditions of residents. Einstein J Biol Med. 2003;20(1):36—40.

® ACGME. History of Duty Hours. http://www.acgme.org/What-We-Do/Accreditation/Clinical-Experience-
and-Education-formerly-Duty-Hours/History-of-Duty-Hours. Accessed April 4, 2017.
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periods and after in-house call, and (5) A maximum of in-house call every third night. They also
permitted specialties such as Emergency Medicine and Anesthesiology to create and maintain
personalized requirements to maximize patient quality of care. After implementation, studies
found that on average residents were less fatigued, had increased well-being, and felt like they
had more of a work-life balance. Residents were also found to work with increased intensity
during with the hour restrictions.* Representation from high duty-hour residencies, like surgery,
expressed concern that the shift compromised residents’ education. Critics believed that the
duty hour restrictions lead to fragmentation and reduced continuity of care. National studies
found little change in patient mortality rates.

In 2009 an ACGME task force was created to discuss and research new requirements for duty
hours. The task force found that while quality of care previously was a concern, it had been
unaffected after 2003 limits were instilled. They also surveyed residents who reported that the
ideal duty hours for experiential learning hovered around 76-82.° Studies also found that the
duty hour restrictions led to an increase in the intensity of work done in their restricted time. The
task force also found that PGY-1 residents make more errors when working longer hours
demonstrating a need to stratify duty hour restrictions between residents.®

The ACGME released its revised common program requirements in 2011. Key features of these
requirements included: (1) Keeping the 80 hour duty limit averaged for a 4-week period,
inclusive of in-house call and moonlighting activities, (2) A 10% or maximum 88 hours duty
restriction exception granted by a review committee, (3) Mandatory 1 day free every week
averaged over four weeks, (4) Duty hour restrictions of 16 hours for PGY-1 residents, (5) 10
hours free between duty periods for PGY-1 residents, (6) No more than six consecutive nights
of night float, (7) A maximum of in-house call every third night, and (8) The inclusion of at-home
call in the 80 duty hour restriction.

On July 1st 2017, the ACGME will implement a new set of duty hour standards. Differing from
previous iterations, the task force assigned to draft the new common program requirements was
instructed to do so with a specific focus on implementing rules that would bolster patient safety,
resident wellness, and quality improvement. The ACGME underwent an open-comment period
in late 2016 in which they heard from student, resident, physician groups, patient advocacy
organizations, and other stakeholders surrounding the conversation of the graduate medical
education work/learning environment, including the AMA. Some of the largest changes to be
implemented starting July 1, 2017, include: 1) removing the 16-hour cap for PGY-1 shifts, with
the intent to re-establish team dynamics among interns and supervising residents 2) defined
expectation that programs are to be held accountable on their efforts to support education by
creating a more inclusive and supportive “learning and work environment” to improve safety,

* Weinstein DF. Duty hours for resident physicians--tough choices for teaching hospitals. N Engl J Med.
2002;347(16):1275-1278. doi:10.1056/NEJMsb022065.

® Philibert I, Amis S. The ACGME 2011 Duty Hour Standards: Enhancing Quality of Care, Supervision,
and Resident Professional Development. 2011. https://www.acgme.org/Portals/0/PDFs/jgme-
monograph[1].pdf. Accessed April 4, 2017.

® Lockley SW, Cronin JW, Evans EE, et al. Effect of reducing interns’ weekly work hours on sleep and
attentional failures. N Engl J Med. 2004;351(18):1829-1837.
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guality, professionalism, and wellness; 3) requiring that clinical work done from home, including
home call, be included in total duty hour counts; and 4) creating mechanisms to allow residents
flexibility to stay beyond scheduled shifts if deemed necessary by the resident for reasons
related to continuity for a severely ill or unstable patient, academic importance of the events
transpiring, or humanistic attention to the needs of a patient or family and that this must occur
within the context of the 80- hour and the one-day-off-in-seven requirements.

ii. AMA’s Stance on Duty Hours

In 2014, the AMA House of Delegates restructured its policy on Resident/Fellow Duty Hours,
Patient Safety, and Quality of Physician Training. These changes are reflected in the
recommendations put forth by the AMA Council on Medical Education in CME Rep 5, A-14.

Your MSS CME highly recommends MSS members refer to CME Report 5, A-14 for further
information on the general stances of the AMA on resident/fellow work hours. Existing AMA
policy on resident/fellow duty hours is housed under AMA Duty Hours Policy H-310.907.

DISCUSSION OF PROPOSED CHANGES BY MSS RESOLUTION 21, A-16

1. Do not adopt proposed removal of AMA-MSS support for on-call activities no more frequent
than every third night. (310.030MSS Clause 3)

The origins of limiting overnight in-house call to no more often than every third night (averaged
over a four week period) arose from the ACGME 1987 Task Force on Resident Hours and
Supervision and became part of the ACGME general program requirements in 1992.° Since that
time, the ACGME has maintained this position in every iteration of the core program
requirements that all specialties must abide by in order to maintain accreditation. Current RFS
and HOD policy concur with this ACGME standard.

As this policy has long remained entrenched in the standards of residency programs, all
available literature on residency duty hours in recent years upholds this as a requirement, even
during studies. One of the largest duty hour studies to date was published in the New England
Journal in 2016. It was called the Flexibility in Duty Hour Requirements for Surgical Trainees
(FIRST) trial.” FIRST was designed to determine if removing program requirements for
maximum shift length and minimum time off between shifts among general surgery programs
would adversely affect patient outcomes, and secondarily how it impacted trainee wellness and
education. Despite ethical concerns surrounding the trial design and implementation,? the study
design still upheld the requirement of call no more frequently than every third night. The
importance of this is that nearly all evidence surrounding duty hours upholds this standard, and
to seek repeal of this standard would be to go against the current body of evidence on this topic.

" Bilimoria KY, Chung JW, Hedges LV, et al. National Cluster-Randomized Trial of Duty-Hour Flexibility in
Surgical Training. N Engl J Med. 2016;374(8):713-727. doi:10.1056/NEJM0al1515724.

® The Unethical ICOMPARE and FIRST Trials. Public Citizen.
http://www.citizen.org/documents/PublicCitizenFactsheet-iCompareFIRST.pdf. Published May 2016.
Accessed April 4, 2017.
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SUMMARY

Thus, as a general safeguard to the wellbeing of our trainees and to the protection of our
patients, we believe that it is imperative to maintain well-prescribed limitations of in-house call
frequency. Moreover, your CME solicited feedback from the AMA-RFS whose members
encouraged the MSS to consider adopting language that would mirror other AMA sections and
the ACGME policy. In response, your CME recommends amending MSS policy to average duty
hours over a four-week period, instead of a two-week period.

2. Adopt the proposed removal of AMA-MSS support for standard work day limit for resident
physicians of 12 hours, with patient care assignments exceeding 14 hours considered on-
call activities. (310.030MSS Clause 4)

The origin of the term medical resident is from the historical model of graduate medical
education, in which trainees would often maintain their domicile at their training institution.
Hence, as they lived at the hospital, they were referred to as residents. In recent years, our
European counterparts have sought to shift away from this model of condensed training. In
1998 the European Working Time Directive (EWTD) became law and imposed boundaries to
resident training hours to include such things as a maximum of 48 hours per week and a
minimum of 24 hours off per 7-day period. However, due to the difficulty meeting the medical
care demands of society, only 6 of the 27 European member states meet the prescribed
standard, some 14 years after the EWTD became a legal requirement.’

In the U.S., the proposal to move towards more modest shift lengths has likewise been met with
concerns. The ACGME studied the implications of moving toward 16 consecutive hour limits for
all residents, and it concluded, “[16-hour shift limits are] incompatible with the actual practice of
medicine and surgery in many specialties, excessively limiting in configuration of clinical
services in many disciplines, and potentially disruptive of the inculcation of responsibility and
professional commitment to altruism and placing the needs of patients above those of the
physician.”*® While some specialties were able to demonstrate small pilots to support 16-hour
shift models, your CME did not find compelling evidence to support a wholesale transition to 16-
hour shift maximums for all medical specialty training programs.

Shift work has been explored by other resident stakeholder groups as well. A 2016 position
paper by the Committee of Interns and Residents (CIR), a group representing 14,000 U.S.
interns, residents, and fellows, noted that exemplars do exist that demonstrate best-practice in
how to incorporate shift work and night float systems in which trainees work up to 14 hours
continuously. However, the group recognized that this model may not meet the demands and

° Temple J. Resident duty hours around the globe: where are we now? BMC Med Educ. 2014;14(1):S8.
doi:10.1186/1472-6920-14-S1-S8.

19 ACGME Common Program Requirements — Section VI Summary and Impact of Major Requirement
Revisions. ACGME.
http://www.acgme.org/Portals/0/PFAssets/ReviewandComment/CPR_SectionVI_ImpactStatement.pdf.
Accessed March 31, 2017.
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flexibility requirements for all specialty programs. Ultimately, rather than moving to abolish 24+4
hour shift, it proposed that programs be required to undergo continuous quality improvement
(i.e. Plan, Do, Study, Act (PDSA) cycles) to engage in work and learning redesign to maximize
patient safety and resident learning and wellbeing. It also ask for more transparency in the duty
hour reporting process in hopes that outside stakeholders (i.e. fourth-year medical students) are
more aware of the ongoing process.™

SUMMARY

In order to apply this policy across all types of medical specialties and as the concern for its
impact in the current state of medical practice in the United States today grows, your CME
believes continued support for a standard 12-hours workday limit for residents would lead to
undue negative consequences upon the educational pursuits of trainees and the health of our
patients.

3. Do not adopt proposed amendment by deletion of AMA-MSS support for a limit on
scheduled on-call assignments of 24 consecutive hours, with on-call assignments exceeding
24 consecutive hours ending before 30 hours, and the final 6 hours of this shift are for
education, patient follow-up, and transfer of care, and new patients and/or continuity clinics
must not be assigned to the resident during this 6-hour period. (310.030MSS Clause 5)

As has been previously stated, prescribing a 12-hour maximum shift length to all residency
programs could lead to instability within the healthcare system and possibly yield negative
educational outcomes for trainees. However, this does not make the inverse true, namely, that
extremely long shifts would be a panacea for this problem.

Overall, it is difficult to accurately assess the direct impact of the behavioral and environmental
interventions embodied by duty hour policies. The FIRST trial, which allowed programs to
schedule residents for shifts >28 hours and allowed them not to have minimum times off
between shifts, demonstrated non-inferiority with respect to their primary outcomes of American
College of Surgeons National Surgical Quality Improvement Program (ACS NSQIP) composite
outcome measure of the 30-day rate of postoperative death or serious complications.” While this
may indicate that patient outcomes are not affected by longer shifts, there is concern that that
the intervention arm did not actually differ than the control arm in actual implementation.
Moreover, the authors implicated that concerns for accurate duty hour logging could have
played a large confounding role in the outcomes of the trial.'? Ultimately, while the FIRST trial
indicates that patient outcomes were non-inferior in the study group, your CME has concerns
with the limitations of this study and the generalizability of the trial conclusions.

! position Paper - Committee of Interns and Residents. In: ; 2016.
https://www.acgme.org/Portals/0/PDFs/Position%20Papers/Committee%200f%20Interns%20and%20Res
idents.pdf. Accessed March 31, 2017.

'2 Bilimoria KY, Chung JW, Hedges LV, et al. Surgical resident duty hours. N Engl J Med.
2016;2016(374):2399-2403.
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A large body of work has grown around the negative impact of sleep deprivation in medicine -
with particular emphasis on post call effects.! These negative effects decreased resident
performance on standardized exams, with one study correlating the loss to the difference
between a first year and third year resident’s performance on a standardized exam.*® These
outcomes have also been upheld by more recent research.* Furthermore, studies have found
that residents experience the negative effects of call even after a full period of sleep.”® Several
single center studies found that residents working traditional on-call schedules had six times
more serious diagnostic errors and 36% more serious medical errors than residents working on
a schedule that limited continuous duty to 16 hours.*®

In addition to the potential dangers long shifts pose to patients, longer shifts have been
implicated in adverse health consequences in trainees. Fatigue in the GME setting has been
linked to higher rates of exposure to injury, including exposure to bodily fluids and percutaneous
injuries. It has also been found that resident exposure to blood borne pathogens varied during a
24-hour period and raters were highest overnight. Resident who are fatigued also have much
greater risks of falling asleep behind the wheel of a car and have been shown to experience
more car crashes than non-residents. Additional epidemiological studies imply that sleep
deprivation is also linked to additional health factors such as burnout, depression, weight gain,
and diabetes."’

On the issue of learner satisfaction and wellness, secondary outcomes of the FIRST trial
demonstrated that residents in the control arm were dissatisfied with the restrictive duty hours
policy and cited them as a direct cause of: having missed or left an operation, decreased
perception of ability to acquire clinical/surgical skills, ability to attend educational sessions, and
perceived loss of continuity of care and patient safety. On the other side of the coin however,
the control group was more likely to have better health, rest, time with friends/family, and time
for research and extracurricular activities. Overall, many primary discussions with our
resident/fellow colleagues would echo the sentiments on duty hours reported in the FIRST trial
data.

13 Jacques CH, Lynch JC, Samkoff JS. The effects of sleep loss on cognitive performance of resident
hysicians. J Fam Pract. 1990;30(2):223-229.

* Arora VM, Georgitis E, Siddique J, et al. Association of workload of on-call medical interns with on-call
sleep duration, shift duration, and participation in educational activities. JAMA. 2008;300(10):1146-1153.
doi:10.1001/jama.300.10.1146.

!> Arendt J. Shift work: coping with the biological clock. Occup Med Oxf Engl. 2010;60(1):10-20.
doi:10.1093/occmed/kqpl62.

'® Lockley SW, Landrigan CP, Barger LK, Czeisler CA, Harvard Work Hours Health and Safety Group.
When policy meets physiology: the challenge of reducing resident work hours. Clin Orthop.
2006;449:116-127. doi:10.1097/01.blo.0000224057.32367.84.

" safety | of M (US) C on OGMT (Resident) H and WS to IP, Ulmer C, Wolman DM, Johns MME. Impact
of Duty Hours on Resident Well-Being. National Academies Press (US); 2009.
https://www.ncbi.nim.nih.gov/books/NBK214939/. Accessed April 4, 2017.
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Taking all of this into account, your CME acknowledges that there is no perfect solution to the
problem of GME duty hours.™ Thus, the best the profession can do is to move forward and
iteratively seek to promote trainee wellness, a tailored education by specialty and improve the
guality of care for patients. To do so requires training programs to be flexible and explore ways
to achieve these ends. Nevertheless, this does not mean that reasonable and rational limitations
must be abandoned in the name of flexibility.

SUMMARY

Your CME does not recommend the removal of support for maximum shift lengths of 24 hours.
Moreover, your CME posits that the MSS should seek to reduce the current maximum shift
length of 30 hours (24+6) to align with current AMA policy to have maximum shift lengths of 28
(24+4) hours; 24 hours for patient care with the last four hours reserved for handoff and
education. Finally, acknowledging that inflexibility of duty hours has historically caused distress
among resident trainees, your CME recommends inclusion of language to allow flexibility for
residents to stay beyond their scheduled 28-hour limit to provide care for a single patient when
important for patient care, educational, or humanistic needs.

4. Do not adopt amendment by deletion of AMA-MSS support for the inclusion of home call
hours in the total number of weekly scheduled duty hours if the resident on call can routinely
expect to get a less than 5 consecutive hours of sleep. (310.030MSS clause 6)

As the 80-hr work week was implemented, residents in time-intensive specialties experienced
an increase in the amount of home call hours in order to comply with duty hour restrictions.
Multiple residencies, especially surgical specialties, saw an increase in home call.**?° One
notable study observed a 33% increase in home call for interns in a cross-sectional survey of
ENT residents.” These findings suggest that residencies were not decreasing workload, but
instead re-assigning it.

This increase in home call has resulted in an increase in post call fatigue. A recent study found
that post call sleep deprivation was correlated with the number of calls taken after midnight.
Furthermore, this study found that the location, home or in-hospital, had no effect on sleep
deprivation.? This study demonstrates the negative impact night call can have on sleep. By

'8 Camillus JC. Strategy as a Wicked Problem. Harvard Business Review.
https://hbr.org/2008/05/strategy-as-a-wicked-problem. Published May 1, 2008. Accessed April 1, 2017.
19 Landrigan CP, Rothschild JM, Cronin JW, et al. Effect of Reducing Interns’ Work Hours on Serious
Medical Errors in Intensive Care Units. N Engl J Med. 2004;351(18):1838-1848.
doi:10.1056/NEJM0a041406.

% Kusuma SK, Mehta S, Sirkin M, et al. Measuring the attitudes and impact of the eighty-hour workweek
rules on orthopaedic surgery residents. J Bone Joint Surg Am. 2007;89(3):679-685.
doi:10.2106/JBJS.F.00526.

L Brunworth JD, Sindwani R. Impact of duty hour restrictions on otolaryngology training: divergent
resident and faculty perspectives. The Laryngoscope. 2006;116(7):1127-1130.
doi:10.1097/01.mlg.0000224348.44616.fb.

2 Caulley L, Quimby AE, Barrowman N, Moreau K, Vaccani J-P. Effect of Home-Call on Otolaryngology
Resident Education: A Pilot Study. J Surg Educ. 2017;74(2):228-236. doi:10.1016/j.jsurg.2016.08.019.
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shifting work to home in order to save duty hours, residents are burning the candle at both ends.
They are experiencing the negative effects of sleep deprivation that the duty hour restrictions
seek to protect.

SUMMARY

The 2017 ACGME observed this shift and consequently it has stricken from its standards the
five consecutive hours of sleep from the policy to include all home call in the 80-hr work week.
The RFS and HOD policy also currently uphold this standard. For these reasons, we believe
that in order to protect resident duty hours, home call should be included in scheduled duty
hours regardless of sleep obtained.

5. Adopt in part amendment by deletion of AMA-MSS support for a limit on assignments in high
intensity settings of 12 scheduled hours with flexibility for sign off activities. (310.030MSS
Clause 7)

The context surrounding “high intensity” work usually is focused on work in the Emergency
department. As part of New York State regulations that were drafted in relation to the Libby Zion
incident, the law currently specifies that residents working in an emergency setting are only
allowed to work 12-continuous hours and are allotted 3 additional hours for transition of care.
While the ACGME core program requirements do not specifically stipulate or define what
constitutes high intensity settings, the ACGME Emergency Medicine program requirements do
explicitly state that continuous shifts should not be longer than 12 hours.

Although Emergency medicine work is often cited as the standard of high intensity work, it is
unclear what other practice domains may fall under this nomenclature. A 2003 AAMC policy
paper on GME also included the ICU included in “high intensity” work, as does the Sleep
research Society.?*** Our current AMA-MSS (310.030MSS) and AMA-RFS (310.579R) policy
also considers ICU work alongside shifts in the emergency department as high intensity work.
Beyond this however, a literature search did not provide a universally accepted definition of
what constitutes high intensity work within GME.

SUMMARY

Without agreed upon standard language for all parties to use in defining high intensity work,
there is concern that the status of the current AMA-MSS policy is overly vague and without
meaningful direction. As has been discussed, flexibility among individual specialties to
determine if certain practice settings require additional regulation should be left as an issue of

% AAMC Policy Guidance on Graduate Medical Education: Assuring... : Academic Medicine. LWW.
http://mobile.journals.lww.com/academicmedicine/Fulltext/2003/01000/AAMC_Policy Guidance_on_Grad
uate_Medical.22.aspx. Accessed April 1, 2017.

4 Resident Work Hours - Past SRS Government Relations Initiative.
http://www.sleepresearchsociety.org/residentworkhours.aspx. Accessed April 1, 2017.
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self-governance. Thus, at this point, we agree with removal of language that specifically limits
shift duration in “high intensity settings.”

6. Do not adopt amendment by deletion of AMA-MSS support for the involvement of the
Accreditation Council for Graduate Medical Education in establishing new requirements for
mandatory and protected education time in residency programs that constitutes no less than
10% of scheduled duty hours. (310.030MSS clause 9)

In its 2017 guidelines, the ACGME recognized that the learning objective of residency programs
should “be accomplished through an appropriate blend of supervised patient care
responsibilities, clinical teaching, and didactic educational events.” While time spent doing
didactic educational events are easily tabulated, the previous two methodologies are much
more evasive to calculate. Not all learning comes from a didactic and protected format.

Furthermore, a study implemented after duty hour restrictions that polled internal medicine
residencies in the US found that the mean weekly change in educational hours before and after
implementation did not change significantly. It did find, however, that the intern attendance did
decrease. Yes, their education was affected, but simple hour calculation of the educational
activities hours did not demonstrate this shift.?®

As pointed out by the ACGME, not all learning takes place in a didactic format. A study of
internal medicine residents found little efficacy on a lecture format on long-term knowledge
retention and testing performance. It instead emphasized the need for flexibility or learning as
well as the benefits of team-based learning and overall improvement of resident satisfaction and
learning.?®

Due to the different styles of learning and the benefits of different types of learning in resident
education, setting aside a certain percent of protected time becomes too exclusive. We believe
that instead of spending time determining what aspects of a resident’s career are considered
educations, an emphasis should be placed to instead decrease residents’ non-clinical
obligations. These non-physician obligations include tasks that are traditionally performed by
nursing, other health professionals, transport services, or clerical staff.’° This policy is also
reflected in RFS and AMA policy.

SUMMARY

For these reasons, your CME believes that residency programs can maximize learning
objectives, in part by driving down non-physician obligations, to ensure educational

% Horwitz LI, Krumholz HM, Huot SJ, Green ML. Internal medicine residents’ clinical and didactic
experiences after work hour regulation: a survey of chief residents. J Gen Intern Med. 2006;21(9):961-
965. doi:10.1111/j.1525-1497.2006.00508.x.

% sawatsky AP, Zickmund SL, Berlacher K, Lesky D, Granieri R. Understanding resident learning
preferences within an internal medicine noon conference lecture series: a qualitative study. J Grad Med
Educ. 2014;6(1):32-38. doi:10.4300/JGME-06-01-37.1.
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opportunities for their residents all without being held accountable to pre-specified protected
hour format.

7. Nature of AMA-MSS policy 310.030MSS

Your CME found it appropriate to retain this resolution as internal MSS policy, as a primary
function of this report was to update current MSS policy rather than update AMA policy. Indeed,
your CME felt it important to mirror AMA and RFS policy on resident duty hours in its
recommendations.

OTHER POLICY CONSIDERATIONS
1. AMA-MSS definition of resident duty hours (310.030MSS Clause 1)

Your CME felt that existing definition of resident duty hours under MSS policy 310.030, which
defines them as scheduled hours associated with primary resident or fellowship responsibilities,
fails to meet the current state of residency duty hours given the recent changes by ACGME and
for reasons stated above. The ACGME cites the inclusion of “all in-house clinical and
educational activities, clinical work done from home, and moonlighting” in its policy.™® We feel
that this addition best encompasses all activities included in the duty hour restriction.

SUMMARY

Your CME recommends that duty hours be defined as clinical and educational activities, clinical
work done from home, and all moonlighting to best include above recommendations.

2. AMA-MSS support for a limit on resident duty hours of 84 hours per week averaged over a
two-week period (310.030MSS clause 2)

Current AMA policy upholds an 80-hour work week averaged over a four-week period. This is
also found in ACGME and RFS policy. As previously cited above, the 80-hour work week was
first evoked by the Bell Commission in 1987 and has been the common working benchmark for
duty hour caps found in policy and writings on duty hours policy for over 15 years. The AMA-
MSS would benefit from aligning its current policy to adopt this common language. Furthermore,
reducing the allowable work hours from 84 to 80 is in line with the primary focus of this policy
update to pursue the intent of resident/fellow wellness. Finally, feedback from the AMA-RFS
was solicited, which encouraged the MSS to consider adopting language that would mirror other
AMA sections and the ACGME policy at this time.

SUMMARY

Your CME recommends the AMA-MSS support an 80-hour work week averaged over a four-
week period. Such policy aligns with current AMA, RFS, and ACGME policy.
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3. AMA-MSS support on-call activities no more frequent than every third night and there be at
least one consecutive 24 hour duty-free period day every seven days, both averaged over a
two week period (310.030MSS clause 3)

Existing AMA, RFS, and ACGME policy supports one consecutive 24 hour duty-free period day
every seven days, averaged over a four week period. Finally, feedback from the AMA-RFS was
solicited, which encouraged the MSS to consider adopting language that would mirror other
AMA sections and the ACGME policy at this time.

SUMMARY

Your CME recommends the adoption of the four-week period instead of the two-week period to
comply with AMA policy, RFS policy, and ACGME policy.

4. The Joint Commission and ACGME Monitoring (310.030MSS clauses 11-13)

To update this policy, there is a foundational philosophy which the AMA-MSS must first consider
as it decides how to proceed with this policy. These subsections effectively are countercurrent
to current HOD policy, and moreover and countercurrent to the foundational identity of a
profession. Current AMA HOD policy states, ““The medical profession maintains the right and
responsibility for self-regulation (one of the key tenets of professionalism) through the ACGME
and its purview over graduate medical education, and categorically rejects involvement by the
Centers for Medicare & Medicaid Services, The Joint Commission, Occupational Safety and
Health Administration, and any other federal or state government bodies in the monitoring and
enforcement of duty hour regulations, and opposes any regulatory or legislative proposals to
limit the duty hours of practicing physicians.” (AMA Duty Hours Policy H-310.907) In
correspondence with leadership in the AMA-RFS, it was also discussed that this policy may no
longer be the appropriate or desired course of strategic action from the perspective of the AMA-
RFS. Thus, our AMA-MSS must grapple with how to approach this question.

To contextualize, when 301.030MSS was adopted in 2002, this predated the implementation of
the 2003 AGCME common program requirements which drastically changed the conversation
on resident duty hours. The prevailing sentiment among residents at that time was such that
they often felt disempowered to report and voice concerns on duty hours. The policy of
pursuing the option for external entities to penalize hospitals associated with training programs
was to allow an alternative conduit by which residents could improve their working conditions
without risking personal retribution or putting their own training program at risk during
reaccreditation.

While resident duty hours are objectively better now as compared to 2002, it is still not
uncommon for residents to have to inaccurately report their duty hours *2. Even though the
ACGME is now much more responsive and attuned to monitoring duty hours and intervene on
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infractions of policy, residents still find themselves in a sort of prisoner’s dilemma of feeling free
to openly report their duty hours in actuality. Thus, the question of how the AMA-MSS should
approach this policy of encouraging external entities such as the Joint Commission to monitor
and enforce duty hours requires much debate.

Nonetheless, our current policy does require updating as the language found currently in
310.030MSS is outdated and regardless of how the AMA-MSS handles this policy in the future,
for now it should be updated to reflect new terminology in that the Joint Commission on the
Accreditation of Hospital Organizations (JCAHO) is now only referred to as The Joint
Commission.

SUMMARY

Your CME found it prudent to update the title of the Joint Commission to reflect its current
designation. Your CME found it worthwhile for our AMA-MSS to study the assertions made in
11-13 as previously discussed, the context surrounding the issue of professional self-
governance in duty hours has evolved since the adoption of the parent policy in 2002.

RECOMMENDATIONS

1) That the AMA-MSS amend existing policy 310.030 by addition and deletion to read as
follows:

310.030MSS Resident/Fellow Work and Learning Environment
The AMA-MSS will-ask-the-AMA-te supports the following general principles regarding

resident/fellow duty hours to promote physician wellness: (1) Duty hours shall be defined
as cIinicaI and educational activities, clinical work done from home and all moonliqhtinQ'

feuewshrp—respensrbrhhes— (2) The total number of dutv hours should not exceed 80

hours when averaqed over a four-week penod supporta-hmitonresident-duty-hoursof

; ; NO-W, - (3) Trainees must be scheduled
for in-house caII no _more frequentlv than every-third-night, averaqed over a four-week

ever—a—twe—week—pened—(4) Scheduled on- caII assignments should not exceed 28 hours
with the last 4 hours bernq reserved for educatron patrent follow-up, and transfer of care;

assrgnment&exeeedmg—l#heur&eensrdered—en—eau—aewrtres—(S) errts on duty hours

must not adversely impact the organized educational activities of the residency program;
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period:—(6) Scheduled time providing patient care services of limited or no_educational

value should be minimized:; suppert—the—rnelusren—et—heme—eaﬂheurs—m—the—tetaknumber

than—':‘reenseeuthre—lmurs—ef—stee&(?) Trainees must have at Ieast one _consecutive 24

hour dutv-free period dav every seven davs averaged over a four-week perlod suppert

srgn—eﬁ—aetrwtres—(S) FIexrbrIrty for resrdents to stay beyond therr scheduled 28 hour Irmrt

to provide care for a single patient when important for patient care, educational, o
humanistic needs and that these hours count towards the Weeklv 80 hour Iimitation'

aetrvrtresef—theuresrdeneypregram—(9) ask the Joint Commrssron to create new reS|dent

work condition standards that require institutions to provide minimum ancillary staffing
levels (e.q. 24 hour phlebotomv, transport services, etc) at |nst|tut|ons that trarn

phvsrcrans,

Commission to establish reporting mechanisms and sanctions that increase hospital
accountabilitv for violations of resident work condition standards; and suppert—that

miniized: (11) Support the AMA Councrl on Legislation as the coordinating bodv in the
creatron of qurslatlve and requlatorv options. ask—the—Jemt—Gemrms&en—en—the

ha AMA a '

anel—regutatery—eptrens— and be it further

2) That our AMA-MSS study clauses 9 through 11 of amended MSS policy 310.030 and to
assess the need for the MSS’ continued support.

3) That the remainder of this report be filed.
A clean version of your CME’s proposed amendments follows.
310.030MSS Resident/Fellow Work and Learning Environment

The AMA-MSS supports the following general principles regarding resident/fellow duty
hours to promote physician wellness: (1) Duty hours shall be defined as clinical and
educational activities, clinical work done from home, and all moonlighting; (2) The total
number of duty hours should not exceed 80 hours when averaged over a four-week
period; (3) Trainees must be scheduled for in-house call no more frequently than every-
third-night, averaged over a four-week period; (4) Scheduled on-call assignments should
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not exceed 28 hours, with the last 4 hours being reserved for education, patient follow-
up, and transfer of care; (5) limits on duty hours must not adversely impact the organized
educational activities of the residency program (6) Scheduled time providing patient care
services of limited or no educational value should be minimized; (7) Trainees must have
at least one consecutive 24 hour duty-free period day every seven days, averaged over
a four-week period; (8) Flexibility for residents to stay beyond their scheduled 28 hour
limit to provide care for a single patient when important for patient care, educational, or
humanistic needs, and that these hours count towards the weekly 80 hour limitation; (9)
ask the Joint Commission to create new resident work condition standards that require
institutions to provide minimum ancillary staffing levels (e.g. 24 hour phlebotomy,
transport services, etc.) at institutions that train physicians; (10) ask the Joint
Commission to establish reporting mechanisms and sanctions that increase hospital
accountability for violations of resident work condition standards; and (11) support the
AMA Council on Legislation as the coordinating body in the creation of legislative and
regulatory options.
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INTRODUCTION

At the 2015 Annual Meeting, the AMA-MSS adopted AMA-MSS Governing Council Report D, A-
15 “Evaluation of AMA-MSS Region Bylaws,” which recommended the following:

1) That all Medical Student Region Bylaws include, at minimum, abbreviated versions
of:

a. The purpose of the Medical Student Region to elect Regional Delegates to the
AMA House of Delegates per MSS IOP VIII. A;

b. The responsibilities of the Region Chair per MSS I0P VIII. A. 3;

c. An outline of the requirements for Regional Delegate Elections per MSS IOP
VIIl. B.2;

d. Descriptions of their Regional Governing Council per MSS I0P VIII. A.4; and
e. Determination and Responsibilities of the Regional Delegate Chair per MSS
IOP VIII.C.

2) That all Medical Student Region Bylaws are in accordance with the prevailing
parliamentary code of our AMA per MSS IOP XIILA;

3) That the Speaker or Vice Speaker or his or her designee be authorized to correct
article and section designations, punctuation and cross-references, and to make
such other technical and conforming changes as may be necessary to reflect the
intent of the MSS with respect to the Medical Student Region bylaws requirements
as recommended by this report; and

4) That our AMA-MSS reevaluate the content of each Medical Student Region’s bylaws
and report back by A-17.

The main purpose of this report is to reevaluate each of the seven Region’s bylaws in an effort
to increase transparency so that each Region can understand the governing processes of other
regions.

This report highlights the similarities and differences in the Region bylaws in the following
categories: quorum, voting, and parliamentary procedure. In addition, this report assesses each
region’s adherence to the minimum bylaw requirements outlined in the AMA-MSS GC Report D,

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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A-15, “Evaluation of AMA-MSS Region Bylaws.” Additionally, there is an interest among MSS
members and region leadership to clarify and enumerate the process by which Regions elect to
author a resolution. Thus, this report also lays out each region's resolution authorship process.

METHODS

The most current bylaws adopted by each region were submitted to your Committee on Long
Range Planning (COLRP) in January 2017. Your COLRP acknowledges that some Regions
may have updated their by-laws after January 2017 and that this report may not reflect those
updates. COLRP assessed the inclusion of minimum bylaws based on the AMA-MSS GC
Report D, A-15, “Evaluation of AMA-MSS Region Bylaws” as outlined in Table 1 and outlined
each region’s process for quorum, voting, parliamentary procedures, and resolution authorship.

RESULTS
i. Recommended Region bylaw provisions pursuant to GC Report D, A-15

Table 1 outlines each Region's inclusion of the minimum bylaws as recommended by AMA-MSS
GC Report D, A-15. Regions 1, 2, 3, and 5 include a clause stating that the purpose of the
Medical Student Region is to elect Regional Delegates to the HOD. All seven regions delineate
in their bylaws the responsibilities of the Region Chair. Similarly, all seven Regions include
bylaws that describe the requirements for Regional Delegate elections. Regions 1, 3, 5, 6, and 7
bylaws outline descriptions of their Regional Governing Council. In addition, Regions 1, 2, 5,
and 7 specifically detail how to determine the Regional Delegate Chair. Regions 1, 2, and 5
bylaws describe the responsibilities of their Regional Delegate Chair.

ii. Quorum/Voting

Table 2 outlines each region’s specific criteria for establishing quorum. Each Region’s bylaws
include specific language that determine the number of votes each school in a region will
receive as shown in Table 3. Regions 3, 4, 6 and 7 define quorum as one-third of total chapters
with a minimum of 3 states in that region. Region 1 only requires one-third of all the chapters to
be present without restrictions on state. Regions 2 and 5 require half of all chapters to be
present for a minimum of 4 and 3 states, respectively.

In order to vote during Region business, most chapters allotted each campus one vote. Region
1 allots each chapter 2 votes, one for the delegate and one for the alternate delegate. Region 5
allots votes based on each campus’ enrollment such that one vote is given for every 100
students enrolled. Enroliment above 50 gains a vote (150 students = 2 votes). Region 7
allocates votes to states based on their representation at each Regional Meeting such that 1
vote is given for every three chapters that send a delegate to the Regional Meeting.

iii. Parliamentary Procedure

Table 4 outlines the body of parliamentary procedure utilized during business meetings for each
region. Most regions adhere to the Standard Code of Parliamentary Procedure, which is the

code followed by the AMA-MSS Assembly per MSS IOP IV.D.6.a. Region 2 utilizes the Sturgis
Standard Code of Parliamentary Procedure and Regions 5 and 6 employ Davis’ Rules of Order.
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iv. Resolution Authorship

Table 5a outlines the systems each region utilizes to coordinate resolution writing. Table 5b
outlines the bylaws that determine eligibility for region authorships. Most regions elect an
Advocacy or Legislative Chair who oversees resolution writing and facilitates collaboration
between regional chapters. In addition, Regions 2 and 5 create a resolution committee that
oversees the resolution writing process. Region 6 has a legislative committee but the bylaws do
not explicitly discuss its role in resolution management. Region 2’s Resolution Committee
decides whether a resolution will gain regional authorship. In contrast, Regions 1, 3, 4, and 7
vote mostly via online platforms to determine if a resolution can be authored on behalf of a
region. Regions 1, 3 and 6 use a majority vote to determine region authorship eligibility. Regions
4, 5 and 7 have predetermined quorums required for regional authorship.

CONCLUSION

In conclusion, there are significant differences in the aforementioned categories of quorum,
elections, parliamentary procedure, and policy authorship. These differences should reviewed
by region leadership. A primary aim of this report was to assess if regions included required
bylaw elements as outlined in AMA-MSS GC Report D, A-15, “Evaluation of AMA-MSS Region
Bylaws,” The results of our analysis suggest that some Regions are still missing the minimum
outlined bylaw requirements. COLRP highly recommends these Regions update their bylaws to
ensure they have included all the minimum required elements. Additionally, this report reveals
that the protocol by which authors gain region authorship and sponsorship of resolutions
submitted to the MSS Assembly varies by region. Overall, this COLRP is hopeful that this
comparative analysis will allow Regions to learn about other Region bylaws and understand the
different approaches they employ to operate effectively.

RECOMMENDATIONS
In alignment with MSS policy 665.012MSS, your COLRP recommends the following:

1. That our MSS Speaker and Vice Speaker monitor all MSS Regions to ensure
compliance with the minimum requirements in GC Report D, A-15; and

2. That our MSS COLRP reevaluate the accordance of each Region’s bylaws with the
categories in Tables 1 — 5b and release its findings in an informational report to the
Assembly at A-19; and

3. The remainder of this report be filed.
ACKNOWLEDGMENTS
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Table 1: Inclusion of Minimum Bylaw Elements, Pursuant to GC Rep D A-15, By Region

Region 1

Region 2

Region 3

Region 4

Region 5

Region 6

Region 7

Clause
stating a
purpose of
the Medical o Requirements
Student Responsibilities of the Region
. . of the Region 9
Region is to Chair Delegate
elect Elections
Regional
Delegates
to the HOD
Present Present Present
Present Present Present
Present Present Present
Absent Present Present
Present Present Present
Absent Present Present
Absent Present Present

Description

of Regional

Governing
Council

Present

Absent

Present

Absent

Present

Present

Present

How to
Determine Responsibilities
Regional of Regional
Delegation Delegate Chair
Chair
Present Present
Present Present
Absent Absent
Absent Absent
Present Present
Absent Absent
Present Absent
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Table 2: Requirements for Quorum by Region

One-third of all active chapters within Region 1 shall constitute a quorum

Region 1
A quorum shall constitute at least fifty (50) percent of all sections within Region 2
Region 2 provided that at least four (4) states are represented.
. One third of all chapters in the region with at least three states represented
Region 3
i One third of all chapters in the region with at least three states represented
Region 4
A guorum shall constitute at least fifty (50) percent of all sections provided that at
Region 5 least four 3 states are represented.
One-third of all chapters within Region VI shall constitute a quorum provided that
Region 6 at least 3 states are represented.

Region 7

One-third of Region VII active chapters, provided that at least 3 (of the 7) states
are represented




COLRP Report A
A-17
Page 6 of 9

Table 3: Voting Allocation by Region

Region 1 Each Campus gets 2 votes
Region 2 Each Campus gets 1 vote
Region 3 Each Campus gets 1 vote
Region 4 Each Campus gets 1 vote

Each Campus 1 vote for every 100 students enrolled. Above 50 gains a vote.
Region 5 (i.e.150 students = 2 votes)
Region 6 Each Campus gets 1 vote

Proportional allocation of votes to the states based on their representation at each

Region 7 Regional Meeting (1 vote for every three chapters that send a delegate to the

Regional Meeting)
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Table 4: Parliamentary Procedures by Region

Region 1 Standard Code of Parliamentary Procedure
Region 2 Sturgis Standard Code of Parliamentary Procedure
Region 3 Standard Code of Parliamentary Procedure
Region 4 Standard Code of Parliamentary Procedure
Region 5 Davis’ Rules of Order

Region 6 Davis’ Rules of Order

Region 7 Standard Code of Parliamentary Procedure




Region 1

Region 2

Region 3

Region 4

Region 5

Region 6

Region 7
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Table 5a. Policy Coordination Initiatives by Region

Policy and Advocacy Chair to facilitate region resolution authorship

Advocacy Chair + Resolution Committee that decides if they will
support a resolution on behalf of the region

Legislative Chair who facilities communication about resolutions and
collaborations between states and sections

Resolution and Advocacy Chair

Legislative Chair + Resolution Committee

Legislation Committee - Not specified

Advocacy Chair
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Table 5b. Region Resolution Authorship Requirements by Region

Region 1 Majority Vote
Region 2 Resolution Committee
Region 3 Majority Vote

A minimum of 10 chapters must

Region 4 vote, and the vote in favor must reach a majority.
Region 5 2/3 of the votes cast shall constitute a majority.
Region 6 Majority Vote

60% majority of states is required with each state and minimum of 4 states
Region 7 voting
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INTRODUCTION

The MSS Internal Operating Procedures (IOPs) and AMA Bylaws outline a mechanism for
establishing and maintaining National Medical Specialty Society (NMSS), Professional Interest
Medical Association (PIMA), and National Medical Student Organization (NMSQO) representation
in the MSS Assembly. Among other requirements, organizations that have been granted voting
representation in the Assembly are required to undergo biennial review to ensure that they
remain eligible for representation in the MSS Assembly.

Accordingly, this report assesses whether NMSSs, PIMAs, and NMSOs currently represented in
the Assembly continue to meet the eligibility criteria and recommends continuation or not of
each organization’s representation status.

BACKGROUND
A. NMSS and PIMA Eligibility Criteria

The student components of National Medical Specialty Societies (NMSSs) and Professional
Interest Medical Associations (PIMAS) are granted representation in the MSS Assembly
according to guidelines set forth in AMA Bylaw 7.3.3.3 and MSS IOP IX.C.2. The student
components of NMSSs and PIMASs that meet the following criteria may be considered for
representation in the MSS Assembly:

a. The parent organization must have voting representation in the AMA House of
Delegates.

b. The parent organization must allow for medical student membership.

c. The parent organization must have established a mechanism that allows for the regular
input of medical student views into the issues before the organization.

B. New Representation

New representation by a NMSS, PIMA, or NMSO is granted after an application submitted by
interested national medical specialty societies, federal services, and professional interest
medical associations to the MSS GC. The organization should submit the application form, and
any other documents demonstrating compliance with these criteria, to the MSS Governing
Council at least ninety days prior to the first Meeting at which they wish to seat an MSS

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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Delegate. Upon approval by the Governing Council, the organization will be granted a seat in
the MSS Assembly with voting privileges on all matters except elections. The newly seated
organization will be placed on probationary status for a period of two years, during which time
consistent attendance at the four national Assembly Meetings is expected. At the conclusion of
this probation period, the MSS Delegate selected by the organization will attain full voting
privileges, including elections, and will be eligible to run for office. The Governing Council will
notify the organization of its status at the end of the probation period. (MSS IOP X.C.2.¢)

C. NMSO Eligibility Criteria

National Medical Student Organizations (NMSOs) are granted representation in the MSS
Assembly according to guidelines set forth in AMA Bylaw 7.3.3.4 and MSS IOP IX.C.3. NMSOs
that meet the following criteria may be considered for representation in the MSS Assembly:

a. The organization must be national in scope.

b. A majority of the voting members of the organization must be medical students enrolled
in educational programs as defined in AMA Bylaw 1.1.1.

c. Membership in the organization must be available to all medical students, without
discrimination.

d. The purpose and objectives of the organization must be consistent with the AMA’s
purpose and objectives.?

e. The orgagization’s code of medical ethics must be consistent with the AMA’s Principles
of Ethics.

DISCUSSION
A. Review of NMSS and PIMA Eligibility
There are currently 10 NMSSs and PIMAs represented in the MSS Assembly:

1. Aerospace Medical Association (AsMA)

2. American Academy of Family Physicians (AAFP)

3. American Academy of Pediatrics (AAP)

4. American Association of Physicians of Indian Origin (AAPI)
5. American College of Emergency Physicians (ACEP)

6. American College of Medical Quality (ACMQ)

7. American College of Physicians (ACP)

8. American Society of Addiction Medicine (ASAM)

9. American Society of Anesthesiologists (ASA)

10. American Society of Military Surgeons of the US (AMSUS)

Our review found that each of these organizations is in compliance with the established
eligibility criteria as required by biennial review. However, as part of the review, the American

! AMA Bylaw 1.1.1: “Medical students in educational programs provided by a college of medicine or osteopathic medicine accredited
by the Liaison Committee on Medical Education or the American Osteopathic Association leading to the MD or DO degree. This
includes those students who are on an approved sabbatical, provided that the student will be in good standing upon returning from
the sabbatical.”

% The stated mission of the AMA is “To promote the art and science of medicine and the betterment of public health.” (See
https://www.ama-assn.org/about/our-vision).

% The AMA Principles of Medical Ethics may be found at https://www.ama-assn.org/delivering-care/ama-code-medical-ethics.



https://www.ama-assn.org/about/our-vision
https://www.ama-assn.org/delivering-care/ama-code-medical-ethics

OCoO~NOOTDWNPEF

GC Report A
A-17
Page 3 of 7

Society of Addiction Medicine indicated that it no longer wished to remain eligible for
representation in the MSS Assembly at this time.; hence, it will not be discussed below.

A brief discussion of each organization follows:

1. Aerospace Medical Association (AsMA)

a.

b.
c.

Aerospace Medical Association has voting representation in the House of
Delegates.

The AsMA Association allows for medical student membership.

The Aerospace Medicine Student and Resident Organization (AMSRO) has a
voting representative on the Aerospace Medical Association Council (Board of
Directors). All members of the Aerospace Medical Association, including Student
and Resident members can offer resolutions and nominations, etc.

2. American Academy of Family Physicians (AAFP)

a.
b.
c.

AAFP has voting representation in the AMA House of Delegates.

The AAFP allows for medical student membership.

The AAFP Board of Directors includes a student member as do its Commissions.
In addition, the AAFP convenes a national meeting of students and residents
each summer. Resolutions considered at that meeting can be referred to the
Board of Directors and AAFP Congress of Delegates for consideration.

3. American Academy of Pediatrics (AAP)

a.
b.
c.

AAP has voting representation in the House of Delegates

The AAP allows for medical student membership.

The AAP has a medical student section with its own subcommittees for
leadership opportunities. AAP has medical student liaisons to each of the
subcommittees.

4. American Association of Physicians of Indian Origin (AAPI)

a.
b.
c.

AAPI has voting representation in the AMA House of Delegates.

The AAPI allows for medical student membership.

One medical student sits on the Executive Council of the parent organization.
One medical student sits on the Board of Trustees of the parent organization.
Two governing board meetings annually for the parent organizations to which
students can submit resolutions.

5. American College of Emergency Physicians (ACEP)

a.
b.
c.

ACEP has voting representation in the AMA House of Delegates

The ACEP allows for medical student membership.

Medical students serve on the Section Council on Emergency Medicine. They
are members of the Emergency Medicine Residents’ Association (EMRA) which
has a liaison to the ACEP Board of Directors and representation on the ACEP
Council. EMRA also has a Medical Student Council that provides student
viewpoints on issues critical to medical students and graduate medical education
concerns. Medical students also serve on various ACEP committees.

6. American College of Medical Quality (ACMQ)

a.
b.

ACMQ has voting representation in the AMA House of Delegates
The ACMQ allows for medical student membership.



OCoO~NOOTDWNPEF

GC Report A
A-17
Page 4 of 7

c. A medical student currently sits on the board of directors. Additionally, ACMQ's
student/resident/fellows section represents medical student issues to the board
and membership.

7. American College of Physicians (ACP)
a. ACP has voting representation in the AMA House of Delegates
b. The ACP allows for medical student membership.
c. The ACP has a Council of Student Members. The Chair serves on the College's
Board of Regents, the Vice Chair, on the Board of Governors. The Council can
submit resolutions to either the Board of Regents or Board of Governors.

8. American Society of Anesthesiologists (ASA)

a. ASA has voting representation in the AMA House of Delegates.

b. The ASA allows for medical student membership.

c. The ASA Medical Student Component Society has a governing council and all
ASA medical student members are members of this component society. The
Medical Student Component is represented in the ASA House of Delegates. The
Medical Student Governing Council meets with the Committee on Residents &
Medical Students regularly. MS Governing Council recommendations are made
through the CORMS and directly to the ASA Board of Directors.

9. American Society of Military Surgeons of the US (AMSUS)

a. AMSUS has voting representation in the AMA House of Delegates

b. AMSUS allows for medical student membership. The first year is federally
funded, and then $50 per year through to residency completion.

c. Students have their own SIG (special interest group) that is managed and run by
USUHS medical students. Their elected leader meets at least annual with the
AMSUS Executive Director to review their goals, needs, and express their point
of view. Student members are invited to volunteer at the annual meeting, giving
them the opportunity to network with top military leadership from DoD, VA, DHA
etc. as well as fellow students from different health related professions, schools,
and military branches.

B. New Representation

One PIMA organization has sought representation in the MSS Assembly since the release of
GC Report B, A-15:

1. American Medical Women’s Association (AMWA)
A brief discussion of this organization follows:

1. American Medical Women’s Association (AMWA)

a. AMWA has voting representation in the House of Delegates

b. AMWA allows for medical student membership.

c. The Medical Student Division is structured by the local, regional, and national
levels. We have active members active at every level. Our Student Executive
Committee is composed of President, President-Elect, Secretary, and Treasurer.
Our President-Elect serves as the President the following year, and Immediate
Past President after that, to provide continuity on the leadership board. In
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addition, many of our regional leaders transition to national chair positions, which
also provide added consistency throughout AMWA. The tenure is yearly for most
positions, while some are two-year positions (ie. Treasurer, Conference Chairs).

Our review found that this organization is in compliance with the established eligibility criteria for
probationary representation in the AMA-MSS Assembly starting at A-17.

C. Review of NMSO Eligibility
There are currently four NMSOs represented in the MSS Assembly:
American Physician Scientists Association (APSA)
Asian Pacific American Medical Student Association (APAMSA)

Latino Medical Student Association (LMSA)
Student National Medical Association (SNMA)

PwbhE

Our review found that each of these organizations is in compliance with the established criteria
for eligibility. We note that SNMA is a NMSO, not NMSS or PIMA as was incorrectly indicated in
GC Report B, A-15. SNMA has confirmed it has had in place the requisite elements for NMSO
representation since 2015. The categorization of SNMA as an NMSO is not a grant of new
representation; it only corrects an error made in the A-15 report. Moreover, SNMA was properly
categorized as an SNMA in COLRP Report B, A-13 Biennial Review of Organizations Seated in
the AMA-MSS Assembly. A brief discussion of these organizations follows:

1. American Physician Scientists Association (APSA)

a. The APSA is national in scope.

b. A majority of the voting members of the organization are medical students currently
enrolled in U.S. medical schools as defined by AMA Bylaw 1.1.1.

c. Membership to the organization is available to all medical students.

d. The purpose and objectives of the organization are consistent with the AMA’s
purpose and objectives.

e. The APSA does not have a specific code of ethics, but its objectives are in line with
the AMA Principles of Ethics.

2. Asian Pacific American Medical Student Association (APAMSA)

a. The APAMSA is national in scope.

b. A majority of the voting members of the organization are medical students enrolled in
U.S. medical schools as defined by AMA Bylaw 1.1.1.

c. Membership in the organization is available to all medical students.

d. The purpose and objectives of the organization are consistent with the AMA’s
purpose and objectives.

e. The APAMSA does not currently have a code of ethics, but its stated mission and
objectives are in line with the AMA principles of medical ethics.

3. Latino Medical Student Association (LMSA)
a. The LMSA is national in scope.
b. A majority of the voting members of the organization are medical students enrolled in
U.S. medical schools as defined by AMA Bylaw 1.1.1.
c. Membership in the organization is available to all medical students.
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d. The purposes and objectives of the association are consistent with the AMA’s
purpose and objectives.
e. The LMSA does not currently have a code of ethics, but its stated mission and
objectives are in line with the AMA principles of medical ethics.

4. Student National Medical Association (SNMA)

a. The SNMA is national in scope.
b. A majority of the voting members of the organization are medical students enrolled in

U.S. medical schools as defined by AMA Bylaw 1.1.1.

c. Membership in the organization is available to all medical students.

d. The purposes and objectives of the association are consistent with the AMA’s
purpose and objectives.

e. The SNMA does not currently have a code of ethics, but its stated mission and
objectives are in line with the AMA principles of medical ethics.

CONCLUSIONS

Your GC'’s review of the continuing representation eligibility of NMSSs, PIMAs, and NMSOs
currently represented in the MSS Assembly is summarized in Tables 1 and 2. Table 3 indicates
the representation components of newly-seated NMSSs and PIMAs. Table 4 indicates the
representation components of newly-seated NMSOs.

Table 1: Review of NMSS and PIMA Eligibility

Organization Parent Seated in Student Student Input?
HOD? Membership?
AsMA Yes Yes Yes
AAFP Yes Yes Yes
AAP Yes Yes Yes
AAPI Yes Yes Yes
ACEP Yes Yes Yes
ACMQ Yes Yes Yes
ACP Yes Yes Yes
ASA Yes Yes Yes
AMSUS Yes Yes Yes
Table 2: Review of NMSO Eligibility
Organization | National? Majority med | Open to all Consistent Code of
students? med with AMA medical
students? purposes and | ethics
objectives? consistent
with AMA?
APSA Yes Yes Yes Yes Yes
APAMSA Yes Yes Yes Yes Yes
LMSA Yes Yes Yes Yes Yes
SNMA Yes Yes Yes Yes Yes
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Table 3: Newly-Seated Organizations (NMSS and PIMA)
Organization Parent Seated in | Student Student Organization type
HOD? Membership? Input?
AMWA Yes Yes Yes PIMA

Additionally, your GC notes that the presence and active involvement of NMSO/NMSS/PIMAS in
the MSS Assembly provides a valuable opportunity for more medical student views to be
represented in the AMA-MSS, as well as an opportunity for the AMA-MSS to hear
underrepresented opinions, foster contacts and build partnerships with similar organizations,
and improve the diversity of our membership.

Thus, your MSS Governing Council recommends that the findings of this report be filed:

1. The AMA-MSS retains the following NMSSs and PIMAs as eligible for AMA-MSS
Assembly representation: American Academy of Family Physicians (AAFP), American
Academy of Pediatrics (AAP), American Association of Physicians of Indian Origin
(AAPI), American College of Emergency Physicians (ACEP), American College of
Medical Quality (ACMQ), American College of Physicians (ACP), American Society of
Anesthesiologists (ASA), American Society of Military Surgeons of the US (AMSUS)

2. The AMA-MSS terminates the following organization’s representation status in the MSS
Assembly until such time that the organization wishes to reapply for representation:
American Society of Addiction Medicine (ASAM)

3. The AMA-MSS grants a seat in the MSS Assembly with voting privileges on all matters
except elections to the following newly-seated PIMA: American Medical Women’s
Association (AMWA).

4. The AMA-MSS retains the following NMSOs as eligible for AMA-MSS Assembly
representation: American Physician Scientists Association (APSA), Asian Pacific
American Medical Student Association (APAMSA), Latino Medical Student Association
(LMSA), and Student National Medical Association (SNMA).
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INTRODUCTION

Since 1993, the MSS has employed a reaffirmation calendar as a means for generating policy.
This mechanism is codified in MSS policy 630.037 Reaffirmation Calendar:

AMA-MSS will implement and use a reaffirmation consent calendar akin to that used by
the AMA-HOD and set forth in AMA Policy 545.979 and 545.974, to expedite the
business of the Assembly on resolutions seeking reaffirmation of existing AMA-MSS
policy. The Reaffirmation Calendar will provide “statements of support” for existing AMA
policy for those resolutions deemed identical or nearly identical to existing AMA policy.

The “statements of support” for existing AMA policy resulting from this process have been
catalogued and compiled at the end of the MSS Digest of Policy Actions (https://www.ama-
assn.org/sites/default/files/media-browser/al6-mss-digest-policy-actions-v2.pdf). These
statements have not been reviewed since their inclusion in the Digest; in the intervening time,
some of the formally-supported policies have been rescinded by the AMA or consolidated into
other AMA policies, leaving the statements of support without meaning. Other policies have
been reaffirmed by the MSS multiple times, leading to the inclusion of redundant statements of
support.

MSS POLICY REVIEW

The MSS GC conducted a review of every AMA policy formally supported by the MSS.
Appendix 1 of this report contains a listing of the 28 policies that are no longer extant AMA
policies and ten extant AMA policies which have been reaffirmed more than once. Many of the
28 outdated policies called for a specific finite action, such as preparing a letter, amending a
policy, creating a product, or conducting a study; the statements of support associated with
these policies have been recommended for rescission. There are six policies that have been
consolidated into other policies or updated with the adoption of the new AMA Code of Medical
Ethics since their reaffirmations. In these cases, reaffirmation of the updated or consolidated
policy has been recommended in lieu of the statement of support for the since-rescinded AMA
policy, as the directives or stances contained therein continue to be relevant. In the case of the
ten policies that have been reaffirmed multiple times, rescission of the older reaffirmations is
recommended, leaving a single statement of support for each such policy.

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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RECOMMENDATIONS

Your AMA-MSS Governing Council recommends that the following be adopted and the
remainder of the report be filed:

1. That the formally-supported policies specified for action in Appendix 1 of this report be
acted upon as recommended.

2. That the AMA-MSS Governing Council review the “AMA-MSS Statements of Support for
HOD Policies” section of the AMA-MSS Digest of Policy Actions every five years for
redundant and outdated statements of support.

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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Appendix 1 — Policy Sunset Report Recommendations for 2011 AMA-MSS Policies

Policy Number, Title, Policy

GC Recommendation

D-60.978 Resources to Combat Teen and Young Adult Suicide in
the United States

Our AMA will convene a time-limited work group to meet through
conference call to identify and evaluate appropriate resources for
physicians intended to prevent and reduce teen and young adult
suicide, and that such resources be maintained on a publicly
accessible Web page hosted by our AMA.

(Reaffirmed A-11; D-60.978 no longer in AMA policy)

Rescind- Discrete action,
language no longer in AMA

policy

D-60.979 Childhood Anaphylactic Reactions

Our AMA will: (1) summarize the most recent scientific literature
pertaining to the increased incidence of anaphylactic reactions in
children; (2) develop specific strategies aimed at reducing the
incidence of anaphylactic reactions among children; and (3) support
legislative efforts to ensure that children have appropriate access to
necessary medical interventions for the treatment of asthma and
acute anaphylactic reactions in school settings.

(Reaffirmed A-14; D-60.979 no longer in AMA policy)

Rescind- Discrete action
(partially), language no longer
in AMA policy

D-60.983 Teen and Young Adult Suicide in the United States

Our AMA will work with appropriate federal agencies, national
organizations, and medical specialty societies to compile resources
to reduce teen and young-adult suicide, including but not limited to
continuing medical education classes, patient education programs,
and other appropriate educational and interventional programs for
health care providers, and report back at the 2006 Interim Meeting.
(Reaffirmed A-11; D-60.983 no longer in AMA policy)

Rescind- Discrete action,
language no longer in AMA

policy

D-60.988 Early Childhood and Family Education as a Mechanism
to Advance Family Health

Our AMA will advocate for the continuation and expansion of early
childhood family education programs nationwide.

(Reaffirmed A-13; D-60.988 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

D-60.990 Exercise and Healthy Eating for Children

Our AMA shall: (1) seek legislation that would require the
development and implementation of evidence-based nutrition
standards for all food served in K-12 schools irrespective of food
vendor or provider; and (2) work with the US Public Health Service
and other federal agencies, the Federation, and others in a
coordinated campaign to educate the public on the epidemic of
childhood obesity and enhance the K-12 curriculum by addressing
the benefits of exercise, physical fithess, and healthful diets for
children.

(Reaffirmed 1-07 and 1-10; D-60.990 no longer in AMA policy)

Rescind I-07 and 1-10
reaffirmations- No similar
language in extant AMA policy

D-60.992 Bullying Behaviors Among Children and Adolescents
Our AMA shall work with appropriate federal agencies, medical
societies, the Alliance, mental health organizations, education

Rescind- Discrete action,
language no longer in AMA

policy

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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organizations, schools, youth organizations, and others in a
national campaign to change societal attitudes toward and
tolerance of bullying, and advocate for multifaceted age and
developmentally appropriate interventions to address bullying in all
its forms.

(Reaffirmed A-11; D-60.992 no longer in AMA policy)

D-140.976 Advance Health Care Directive

Our AMA will: (1) encourage all physicians and their families to
complete a Durable Power of Attorney for Health Care (DPAHC)
and an Advance Directive (AD) as soon as reasonably possible; (2)
encourage all medical schools to educate medical students and
residents about the importance of having a DPAHC/AD before
becoming severely ill and encourage them to fill out their own
DPAHC/AD:; (3) along with other state and specialty societies, work
with any state that has technical problems with their DPAHC/AD to
correct those problems; (4) create other strategies to help
physicians encourage all their patients to complete their
DPAHC/AD:; (5) work with Congress and the Department of Health
and Human Services to make it a national public health priority to
educate the public as to the importance of having a DPAHC/AD
and to encourage patients to work with their physicians to complete
a DPAHC/AD as soon as reasonably possible; and (6) advocate for
the implementation of secure electronic advance health care
directives.

(Reaffirmed A-14; D-140.976 no longer in AMA policy)

Consolidated into H-140.845
Encouraging the Use of
Advance Directives and

Health Care Powers of

Attorney- Reaffirm H-140.845

instead

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.

Rescind I-07 and 1-08
reaffirmations- Discrete
action, language no longer in
AMA policy

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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(Reaffirmed I-07 and 1-08; D-165.952 no longer in AMA policy)

D-170.997 Sun Protection Programs in Elementary Schools

Our AMA will work with the National Association of State Boards of
Education, the Centers for Disease Control and Prevention, and
other appropriate entities to encourage elementary schools to
develop sun protection policies.

(Reaffirmed I-05; D-170.997 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

D-200.984 Incentive Programs to Improve Access to Care in
Underserved Areas

1. Our American Medical Association, in collaboration with state
and medical specialty societies, will continue to collect and
disseminate information on the efficacy of various types of incentive
and other programs designed to promote recruitment and retention
of physicians in underserved areas. 2. Based on the analysis of the
efficacy of the various types of incentive programs, our AMA will
advocate to the federal government, the states, and the private
sector for enhanced support for successful models.

(Reaffirmed 1-08; D-200.984 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

D-200.989 Incentive Programs to Improve Access to Health Care
Services in Underserved Areas

Our AMA will (1) conduct an analysis of the creative use of tax
credits, student loan deferment and loan forgiveness programs, J-1
visa waivers, and practice subsidies as financial incentives to
physicians for providing care in identified underserved areas; and
(2) work with state medical societies and other appropriate entities
to identify, catalogue, and evaluate the effectiveness of incentive
programs, including the J-1 visa waiver program, designed to
promote the location and retention of physicians in rural and urban
underserved areas and, consequently, improve patient access to
health care in these areas.

(Reaffirmed 1-08; D-200.989 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

D-265.989 Medical-Legal Partnerships to Improve Health and Well
Being

Our AMA: (1) encourages physicians to develop medical-legal
partnerships (MLPs) to help identify and resolve diverse legal
issues that affect patients’ health and well-being; (2) will work with
physician groups and other key stakeholder organizations such as
the American Bar Association and the Legal Services Corporation
to: (a) educate physicians on the impact of unmet legal needs on
the health of patients; (b) will provide physicians with information on
screening for such unmet legal needs in their patients; and (c)
provide physicians, hospitals and health-centers with information on
establishing a Medical-Legal Partnership; and (3) will create a
model medical-legal partnership agreement for physicians to utilize

Rescind- No similar language
in extant AMA policy

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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as guidance when entering into such an agreement.
(Reaffirmed A-12; D-265.989 no longer in AMA policy)

D-295.958 Support of Business of Medicine Education for Medical
Students

Our AMA will encourage all US medical schools to provide students
with a basic foundation in medical business, drawing upon
curricular domains referenced in Undergraduate Medical Education
for the 21st Century (UME-21), in order to assist students in
fulfilling their professional obligation to patients and society in an
efficient, ethical, and cost-effective manner.

(Reaffirmed A-15; D-295.958 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

D-305.975 Long-Term Solutions to Medical Student Debt

Our AMA will: (1) through its Council on Medical Education,
continue a comprehensive study of medical education financing,
with a report back to the House of Delegates at the 2005 Annual
Meeting; (2) encourage medical schools and state medical
societies to consider the creation of self-managed, low-interest loan
programs for medical students, and collect and disseminate
information on such programs; (3) advocate for increased funding
for the National Health Service Corps Loan Repayment Program to
assure adequate funding of primary care within the National Health
Service Corps, as well as to permit: (a) inclusion of all medical
specialties in need, and (b) service in clinical settings that care for
the underserved but are not necessarily located in health
professions shortage areas; (4) work with state medical societies to
advocate for the creation of either tuition caps or, if caps are not
feasible, pre-defined tuition increases, so that medical students will
be aware of their tuition and fee costs for the total period of their
enrollment; and (5) collect and disseminate information on medical
school programs that cap medical education debt, including the
types of debt management education that are provided.
(Reaffirmed twice at 1-08)

Rescind one copy of 1-08
reaffirmation- redundant

D-305.993 Medical School Financing, Tuition, and Student Debt

(1) The Board of Trustees of our AMA will pursue the introduction of
member benefits to help medical students, resident physicians, and
young physicians manage and reduce their debt burden. This
should include consideration of the feasibility of developing a web-
based information on financial planning/debt management;
introducing a loan consolidation program, automatic bill collection
and loan repayment programs, and a rotating loan program; and
creating an AMA scholarship program funded through philanthropy.
The AMA also should collect and disseminate information on
available opportunities for medical students and resident physicians
to obtain financial aid for emergency and other purposes. (2) Our
AMA will vigorously advocate for ongoing, adequate funding for
federal and state programs that provide scholarship or loan
repayment funds in return for service, including funding in return for
practice in underserved areas, participation in the military, and
participation in academic medicine or clinical research. Obtaining

Rescind both 1-08
reaffirmations- redundant

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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adequate support for the National Health Service Corps and similar
programs, tied to the demand for participation in the programs,
should be a focus for AMA advocacy efforts. (3) Our AMA will
collect and disseminate information on successful strategies used
by medical schools to cap or reduce tuition. (4) Our AMA will
encourage medical schools to provide yearly financial planning/debt
management counseling to medical students. (5) Our AMA will urge
the Accreditation Council for Graduate Medical Education
(ACGME) to revise its Institutional Requirements to include a
requirement that financial planning/debt management counseling
be provided for resident physicians. (6) Our AMA will work with
other organizations, including the Association of American Medical
Colleges, residency program directors groups, and members of the
Federation, to develop and disseminate standardized information,
for example, computer-based modules, on financial planning/debt
management for use by medical students, resident physicians, and
young physicians. (7) Our AMA will work with other concerned
organizations to promote legislation and regulations with the aims
of increasing loan deferment through the period of residency,
promoting the expansion of subsidized loan programs, eliminating
taxes on aid from service-based programs, and restoring tax
deductibility of interest on educational loans.

(Reaffirmed twice at I-08 and I-11)

D-310.968 Physician and Medical Student 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, and medical students. 2. Our AMA will work with other
interested groups to regularly inform the appropriate designated
institutional officials, program directors, resident physicians, and
attending faculty about resident, fellow, and medical student
burnout (including recognition, treatment, and prevention of
burnout) through appropriate media outlets. 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, and medical students. 4. Our AMA will
encourage further studies and disseminate the results of studies on
physician and medical student 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. 6. Our AMA
encourages the utilization of mindfulness education as an effective
intervention to address the problem of medical student and
physician burnout.

(Reaffirmed 1-14 and 1-16)

Rescind I-14 reaffirmation-
redundant

D-370.990 Umbilical Cord Blood Transplantation: The Current
Scientific Understanding
Our AMA will: (1) encourage continued research into the scientific

Very similar language in H-
370.961 Umbilical Cord Blood
Transplantation: The Current
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issues surrounding the use of umbilical cord blood-derived
hematopoietic stem cells for transplantation, including the ex vivo
expansion of umbilical cord blood-derived hematopoietic stem cells;
the combination of multiple units of closely matched, unrelated
umbilical cord blood cells for transplantation; and the improvement
of umbilical cord blood cells collection techniques; and (2) work with
appropriate organizations to educate physicians and the public
about the potential benefits of, and limitations to, umbilical cord
blood transplantation as an alternative to bone marrow
transplantation.

(Reaffirmed I-10; D-370.990 no longer in AMA policy)

Scientific Understanding-
Reaffirm H-370.961 instead

D-435.984 Tort Reform

Our AMA will: (1) continue to pursue MICRA-based reform as the
top priority; (2) continue to pursue liability reform efforts by any and
all legislative options that would fundamentally change our medical
liability system to create fair and equitable remuneration for injured
patients and to promote patients’ access to health care; and (3)
report on its coalition building activities on efforts to reform our civil
justice system and make this report available to the general
membership by the 2005 Annual Meeting.

(Reaffirmed A-10; D-435.984 no longer in AMA policy)

Rescind- Discrete action
(partially), covered under
other reaffirmed policy

D-440.971 Recommendations for Physician and Community
Collaboration on the Management of Obesity

Our AMA will: (1) work with the Centers for Disease Control and
Prevention to convene relevant stakeholders to evaluate the issue
of obesity as a disease, using a systematic, evidence-based
approach; (2) continue to actively pursue measures to treat obesity
as an urgent chronic condition, raise the public’s awareness of the
significance of obesity and its related disorders, and encourage
health industries to make appropriate care available for the
prevention and treatment of obese patients, as well as those who
have co-morbid disorders; (3) encourage physicians to incorporate
body mass index (BMI) and waist circumference as a component
measurement in the routine adult physical examination, and BMI
percentiles in children recognizing ethnic sensitivities and its
relationship to stature, and the need to implement appropriate
treatment or preventive measures; (4) promote use of our
Roadmaps for Clinical Practice: Assessment and Management of
Adult Obesity primer in physician education and the clinical
management of adult obesity; (5) develop a school health advocacy
agenda that includes funding for school health programs, physical
education and physical activity with limits on declining participation,
alternative policies for vending machines that promote healthier
diets, and standards for healthy a la carte meal offerings. Our AMA
will work with a broad partnership to implement this agenda; and (6)
collaborate with the CDC, the Department of Education, and other
appropriate agencies and organizations to consider the feasibility of
convening school health education, nutrition, and exercise
representatives, parents, teachers and education organizations, as

Rescind- No similar language
in extant AMA policy
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well as other national experts to review existing frameworks for
school health, identify basic tenets for promoting school nutrition
and physical activity (using a coordinated school health model), and
create recommendations for a certificate program to recognize
schools that meet a minimum of the tenants.

(Reaffirmed 1-10; D-440.971 no longer in AMA policy)

D-478.994 Health Information Technology

Our AMA will: (1) support legislation and other appropriate
initiatives that provide positive incentives for physicians to acquire
health information technology (HIT); (2) pursue legislative and
regulatory changes to obtain an exception to any and all laws that
would otherwise prohibit financial assistance to physicians
purchasing HIT; and (3) support initiatives to ensure interoperability
among all HIT systems.

(Reaffirmed I-07, 1-08, and I-10)

Rescind I-07 and 1-08
reaffirmations- redundant

D-478.995 National Health Information Technology

1. Our AMA will closely coordinate with the newly formed Office of
the National Health Information Technology Coordinator all efforts
necessary to expedite the implementation of an interoperable
health information technology infrastructure, while minimizing the
financial burden to the physician and maintaining the art of
medicine without compromising patient care. 2. Our AMA: (A)
advocates for standardization of key elements of EMR user
interface design during the ongoing development of this technology;
(B) advocates that medical facilities and health systems work
toward standardized login procedures and parameters to reduce
user login fatigue; and (C) advocates for continued research and
physician education on EMR user interface design specifically
concerning key design principles and features that can improve the
guality, safety, and efficiency of health care.

(Reaffirmed I-07 and 1-08)

Rescind I-07 reaffirmation-
redundant

D-478.996 Information Technology Standards and Costs

Our AMA will: (1) encourage the setting of standards for health care
information technology whereby the different products will be
interoperable and able to retrieve and share data for the identified
important functions while allowing the software companies to
develop competitive systems; (2) work with Congress and
insurance companies to appropriately align incentives as part of the
development of a National Health Information Infrastructure (NHII),
so that the financial burden on physicians is not disproportionate
when they implement these technologies in their offices; (3) review
the following issues when participating in or commenting on
initiatives to create a NHII: (a) cost to physicians at the office-based
level; (b) security of electronic records; and (c) the standardization
of electronic systems; (4) continue to advocate for and support
initiatives that minimize the financial burden to physician practices
of adopting and maintaining electronic medical records; and (5)
continue its active involvement in efforts to define and promote
standards that will facilitate the interoperability of health information

Rescind I-07 and 1-08
reaffirmations- redundant
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technology systems.
(Reaffirmed 1-07, 1-08, and 1-10)

D-480.975 Guidelines for Mobile Medical Applications and Devices
Our AMA will prepare a report on the appropriate indications,
guidelines and certification processes necessary to assure the
efficacy and safety of mobile medical applications and devices
developed for smartphones and other personal electronic devices
that may be used by physicians, allied health professionals,
caregivers and patients.

(Reaffirmed 1-14; D-480.975 no longer in AMA policy)

Rescind- Discrete action,
language no longer in AMA

policy

D-480.998 Minimal Standards for Medical Product Reuse

(1) Our AMA will encourage the development of a set of guidelines
for processing medical supplies and instruments which may be
reused. (2) These guidelines address the issues of product
performance, safety and sterility. (3) These guidelines be
distributed to the health care industry.

(Reaffirmed I-14; D-480.998 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

D-515.993 Support for Legislative Action and Improved Research
on the Health Response to Violence and Abuse

Our AMA, in conjunction with other members of the Federation and
the National Advisory Council on Violence and Abuse will: (1)
identify and actively support state and federal legislative proposals
designed to increase scientific knowledge, promote public and
professional awareness, enhance recognition and ensure access to
appropriate medical services for patients who have experienced
violence and/or abuse; (2) actively support legislation and
congressional authorizations designed to increase the nation’s
health care infrastructure addressing violence and abuse including
proposals like the Health CARES (Child Abuse Research,
Education and Services) Network; (3) actively support expanded
funding for research on the primary prevention of violence and
abuse, the cost of violence and abuse to the health care system,
and the efficacy of interventions and methods utilized in the
identification and treatment of victims of violence and abuse; (4)
actively study the best practices in diagnosis and management of
family violence (including an analysis of studies not reviewed in the
recent US Preventive Services Task Force Recommendations on
Screening for Family Violence) and present a report that identifies
future research and practice recommendations; and (5) invite a
Federation-wide task force to review and promote the best
practices in the identification, management and prevention of family
violence.

(Reaffirmed I-13; D-515.993 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

E-8.061 Gifts to Physicians from Industry

Many gifts given to physicians by companies in the pharmaceutical,
device, and medical equipment industries serve an important and
socially beneficial function. For example, companies have long
provided funds for educational seminars and conferences.
However, there has been growing concern about certain gifts from

Updated to 9.6.2 Gifts to
Physicians from Industry with
the adoption of the new AMA

Code of Medical Ethics-

Reaffirm 9.6.2 instead

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.




MSS GC Report B
A-17
Page 11 of 19

industry to physicians. Some gifts that reflect customary practices
of industry may not be consistent with the Principles of Medical
Ethics. To avoid the acceptance of inappropriate gifts, physicians
should observe the following guidelines: (1) Any gifts accepted by
physicians individually should primarily entail a benefit to patients
and should not be of substantial value. Accordingly, textbooks,
modest meals, and other gifts are appropriate if they serve a
genuine educational function. Cash payments should not be
accepted. The use of drug samples for personal or family use is
permissible as long as these practices do not interfere with patient
access to drug samples. It would not be acceptable for non-retired
physicians to request free pharmaceuticals for personal use or use
by family members. (2) Individual gifts of minimal value are
permissible as long as the gifts are related to the physician’s work
(eg, pens and notepads). (3) The Council on Ethical and Judicial
Affairs defines a legitimate "conference" or "meeting" as any
activity, held at an appropriate location, where (a) the gathering is
primarily dedicated, in both time and effort, to promoting objective
scientific and educational activities and discourse (one or more
educational presentation(s) should be the highlight of the
gathering), and (b) the main incentive for bringing attendees
together is to further their knowledge on the topic(s) being
presented. An appropriate disclosure of financial support or conflict
of interest should be made. (4) Subsidies to underwrite the costs of
continuing medical education conferences or professional meetings
can contribute to the improvement of patient care and therefore are
permissible. Since the giving of a subsidy directly to a physician by
a company’s representative may create a relationship that could
influence the use of the company’s products, any subsidy should be
accepted by the conference’s sponsor who in turn can use the
money to reduce the conference’s registration fee. Payments to
defray the costs of a conference should not be accepted directly
from the company by the physicians attending the conference. (5)
Subsidies from industry should not be accepted directly or indirectly
to pay for the costs of travel, lodging, or other personal expenses of
physicians attending conferences or meetings, nor should subsidies
be accepted to compensate for the physicians’ time. Subsidies for
hospitality should not be accepted outside of modest meals or
social events held as a part of a conference or meeting. It is
appropriate for faculty at conferences or meetings to accept
reasonable honoraria and to accept reimbursement for reasonable
travel, lodging, and meal expenses. It is also appropriate for
consultants who provide genuine services to receive reasonable
compensation and to accept reimbursement for reasonable travel,
lodging, and meal expenses. Token consulting or advisory
arrangements cannot be used to justify the compensation of
physicians for their time or their travel, lodging, and other out-of-
pocket expenses. (6) Scholarship or other special funds to permit
medical students, residents, and fellows to attend carefully selected
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educational conferences may be permissible as long as the
selection of students, residents, or fellows who will receive the
funds is made by the academic or training institution. Carefully
selected educational conferences are generally defined as the
major educational, scientific or policy-making meetings of national,
regional, or specialty medical associations. (7) No gifts should be
accepted if there are strings attached. For example, physicians
should not accept gifts if they are given in relation to the physician’s
prescribing practices. In addition, when companies underwrite
medical conferences or lectures other than their own, responsibility
for and control over the selection of content, faculty, educational
methods, and materials should belong to the organizers of the
conferences or lectures.

(Reaffirmed A-12)

H-55.980 Skin Cancer Self-Examination

The AMA (1) encourages all physicians to perform skin self-
examinations and to examine themselves and their families on the
first Monday of the month of May, which is designated by the
American Academy of Dermatology as Melanoma Monday; (2)
encourages physicians to examine their patients' skins for the early
detection of melanoma and non-melanoma skin cancer; (3) urges
physicians to encourage their patients to perform regular self-
examinations of their skin and assist their family members in
examining areas that may be difficult to examine; and (4)
encourages physicians to educate their patients concerning the
correct way to perform skin self-examination.

(Reaffirmed A-99; H-55.980 no longer in AMA policy)

Consolidated into H-55.972
Early Detection and
Prevention of Skin Cancer-
Reaffirm H-55.972 instead

H-60.944 Use of Psychotropic Drugs in Children, Adolescents, and
Young Adults

Our AMA: (1) endorses efforts to train additional qualified clinical
investigators in pediatrics, child psychiatry, and therapeutics to
carry out studies related to the effects of psychotropic drugs in
children, adolescents, and young adults; and (2) promotes efforts to
educate physicians about the appropriate use of psychotropic
medications in the treatment of children, adolescents, and young
adults.

(Reaffirmed I-10; H-60.994 no longer in AMA policy)

Rescind- No similar language
in extant AMA policy

H-95.999 Disposable Syringes

The AMA requests manufacturers of disposable hypodermic
needles and syringes to adopt designs to prevent reuse, and to
include in the packaging clear directions for their correct disposal.
(Reaffirmed I-14; H-95.999 no longer in AMA policy)

Consolidated into H-95.942
Safe Disposal of Used
Syringes, Needles and Other
Sharps in the Community-
Reaffirm H-95.942 instead

H-120.960 Protection for Physicians Who Prescribe Pain
Medication

Our AMA supports the following: (1) the position that physicians
who appropriately prescribe and/or administer controlled
substances to relieve intractable pain should not be subject to the
burdens of excessive regulatory scrutiny, inappropriate disciplinary
action, or criminal prosecution. It is the policy of the AMA that state

Rescind I-11 reaffirmation-
redundant
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medical societies and boards of medicine develop or adopt
mutually acceptable guidelines protecting physicians who
appropriately prescribe and/or administer controlled substances to
relieve intractable pain before seeking the implementation of
legislation to provide that protection; (2) education of medical
students and physicians to recognize addictive disorders in
patients, minimize diversion of opioid preparations, and
appropriately treat or refer patients with such disorders; and (3) the
prevention and treatment of pain disorders through aggressive and
appropriate means, including the continued education of doctors in
the use of opioid preparations.

Our AMA opposes harassment of physicians by agents of the Drug
Enforcement Administration in response to the appropriate
prescribing of controlled substances for pain management.
(Reaffirmed I-11 and 1-16)

H-150.962 Quality of School Lunch Program

The AMA recommends to the National School Lunch Program that
school meals be congruent with current U.S. Department of
Agriculture/Department of HHS Dietary Guidelines.

(Reaffirmed 1-05 and 1-13)

Rescind I-05 reaffirmation-
redundant

H-185.975 Requiring Third Party Reimbursement Methodology be
Published for Physicians

Our AMA: (1) urges all third party payers and self-insured plans to
publish their payment policies, rules, and fee schedules; (2)
pursues all appropriate means to make publication of payment
policies and fee schedules a requirement for third party payers and
self-insured plans; (3) will develop model state and federal
legislation that would require that all third party payers and self-
insured plans publish all payment schedule updates, and changes
at least 60 days before such changes in payment schedules are
enacted, and that all participating physicians be notified of such
changes at least 60 days before changes in payment schedules are
enacted. (4) seeks legislation that would mandate that insurers
make available their complete payment schedules, coding policies
and utilization review protocols to physicians prior to signing a
contract and at least 60 days prior to any changes being made in
these policies; (5) works with the National Association of Insurance
Commissioners, develop model state legislation, as well developing
national legislation affecting those entities that are subject to ERISA
rules; and explore the possibility of adding payer publication of
payment policies and fee schedules to the Patient Protection Act;
and (6) supports the following requirements: (a) that all payers
make available a copy of the executed contract to physicians within
three business days of the request; (b) that all health plan EOBs
contain documentation regarding the precise contract used for
determining the reimbursement rate; (c) that once a year, all
contracts must be made available for physician review at no cost;
(d) that no contract may be changed without the physician's prior
written authorization; and (e) that when a contract is terminated

Rescind 1-99 reaffirmation-
redundant
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pursuant to the terms of the contract, the contract may not be used
by any other payer.
(Reaffirmed 1-99 and A-12)

H-290.982 Transforming Medicaid and Long-Term Care and
Improving Access to Care for the Uninsured

AMA policy is that our AMA: (1) urges that Medicaid reform not be
undertaken in isolation, but rather in conjunction with broader
health insurance reform, in order to ensure that the delivery and
financing of care results in appropriate access and level of services
for low-income patients; (2) encourages physicians to participate in
efforts to enroll children in adequately funded Medicaid and State
Children’s Health Insurance Programs using the mechanism of
"presumptive eligibility," whereby a child presumed to be eligible
may be enrolled for coverage of the initial physician visit, whether
or not the child is subsequently found to be, in fact, eligible. (3)
encourages states to ensure that within their Medicaid programs
there is a pluralistic approach to health care financing delivery
including a choice of primary care case management, partial
capitation models, fee-for-service, medical savings accounts,
benefit payment schedules and other approaches; (4) calls for
states to create mechanisms for traditional Medicaid providers to
continue to participate in Medicaid managed care and in State
Children's Health Insurance Programs; (5) calls for states to
streamline the enrollment process within their Medicaid programs
and State Children's Health Insurance Programs by, for example,
allowing mail-in applications, developing shorter application forms,
coordinating their Medicaid and welfare (TANF) application
processes, and placing eligibility workers in locations where
potential beneficiaries work, go to school, attend day care, play,
pray, and receive medical care; (6) urges states to administer their
Medicaid and SCHIP programs through a single state agency; (7)
strongly urges states to undertake, and encourages state medical
associations, county medical societies, specialty societies, and
individual physicians to take part in, educational and outreach
activities aimed at Medicaid-eligible and SCHIP-eligible children.
Such efforts should be designed to ensure that children do not go
without needed and available services for which they are eligible
due to administrative barriers or lack of understanding of the
programs; (8) supports requiring states to reinvest savings
achieved in Medicaid programs into expanding coverage for
uninsured individuals, particularly children. Mechanisms for
expanding coverage may include additional funding for the SCHIP
earmarked to enroll children to higher percentages of the poverty
level; Medicaid expansions; providing premium subsidies or a buy
in option for individuals in families with income between their state's
Medicaid income eligibility level and a specified percentage of the
poverty level; providing some form of refundable, advanceable tax
credits inversely related to income; providing vouchers for
recipients to use to choose their own health plans; using Medicaid

Rescind A-02 and 1-05
reaffirmations- redundant
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funds to purchase private health insurance coverage; or expansion
of Maternal and Child Health Programs. Such expansions must be
implemented to coordinate with the Medicaid and SCHIP programs
in order to achieve a seamless health care delivery system, and be
sufficiently funded to provide incentive for families to obtain
adequate insurance coverage for their children; (9) advocates
consideration of various funding options for expanding coverage
including, but not limited to: increases in sales tax on tobacco
products; funds made available through for-profit conversions of
health plans and/or facilities; and the application of prospective
payment or other cost or utilization management techniques to
hospital outpatient services, nursing home services, and home
health care services; (10) supports modest co-pays or income-
adjusted premium shares for non-emergent, non-preventive
services as a means of expanding access to coverage for currently
uninsured individuals; (11) calls for CMS to develop better
measurement, monitoring, and accountability systems and indices
within the Medicaid program in order to assess the effectiveness of
the program, particularly under managed care, in meeting the
needs of patients. Such standards and measures should be linked
to health outcomes and access to care; (12) supports innovative
methods of increasing physician participation in the Medicaid
program and thereby increasing access, such as plans of deferred
compensation for Medicaid providers. Such plans allow individual
physicians (with an individual Medicaid number) to tax defer a
specified percentage of their Medicaid income; (13) supports
increasing public and private investments in home and community-
based care, such as adult day care, assisted living facilities,
congregate living facilities, social health maintenance
organizations, and respite care; (14) supports allowing states to use
long-term care eligibility criteria which distinguish between persons
who can be served in a home or community-based setting and
those who can only be served safely and cost-effectively in a
nursing facility. Such criteria should include measures of functional
impairment which take into account impairments caused by
cognitive and mental disorders and measures of medically related
long-term care needs; (15) supports buy-ins for home and
community-based care for persons with incomes and assets above
Medicaid eligibility limits; and providing grants to states to develop
new long-term care infrastructures and to encourage expansion of
long-term care financing to middle-income families who need
assistance; (16) supports efforts to assess the needs of individuals
with intellectual disabilities and, as appropriate, shift them from
institutional care in the direction of community living; (17) supports
case management and disease management approaches to the
coordination of care, in the managed care and the fee-forservice
environments; (18) urges CMS to require states to use its simplified
four-page combination Medicaid /Children’s Health Insurance
Program (CHIP) application form for enrollment in these programs,
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unless states can indicate they have a comparable or simpler form;
and (19) urges CMS to ensure that Medicaid and CHIP outreach
efforts are appropriately sensitive to cultural and language
diversities in state or localities with large uninsured ethnic
populations.

(Reaffirmed A-02, 1-05, and I-12)

H-295.906 Cardiopulmonary Resuscitation and Basic Life Support
Training for First-Year Medical Students

Our AMA encourages training of cardiopulmonary resuscitation and
basic life support to first-year medical students, preferably during
the first term.

(Reaffirmed I-05; H-295.906 no longer AMA policy)

Consolidated into H-300.945
Proficiency of Physicians in
Basic and Advanced Cardiac
Life Support- Reaffirm H-
300.945 instead

H-345.992 Health Insurance Coverage of Psychiatric lliness

Our AMA: (1) reaffirms its support for the provision of benefits for
emotional and mental iliness under all governmental and private
insurance programs which are equivalent in scope and duration to
those benefits provided for other illnesses; (2) reaffirms its support
for the continued expansion and improvement of peer review of the
guality, necessity, and appropriateness of psychiatric services, and
encourages all third party payers to work with and to utilize the
resources of appropriate medical specialty groups in implementing
such review; (3) supports development of model legislation for use
by states to require all insurance companies that offer either group
or individual coverage of hospital, medical, and surgical services to
make available for purchase and affirmatively offer coverage of
psychiatric services comparable with the coverage provided for
other illnesses in their standard group and individual policies; and
(4) supports legislation designed to expand psychiatric benefits
provided under publicly financed programs of health care to a level
comparable with those provided for other illnesses.

(Reaffirmed 1-98; H-345.992 no longer AMA policy)

Rescind- No similar language
in extant AMA policy

H-440.895 Antimicrobial Use and Resistance

Our AMA is opposed to the use of antimicrobials at non-therapeutic
levels in agriculture, or as pesticides or growth promoters, and
urges that non-therapeutic use in animals of antimicrobials (that are
also used in humans) should be terminated or phased out based on
scientifically sound risk assessments.

(Reaffirmed I-13; H-440.895 no longer AMA policy)

Rescind- No similar language
in extant AMA policy

H-440.911 Medicine/Public Health Initiative

The AMA endorses the following recommendations of the
Medicine/Public Health Initiative: Recommendation 1. Engage the
community. Seek to change existing thinking within academic
health centers, health-oriented community organizations, health
care delivery systems and providers, and among health care
purchasers to focus on improving the health of the community.
Specific local implementation strategies might include: (a)
Organizing health-oriented networks of community institutions to
improve health of vulnerable populations and the community at
large. (b) Stimulating the institutional and curriculum changes

Rescind- Medicine/Public
Health Initiative no longer
active, no similar language in
extant AMA policy
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necessary for academic health centers to develop interdisciplinary
teams to work with communities to improve their health. (c)
Establishing community-based research programs that focus on
locally relevant health problems and develop knowledge likely to
benefit the community. Recommendation 2. Change the education
process. Enhance the practice of medicine and public health by
expanding public health's understanding of medicine and
medicine's understanding of public health. Specific strategies might
include: Public health help for medicine through providing clinicians
with better means to analyze procedures and resource use, and to
think epidemiologically and statistically. Medicine's help for public
health to understand the full meaning of the care of a patient, and
also how to mobilize the practice community to better implement
disease prevention and health promotion goals. A common core of
knowledge taught to all students of public health and medicine. An
organizational strategy to accomplish cross-over education, eg,
jointly sponsored program tracks and department to department
program affiliations between public health and medical schools, and
program agreements for special instruction and training with health
departments, health care delivery systems, and practitioners.
Giving medical and public health students and medical residents
the training and clinical opportunities to learn to function as a team
to improve health and serve individuals in the context of their
communities. Targeting younger audiences, including high school
and college students, to encourage participation in and learning
about the relation between medicine and public health.
Recommendation 3. Create joint research efforts. Develop a
common research agenda for public health and medicine using a
threefold approach. First, educate clinical and public health
researchers about the advantages of joining and applying their
knowledge in the formulation, design, and execution of research
projects. Second, focus these projects on significant health issues.
Third, promote public and private funding of research that
encourages conceptual and institutional linkages between public
health and medicine. Recommendation 4. Devise a shared view of
health and illness. Develop a conceptual framework that gives
public health and medicine a common approach to health and
illness. Specific implementation strategies might include: Creating a
unified framework of health and illness for public health and
medicine which would utilize a health-illness continuum and focus
on adaptive responses to and interactions with the environment.
Developing means of transmitting this knowledge to students and
practitioners, and to health care organizations. Devising research
projects to implement the approach to health and illness contained
in the unified framework. Identifying policy implications of the
unified framework of health and illness, and educating policy
makers about them. Recommendation 5. Work together in health
care provision. Develop a framework, including standards and
strategies, for integrating health promotion and prevention services
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and activities into both the clinical and community settings. Specific
implementation strategies might include: Reviewing the strengths
and weaknesses of different approaches to integrating health
promotion and prevention services into health care delivery
systems, including the impact of public and private purchasing
strategies, as they have evolved in various health care markets
across the country. Surveying and evaluating the effectiveness of
state and federal regulatory incentives designed to encourage
maximum integration of community-wide public health practice into
the delivery of health care services and medical practice.
Reviewing, summarizing, and encouraging research on the costs
and effectiveness of health promotion and disease prevention
programs. Fostering public/private community-wide health
promotion and public information efforts to create an environment
which is supportive of public health and prevention services and
strengthens their impact on improving overall health status.
Developing a model package of prevention and health promotion
services and activities (including information on "best" practice
guidelines), which could be adopted by health plan companies,
integrated delivery systems and practitioners. Promoting the
development of a national standardized health information system
that would integrate public health and health services data.
Initiating collaborations between public and private organizations to
assess and respond to the changing health needs of communities.
Developing health promotion and disease prevention standards and
performance measures to include in quality assurance programs for
health plan companies, integrated delivery systems and other
providers. Recommendation 6. Jointly Develop Health Care
Assessment Measures. Synthesize the knowledge of medicine and
public health to improve the quality, effectiveness, and outcome
measures of health care. Specific implementation strategies might
include: Developing better measurement, monitoring, and
accountability indices for the use of practitioners, health care
provider institutions, and policy-makers. Developing better methods
and criteria to establish databases, sufficiently standardized so that
they can be readily shared by investigators. Emphasizing the
importance of a combined role for medicine and public health in
evaluating and placing in perspective major technological advances
such as molecular biological screening and gene therapy.
Establishing networks and collaborative groups, identifying
teaching, intern and extern sites, and synthesizing core training
material to accomplish the above objectives. Recommendation 7.
Translate Initiative Ideas Into Actions. Outline processes for
translating substantive proposals from the Medicine/Public Health
Initiative into successful actions. Specific implementation strategies
might include: Establishing a national steering committee of
organizations represented in the Initiative to develop and
coordinate implementation strategies. Linking such a national
committee to parallel local committees developed in states and
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INTRODUCTION

Since the creation of the Medical Student Section, the Governing Council has periodically found
cause to review the Internal Operating Procedures (IOPs) to ensure that the operations of the
section are consistent with the IOPs. The last comprehensive GC Report on the IOPs was at A-
09 and both policy and operational changes to the MSS have taken place since A-09. For these
reasons, the GC, in communication with your Councilors, performed a comprehensive review of
the IOPs with the following goals in mind:

Bringing the IOPs in line with current practice; and
Reducing redundancy and maximizing clarity; and
Proposing changes that modernize section operations; and
Correcting errors and eliminating conflict.

PwbN PR

The Governing Council concluded that a number of changes are needed to the MSS IOPs to
achieve these goals. The majority of the changes have been done to reduce redundancy and to
reflect how the section functions. However, your Governing Council does feel that some
changes should be adopted for the betterment of the section. To make all the proposed
changes clear, this report includes a section highlighting any changes that change MSS
operations, a discussion of changes to each section, a detailed report on each change, and an
appendix with a copy of the proposed new IOPs.

HIGHLIGHT OF NEW CHANGES

1. Councilors may run for Chair-elect

2. Reduced the campaign budgets from $1500 to $1000 and added language to specify
when the Speaker's Ruling will come out.

3. Formalized the AMA Delegate and Alternate AMA Delegate as the credentialing
authority of the Regional Delegates and Alternate Regional Delegates

4. Opened the MSS Caucus in the HOD up to all Delegates and Alternate Delegates who
are MSS members

5. Added conflict of interest rules for Governing Council decisions.

This document does not represent official policy of the American Medical Association (AMA).
Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association.
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DISCUSSION OF CHANGES

Section I: No changes

Section Il: The MSS also promotes membership in organized medicine and works with other

sections of the AMA. The principles have been updated to reflect this

Section Ill: No Changes

Section IV: Many of the changes to Section IV are to reflect how the Governing Council
positions have evolved:

A.
B.

Updated to reflect GC Resolution A at |-16

The MSS does not function on a quarterly calendar and the language was
changed to reflect the role the National Meetings play

No Changes

The roles of each Governing Council member was updated to reflect their real
roles. Of note, the AMA Delegate and Alternate Delegate are explicitly outlined
as the credentialing authority of the Region Delegates and Alternate Region
Delegates and the administrators of the MSS resolution review process.
Additionally, the listing order of the positions was changed to move non-voting
members to the end of the list of GC members.

E. Removed redundant language

n

No changes

. Grammatical and formatting changes

Section V (Previously Section VII): Most changes are to consolidate all election rules into one
section. The only other change was to reflect current processes.

A.

Changed the BOT written report to a report to the MSS Assembly to give the MSS BOT
flexibility. All reportable BOT activities are recorded and available on the AMA website
already.

No changes
Removed due to being redundant

Removed due to being redundant

Section VI (Previously Section V): There are numerous changes to clarify the campaign rules
and who can run for positions

A. Added the Medical Student Trustee to this rule in lieu of a seperate section.

B. AMA Council members may run for Chair-elect. CLRPD Report B at I-05 proposed the
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change that barred Councilors from running for Chair-elect. They felt that the two most
compelling reasons for this were that the Chair-elect is a funded position that could go to
another student and that they feared the responsibilities of Chair-elect are too great to
be able to fully participate while also being a Councilor. The also report concluded that
BOT elect does not have as significant a burden and did not examine the workload that
committee chairs have who are allowed to run for Chair-elect. These concerns need to
be weighed against benefits of allowing additional highly qualified students to serve the
MSS. Since the GC no longer meets in person in January for a GC meeting as they did
at that time, we do not find the role of Chair-elect to be onerous enough to preclude
Council members from running.

C. Added Medical Student Trustee to consolidate redundant policy

©

(New) Added new rules governing candidate speeches.

E. (Previously D) Updated campaign rules for the digital age and removed redundant
policy. Clarified the Region endorsement policy allowing for remote voting in home
regions. Reduced the maximum allowed expenditures on campaigns from $1500 to
“$1000. A new clause was added to specify that the Speaker's Ruling will be made
available the same day applications become available. Finally, the procedures for
investigating campaign infractions were clarified to cover most scenarios.

F. (Previously E): No changes

G. (Previously F): Added Medical Student Trustee to the rules and clarified the roles during
an appeal.

Section VII (Previously Section VI): Updated to reflect the occasional need for MSS Task
Forces.

Section VIII: The major changes to this section are to clarify the role of the Region Delegation
Chair, the management of Regional Delegates and Alternate Regional Delegates, and to ensure
the Region Bylaws have a formal position in MSS IOPs.

A. 1. No Changes
2. No Changes

3. Language was clarified to be consistent with current region meetings. The
communication between the Region GC and the Regional Delegates and Alternate
Regional Delegate was clarified maintaining the role of the Regional Delegation Chair.

4. Solidified the role of Region Bylaws over State Chairs and Regional Delegates.

B. 1. Added new language to clarify the role the AMA Delegate and Alternate AMA
Delegate play in managing the Regional Delegates and Alternate Regional Delegates.

2. Added language outlining the additional responsibilities the Regional Delegates and
Alternate Regional Delegates have in the MSS.

3. (Previously 1.) Removed redundant language.
4. Added language for qualifications that previously was similar to MSS GC.

5. (Previously 2.) Updated language to give preference to region bylaws in establishing
eligibility for Regional Delegates candidates who did not submit on time and are from a
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state with no candidates. Added language giving preference to candidates in a state who
submitted their application on time. Added in a clarification for suspending eligibility
requirements when there are too few candidates to fill the available positions. Also
added in a timeframe for submitting applications for Regional Delegates and Alternate
Regional Delegates who ran from the floor.

Added language to dictate how vacancies and substitute Regional Delegates and
Alternate Regional Delegates should be selected. These processes are consistent with
AMA Bylaws and is similar to how the Residents and Fellows Section manages its
sectional delegates.

(Previously C) This clarifies the role of the regional delegation chair and removes
responsibilities that conflict with other areas of the IOPs and MSS procedures.

Section IX. The changes in this section are primarily to clarify the roles and responsibilities of
how the MSS Caucus currently functions. One major change is to open the MSS Caucus to all
HOD Delegates and Alternate Delegates who are members of the MSS. Additionally, language
clarifying the primacy of MSS Policy in guiding caucus positions is proposed.

A. Most proposed changes are to clarify the roles in the MSS Caucus. The language
barring MSS members who are delegates or alternate delegates, but not Regional
Delegates or Alternate Regional Delegates is removed as noted above.

B. Clarified that MSS policy must be followed in taking MSS Caucus positions

C. Clarified the details needed in the AMA Delegate Report

Section X:

A. Changed language to reflect meetings lasting longer than one day

B. Shortened the time to disseminate information via the meeting handbook to 30 days
from 90 days to reflect candidate and resolution deadlines elsewhere in the IOPs.

C. Removed or updated outdated references to sections in the IOPs that no longer exist.

D. Minor clarifications to the purpose of the MSS Assembly

E. Clarified to whom applications for representation are sent.

F. Removed voting privileges in the MSS Assembly from the Presiding Officer in all
scenarios except to break a tie.

G. Similar to X.B, the deadline to disseminate the agenda is changed to 30 days before the
meeting from 21 days. This makes the dissemination of information consistent.

H. Updated the reference committee language to reflect the Virtual Reference Committee.
Also clarified the rules regarding Late and Emergency resolutions while removing
unnecessary language.

I. Clarified language around the committees to reflect the VRC and where the
responsibilities of each committee's roles are enumerated in the I0OPs.

Section XI:

A. No changes

B. No Changes

C. Added rules regarding conflicts of interest when the Governing Council nominates

individuals for AMA Councils or AMA Liaisons. Also removed the set time to notify
applicants of their appointments because the MSS cannot dictate the BOT’s schedule.
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Section XlI:

A. Removed due to being redundant.
B. Updated to reflect MSS leaders that may be funded by the section. The reporting period
was also changed to “upon request” to reflect the actual practices of the MSS.

Section XllI: Removed reference to outdated section of the IOP.
Section XIV: Removed subsection A due to it being redundant with language elsewhere.

RECOMMENDATIONS:

RESOLVED, That our AMA-MSS amend IOP II.H by insertion and deletion as follows:

“H. Work cooperatively with other student groups and AMA Sections to meet these objectives.”;
and be it further

RESOLVED, That our AMA-MSS amend IOP IV.B by insertion and deletion as follows:

“Authority. The Governing Council shall direct the programs and activities of the MSS. During
the interval between meetings of the MSS Assembly, the Governing Council shall act on behalf
of the MSS in formulating decisions related to the development, administration, and
implementation of student activities, programs, goals, and objectives. The MSS shall be notified
at least-gquarterly each National Meeting of actions taken by the Governing Council on its behalf.
“and be it further

RESOLVED, That our AMA-MSS amend IOP IV.D by insertion and deletion as follows:

Duties and Privileges. The Governing Council shall direct the programs and activities of the
MSS, subject to the approval of such programs and activities by the Board of Trustees or House
of Delegates of the AMA.

1. Chair. The Chair shall:
a. Preside at all meetings of the Governing Council, and otherwise represent the MSS
when appropriate.
b. Preside at Assembly meetings if both the Speaker and Vice Speaker positions are
vacant, until such time that successors to the Speaker or Vice Speaker may be elected.
c. Be the primary spokesperson for the MSS both inside the AMA and to outside
organizations.
2. Vice Chair. The Vice Chair shall:
a. Preside at meetings of the Governing Council in the absence of the Chair or at the
request of the Chair.
b. Assist the Chair in the performance of his or her duties.
c. Have the primary responsibility of coordinating the internal operations of the MSS
including but not limited to the MSS standing and ad-hoc committees.
3. AMA Delegate and Alternate AMA Delegate. The AMA Delegate and Alternate AMA
Delegate shall:
a. Rrepresent the MSS in the AMA House of Delegates including credentialing of Region
Delegates and Alternate Regional Delegates.
b. _Serve as Chair and Vice Chair, respectively, of the MSS Caucus
c. Be responsible for forwarding resolutions from the MSS in the HOD and providing a
summary of pertinent actions for the MSS on resolutions sent to the HOD.
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d. _Administer the MSS resolution review process.
4. At-Large Officer. The At-Large Officer shall:

a. Pperform such functions as determined by the Governing Council, and assist the other

officers in the performance of their duties.
b. Coordinate the activities of the MSS Regions

|

Speaker and Vice Speaker. The Speaker and Vice Speaker shall:

a. Preside over meetings of the MSS Assembly in an impartial manner, organizing and
conducting them in accordance with The Standard Code of Parliamentary Procedure,
AMA Bylaws, and MSS Internal Operating Procedures. The Vice Speaker shall
officiate for the Speaker in the Speaker's absence or at the request of the Speaker.

b. Provide for oversight and enforcement of the Campaign Rules, including responsibility
for investigation of alleged infractions and reporting of substantiated infractions to the
Assembly prior to balloting.

c. Organize an orientation at each Assembly Meeting for new MSS Delegates and
Alternate MSS Delegates to the Assembly.

d. Work with other members of the Governing Council in instructing the Convention
Committees regarding their duties prior to each Assembly Meeting.

e. Refer resolutions and reports submitted for consideration at MSS Assembly meetings to
reference committees.

f. Prepare a document summarizing parliamentary procedure used in Assembly meetings
to be published in the MSS agenda book that is made available to each Assembly
representative prior to Assembly meetings.

g. Review the MSS Digest of Actions for consistency with Assembly action prior to its
annual posting to the AMA website.

Chair-elect. The Chair-elect shall be a non-voting, funded member of the Governing

Council. The Chair-elect shall assist the other officers in the discharge of their duties.

7. Immediate Past Chair. The Immediate Past Chair shall be a non-voting, unfunded member

of the Governing Council. ; and be it further

|©

RESOLVED, That our AMA-MSS amend IOP IV.E by insertion and deletion as follows:
“D. Governing Council Terms.

1. The Chair-elect/Chair/Immediate Past Chair of the Governing Council shall serve a two-
year term. His or her term as Chair-elect will begin at the conclusion of the Interim
Meeting at which he or she is elected. He or she will take office as Chair at the
conclusion of the following Annual Meeting, and one year later will become Immediate
Past Chair. He or she will serve as Immediate Past Chair until the conclusion of the
following Interim Meeting.

2. The other Governing Council members shall serve one-year terms, beginning at the
conclusion of the Annual Meeting at which they are elected and ending at the conclusion
of the next Annual Meeting of the AMA House of Delegates.

3. Maximum tenure for members of the MSS Governing Council will be two years in any
combination of voting positions. “

RESOLVED, That our AMA-MSS amend IOP IV.G by insertion and deletion as follows:
“...Students deemed qualified by the other provisions of the AMA Bylaws and these Internal
Operating Procedures for election to the positions of:

* MSS Governing Council, or
Tthe AMA Board of Trustees, or
Aappointment through the MSS to a position on an AMA Council, or
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¢ Aa committee outside of the AMA that is national in scope and appointed by the
Governing Council, the AMA President, the AMA President-elect or the AMA Board of
Trustees (such as National Board of Medical Examiners, National Resident Matching
Program, American Medical Association Political Action Committee, Liaison Committee
on Medical Education, etc.)
shall be only so deemed if they have served three or fewer years in one or a combination of any
of the aforementioned positions...”; and be it further

RESOLVED, That our AMA-MSS amend IOP VII by insertion and deletion as follows:
“VH. Medical Student Trustee

A. Duties and Privileges. A medical student member of AMA shall be elected annually by the
MSS Assembly to serve as a member of the AMA Board of Trustees. The student member of
the Board of Trustees shall submit-a-written-report ef-on the Board’s activities to the Assembly
before the Annual Meeting. This report will communicate Board Actions related to the concerns
of the MSS and will provide the MSS with directives on behalf of the Board.

B. Term. The MSS Assembly shall elect the Medical Student Trustee at the Interim Meeting for
a one-year term beginning at the close of the next AMA House of Delegates Annual Meeting
and concluding at the close of the second AMA House of Delegates Annual Meeting following
the meeting at which the member was elected.
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RESOLVED, That our AMA-MSS amend IOP V by insertion and deletion as follows:

“VI. Elections

A. Time of Election. The Chair-elect of the Governing Council_and Medical Student
Trustee shall be elected by the MSS Assembly at the Interim Meeting. The remaining
Governing Council members, with the exception of the Immediate Past Chair, shall be
elected by the MSS Assembly at the Annual Meeting of the MSS. The Governing
Council shall set the day and hour of such elections and shall communicate the day and
hour to the medical student members of the AMA prior to each Interim Meeting and
Annual Meeting.

B. Eligibility. All members of the MSS are eligible to be elected to any office, except:
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2 1. MSS members who serve or will serve in an shallnetheld-an AMA Council or
AMA Liaison position may not also serve or run to serve in as-wellas a Governing

Council position or the Medlcal Student Trustee at the same time for more than two

member—e#an—AMArGeuneH—er—AMArHatsen—be@ns The onIy exceptlon shall be that

a MSS member may hold an AMA Council or AMA Liaison position and the position
of Chair-elect or Immediate Past Chair simultaneously.

C. Nominations. Nominations for Governing Council positions shall be received in advance
of the Annual Meeting (in advance of the Interim Meeting for the Chair-elect and Medical
Student Trustee), pursuant to the rules of the MSS. Further nominations may be made
from the floor of the Assembly Meeting at a time determined by the Governing Council.

D. Speeches. Candidates are allowed to address the Assembly for a period of time

determined by the Speakers up to a maximum of three minutes during a general Assembly

session, as scheduled by the Speakers. In addition, the Chair of the Governing Council, or
his or her designee, shall ask each candidate a number of questions on issues of relevance
during a general Assembly session, as scheduled by the Speakers.

EB. Campaign Rules.

1. Candidacy. All MSS members shall be considered potential candidates for all elected
offices and shall be bound by all Campaign Rules during the election cycle for each
office, where the election cycle for an office is defined as the time between elections for
that office.

2. Campaign Period.

a. Campaigns shall be run only for positions that are electable at the present
meeting.

b. Between meetings, campaigns shall be run only for positions that are electable at
the upcoming meeting.

c. _The official campaign period shall be defined as starting the first day applications
are made available for MSS members to submit their candidacy

ed. All activities related to announcement of candidacy, endorsement, or
campaigning, including but not limited to distribution of materials,
communications, and speaking opportunities shall be limited to the campaign
period defined above.

3. Speaker's Ruling. A Speaker’s Ruling for the each national meeting and election will be

made available to all potential candidates at the start of the campaign period with a
document of rulings so that all candidates have equal access to all rules relating to their
campaigns. Once released, the MSS Speakers’ reserve the right to issue addendums or
announcements during the campaign period as needed

3- 4. Candidate Disclosure Form.

a. The day before the election is scheduled to occur, all candidates nominated,
either in advance of the meeting or from the floor at the meeting, shall submit a
completed Candidate Disclosure Form to the Speaker, the Vice Speaker, or a
member of the Rules Committee no later than the time of day designated by the
Speaker. No candidate shall be elected if he or she has not completed and
submitted a Candidate Disclosure Form.

b. The Candidate Disclosure Form shall be prepared by the Speaker and Vice
Speaker and shall consist of three parts:
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i. A portion, completed by the candidate, for disclosure of campaign
leadership and campaign finances.

ii. A portion, completed by the candidate, affirming that the candidate has
read the IOP sections relevant to campaigning and the Speakers’ Rulings
for that election cycle and agrees to abide by the rules and
recommendations contained within those documents.

ii. A portion, completed by the Speaker or Vice Speaker, for disclosure of
any prior, substantiated infraction(s) of MSS 10Ps by the individual
declared as a candidate.

4. 5. Candidates may distribute only the following campaign materials:

a. Buttons, stickers, and pins less than 2.5 inches in greatest dimension.
b. Standard-size business cards.
c. Curricula vitae and personal statements.

i. Curricula vitae and personal statements of candidates nominated,
pursuant to the rules of the MSS, in advance of the national meeting at
which the election will be held shall be included in the online version of
the MSS Meeting Handbook.

ii. Atthe Assembly Meeting, distribution of curricula vitae and personal
statements shall be limited to the area and medium/media designated by
the Speaker and announced at least 30 days prior to the meeting at which
the election will be held.

iii. While there will be no limit on the length of curricula vitae, personal
statements will be limited to one page (front and back).

d. No trinkets, candy, pens, or other items may be displayed or distributed.

5. 6. The total expenditure per candidate per campaign shall not exceed $1;560 $1000,
including all monetary donations and in-kind donations of goods, but not including the
candidate’s travel to and lodging at the meeting at which the election is held.

6. 7. Campaign Communications.

a. Advance non-electronic mailings by candidates or other organizations on behalf
of a candidate are not permissible.

b. Candidates should be prudent and courteous regarding the number and content
of electronic messages, including but not limited to email, social media prefiles,

&-c. No mode of MSS- or AMA-sponsored communication, including but not limited to
listservs, phone or email lists, or other mass communication methods shall be

used for announcements of candidacy, endorsement, or campaigning.
d. Candidates using campaign-specific social media accounts can only invite MSS
members to follow said accounts.

6. 8. Campaigning at MSS Regional, state, or school section meetings prior to the meeting
at which the election occurs , including attendant-attending social events, is prohibited.
The candidate’s own MSS Region, state, or school section meetings are an exception to
this rule. Campaigning includes, but is not limited to, discussing candidacy or displaying
or distributing campaign paraphernalia.

# 9. Campaign Involvement.

a. Only MSS members may be involved in a candidate’s campaign. MSS members
should not share their opinion in favor of or in opposition to any candidate while
acting under any official leadership role within or outside of the organization.

i. Exception: Candidates may wear their own campaign paraphernalia at all
times during the Assembly Meeting at which their election is held
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b. The campaign involvement of AMA staff members, members of the MSS
Governing Council, and members of the MSS Rules Committee shall be limited
to candidate inquiries regarding election-related matters and AMA-related
information so long as that information is made available to all MSS members
who request it.

&-c. The following public endorsements are permitted:

i. One (1) optional letter of endorsement by the Dean or Dean’s
representative from the medical school that the candidate is enrolled in;
and one (1) optional letter of endorsement by staff of the state society
from the state where the candidate attends medical school are permitted.

1. These optional letters of endorsement may be included in the
Election Manual and may be displayed on social media.

2. During a national meeting, these letters may only be publicly
disseminated via the Election Manual and may only be publicly
displayed at the candidate forum.

ii. One (1) optional letter of endorsement by-each-MSS-Region-is-permitted-
by-vete: and a verbal endorsement by each candidate’s MSS Region
where their school resides is permitted by vote within the campaign
period.

1. The endorsing Region must:

a. Follow the Region’s bylaws regarding issuance of public
endorsement;

i. If a Region does not have bylaws specifying quorum
or rules dictating official support, the Region must
contact the Speakers for guidance.

b. Document that quorum was met when the voting occurred;
and

c. Document the results of the vote pursuant to Region
bylaws.

2. The optional letter of endorsement will not be included in the
Election Manual but may be displayed on social media.

3. During a national meeting, such endorsement may not be publicly
disseminated nor displayed except as on social media.
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iii. A verbal endorsement of a candidate whose medical school is outside the

endorsing region is permissible only at the meeting at which an election is
taking place.

1. The endorsing Region must:

a. Follow the Region's bylaws regarding issuance of public
endorsement;

i. If a Region does not have bylaws specifying guorum or
rules dictating official support, the Region must contact
the Speakers for guidance.

b. Document that guorum was met when the voting occurred;
and

c. Document the results of the vote pursuant to Region
bylaws.

2. When speaking in official support of a candidate on behalf of an
MSS Region, MSS Region Chairs must be sure that an official
vote by the Region took place in accordance with the Region's
bylaws for guorum and rules dictating official support and
document that vote.

3. Regions may not vote to oppose any candidate.

9. 10. Candidates must be allowed to fully participate in candidate interviews and question
and answer sessions during the Assembly Meeting.

10. 11. At the national meeting at which the election is taking place, a group that invites any
candidate for a particular office to speak must invite and make a reasonable effort to
accommodate all candidates for that office. Candidates may choose at their discretion to
attend or not or may send a representative to speak for them, but any candidate’s
availability or lack thereof shall not impose a restriction on the attendance of other

candidates.

11 12. Receptions and/or hospitality shall not be used for promotion of candidates.
12.13. Enforcement.
a. Alleged infractions, including but not necessarily limited to violations of the
Campaign Rules, should be reported in writing to the MSS Speaker or Vice
Speaker, or to any member of the MSS Rules Committee.
b. The Speaker and Vice Speaker; shall be the investigators of any alleged

infraction in conjunction with the Rules Committee,—shal-be-responsible-for-
investigating-alleged-nfractions: No person who is a candidate in the same

election as the candidate being investigated for alleged infractions may
participate in any part of the investigation of those alleged infractions. The
candidate is required to participate in the investigation.

In the event where both the Speaker and Vice Speaker are candidates

for the election being investigated, the MSS Chair will designate a
member of the Rules Committee as investigator to examine the alleged
infraction.

c. Following their investigation, the MSS-Speakerorice-Speaker investigator shall
inform the alleged violator of the infraction in writing, including the results of the

investigation of the alleged infraction. The alleged violator shall be offered an
opportunity to rebut the alleged infraction. Following rebuttal, the MSS-Speaker
or-Vice-Speaker investigator shall determine whether the alleged infraction is
substantiated and shall report his or her finding in writing to the alleged violator.
& Following their investigation and the alleged violator’s opportunity to rebut the

alleged infraction and prior to balloting, the MSS-Speaker-or\ice-Speaker
investigator shall report substantiated infractions to the Assembly but shall not
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but-shallnot-make-any-recommendation-to-the-Assembly—

e. Enforcement of a campaign infraction shall follow a systematic approach. Each
candidate, upon each substantiated infraction of the Campaign Rules, shall be
given an official warning letter from the Speaker. Exceeding three (3)
substantiated infractions during a campaign shall render a candidate ineligible for
election during that campaign period.

E. E-Voter Eligibility. Credentialed MSS members acting as MSS Delegates for the meeting
will be eligible to vote.

G.F Method of Election.

1. Where there is no contest, a majority vote without ballot shall elect. All other elections
shall be by ballot.

2. Voting Periods. There shall be one voting period at the Interim Meeting for the selection
of the Chair-elect_ and Medical Student Trustee. There shall be one voting period at the
Annual Meeting for the selection of the Vice Chair, AMA Delegate, At-Large Officer, and
Speaker. An additional balloting period will be held for the elections of Alternate AMA
Delegate and Vice Speaker.

3. First Ballot. At the Interim Meeting, one ballot shall be used by the credentialed MSS
Delegate to cast one vote for the Chair-elect and Medical Student Trustee. At the Annual
Meeting, individual ballots for each position shall be used by the credentialed MSS
Delegate to cast one vote for each of the four positions: the Vice Chair, AMA Delegate,
At-Large Officer, and Speaker. No ballot shall be counted if there is more than one vote
for a position. All Governing Council positions will be determined by majority vote, that is,
the candidate who has received the largest number of votes shall be elected if that
nominee has received a majority of the legal votes cast.

a. Election of Alternate AMA Delegate. After the election of the AMA Delegate, all
unsuccessful candidates who were nominated for the office of AMA Delegate
may be added to the existing Alternate AMA Delegate ballot by nomination from
the floor of the Assembly. Each MSS Delegate to the Assembly Meeting who is
present at the meeting may cast a written ballot for the election of the Alternate
AMA Delegate from the previously declared candidates and among those so
nominated. Election to the office of Alternate AMA Delegate requires a majority of
the legal votes cast.

b. Election of Vice Speaker. After the election of the Speaker, all unsuccessful
candidates who were nominated for the office of Speaker may be added to the
existing Vice Speaker ballot by nomination from the floor of the Assembly. Each
MSS Delegate to the Assembly Meeting who is present at the meeting may cast
a written ballot for the election of the Vice Speaker from the previously declared
candidates and among those so nominated. Election to the office of Vice
Speaker requires a majority of the legal votes cast.

4. Runoff Election. If no candidate receives a majority of the legal votes cast or there is a
tie, a runoff election will be held between the two (or more if necessary because of a tie)
candidates receiving the highest number of legal votes cast.
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5. Processing. No ballots will be cast after the expiration of the voting period. The ballot
boxes will be collected by members of the Rules Committee. The Rules Committee and
the ballot boxes will be sequestered in a private location. At this time, the Chair of the
Rules Committee will open the ballot boxes and the Rules Committee will then count the
ballots and tabulate the results. The candidate who has received the largest number of
votes shall be elected if that nominee has received a majority of the legal votes cast.
Upon completion of the tabulation, the Chair of the Rules Committee will validate the
election results by determining that each ballot is official, that the number of ballots cast
is equal to or less than the number distributed and will then certify the results in writing.
He or she will then immediately forward these results to the Assembly's Presiding Officer.
Upon receipt of the Rules Committee's election results and verification, the Presiding
Officer will announce the results to the Assembly.

a. First Ballot. The credentialed MSS Delegate will receive one initialed ballot from
a designated member of the Credentials Committee at the credentials table
during the set voting period.

b. Runoff Election. If no candidate receives a majority of the legal votes cast or
there is a tie, additional ballot(s) will be distributed by the Credentials Committee
at the request of the Assembly's Presiding Officer. The candidate who receives a
majority of the legal votes cast in the runoff election will be declared the winner.

6. Appeals. Appeals of the election process and results must be made in writing to the
Assembly's Presiding Officer no later than one hour after the official announcement of
the final results.

a. Any appeal of the process of ballot(s) distribution-as-eutlinedin-MSStrternal-
Operating-Procedures -3+ will be considered by the Rules Committee.
Consideration of such appeals and merits of said appeals will be determined in
whatever manner the committee deems necessary. The results of the
committee's recommendations must be forwarded in writing by the Committee
Chair to the Assembly's Presiding Officer.

b- Any appeal of the process of ballot processing, tabulation, and announcement of

results—as-eutlined-in-4-MSS-Internal Operating-Procedures V=5 shall be
considered by the Credentials Committee in-the-same-manneras-outlined-in-

MSSHnternal-Operating-Procedures V-F-6-a-._Consideration of such appeals and
merits of said appeals will be determined in whatever manner the committee
deems necessary. The results of the committee's recommendations must be
forwarded in writing by the Committee Chair to the Assembly's Presiding Officer.-
c. No person who is a candidate in the election being appealed may participate in
any part of the appeals process.
d. The Assemblys Pre3|d|ng Offlcer and the preeedmg Governlng Councn aHh&

conS|der the appeals report(s) from the Commlttee(s) dealing Wlth the matter.
Final decision on the election results will be the jurisdiction of the Governing
Council as-deseribed-above. “

RESOLVED, That our AMA-MSS amend IOP VI by insertion and deletion as follows:

"VII. MSS Standing Committees

The MSS Standing Committees and Task Forces shall be appointed by the Governing Council
and shall support the mission of the MSS as outlined in MSS Internal Operating Procedures.” ;
and be it further

RESOLVED, That our AMA-MSS amend IOP VIII by insertion and deletion as follows:
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“VIII. Regions
A. Structure and Purpose of the MSS Regions.

1. There are seven Medical Student Regions defined for the purposes of electing Regional
Delegates to the AMA House of Delegates from Medical Student Regions. The regions
are:

Region 1: Washington, Oregon, California, Nevada, Utah, Colorado, Arizona, New

Mexico, Montana, North Dakota, South Dakota, Idaho, Wyoming, Alaska, Hawaii.

Region 2: Minnesota, Wisconsin, Nebraska, lowa, Missouri, lllinois.

Region 3: Kansas, Texas, Oklahoma, Arkansas, Louisiana, Mississippi.

Region 4: Florida, Georgia, Alabama, South Carolina, North Carolina, Tennessee,

Puerto Rico.

Region 5: Michigan, Indiana, Ohio, Kentucky, West Virginia.

Region 6: Virginia, Maryland, District of Columbia, Delaware, New Jersey,

Pennsylvania.

Region 7: Maine, Vermont, New Hampshire, Massachusetts, Rhode Island,

Connecticut, New York

2. In addition to providing a structure for election of Regional Delegates, the MSS defines
the roles of the regions as follows: to provide a home within the MSS, to serve as a
communication unit for the MSS, to provide a means to foster collaboration between
the sections and states, and to facilitate interaction and integration of newly developing
sections with well-established sections.

3. Each region shall be governed by a Regionat Chair to be elected in accordance with the
region’s bylaws. The Regional Chair will serve as the liaison for their respective region
to the Governing Council. Other regional officer positions may be elected in
accordance with the region’s bylaws. The role of the Regional Chair is as follows:

a. Encourage the organization of regional conferences as effective mechanisms of
increasing communication among its members.

b. Encourage the development of local MSS sections in educational programs
accredited by the Liaison Committee on Medical Education (LCME) or the
American Osteopathic Association (AOA) where local sections do not exist and the
development of state MSS sections in states where they do not exist.

c. Involve highly organized MSS sections and state sections in providing
organizational information and assistance to developing sections.

d. Encourage MSS sections to maintain communication and interaction between
medical student members and physician members of state associations and
component societies.

4. Each region shall have a Region Governing Council, which will be composed of the
Reglon Chair, other elected or appointed officers of the region consistent with that
region’s regional bylaws and at the discretion of the Regional Chair-the-State-Chairs;-

The purpose of the Region Governing

and-the Regional-Belegates-in-eachregion.
Counc:ll shall be to further mmm;&eemmemreaﬂenw%hm%regﬁqs—byenhanemgu
HHdEFS&&Hng—GHHS—GFhGFFGgPGHS#IGWS—GFFp&FHGH#&FBSH@S—fUIfIII the purpose of

each reqion as defined both in the MSS Internal Operating Procedures and the
region’s bylaws.-

B. Regional Delegates to the AMA House of Delegates.
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1. Regional Delegates and Alternate Regional Delegates are part of the MSS Caucus led

by the AMA Delegate and Alternate AMA Delegate. Credentialing of Regional

Delegates and Regional Alternate Delegates is under the purview of the AMA

Delegate and AMA Alternate Delegate.

2. MSS Responsibilities: The Regional Delegates and Alternate Regional Delegates will

serve as mentors in the MSS and assist the AMA Delegate and Alternate AMA

Delegate in reviewing MSS resolutions.

3.2-Apportionment and Seating. Each Medical Student Region is entitled to Regional
Delegate and Alternate Regional Delegate representation based on the number of
seats allocated to it by apportlonment as outllned in AMA Bylaw 2 3 2 An%leeteeL

a.

If a Regional Delegate cannot fulfill his or her duties, the Alternate Delegate shall
assume the position of Regional Delegate and be seated with the state in which

the Regional Delegate’s educational program is located.-

4. Qualifications. Each candidate for Regional Delegate or Alternate Regional Delegate

must meet the following minimum gualifications:

a.

Any medical student member of the AMA is eligible for a Regional Delegate or

b.

Alternate Regional Deleqgate position, except as prohibited by AMA Bylaws, MSS

IOPs, or Region bylaws.
All elected Regional Delegates and Alternate Regional Delegates must attend a

medical school in the region in the region they are elected to represent.

5.2 Elections. The MSS will elect Regional Delegates and Alternate Regional Delegates to
the AMA House of Delegates according to the following guidelines:

Each Medical Student Region is responsible for selecting its own Regional

Delegate(s) and Alternate Reglonal Delegate(s) based on the process |dent|f|ed

a.

Annual—Meetmg— in each region’s bvlaws

Elections for the Regional Delegates and Alternate Regional Delegates to the
AMA House of Delegates will be held at the Interim Meeting of the MSS. Each
Region must submit the name{s} of its newly-elected Regional Delegate{s} and
Alternate Regional Delegate{s} to the MSS Governing Council before the close of

the Interim Meeting.

c.e: Candldates WI|| be requwed to submit a completed appllcatlon and—eumeutum—

vitae-to-the Department-of Medical Student-Services including the written

endorsement of the state association in which their educational program is located
and curriculum vitae to the Medical Student Section staff by the published
deadline each year to be kept on file by the Bepartment-of Medical-Student-
Services-Medical Student Section.
i This provision may only be suspended if there are more Regional
Delegate or Alternate Regional Delegate positions available than
applicants who submitted on time or if there is a state in the region without

an applicant.
1. Applicants who do not submit their materials by the established

application deadlines may be considered for available seats, but
only after applicants who submitted their applications on time have
been considered.
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N

Each region will determine whether or not to consider a candidate

running from the floor from a state with no candidates who

submitted on time simultaneously or after candidates from states

with applicants who submitted on time.

ii. An RD/AD who is elected from the floor without having submitted the
application materials by the deadline must submit such materials within 60

davs of the electlon in order to retain the position.

e.d. Each state is entitled to a maximum of one Regional Delegate, unless there are
fewer candidates than available positions or another state does not have a candidate
that submitted their application on time. A state may have an unlimited number of

Alternate Regional Delegates up to the maximum number of Regional Delegates.

ek

fg

Medical Student Regional Delegates and Alternate Regional Delegates to the

AMA House of Delegates are elected for one-year terms.

All election disputes will be referred to the Governing Council.

d.h- Each Region shall be free to institute more stringent requirements consistent with

all other AMA and MSS rules.

C. Replacing Regional Delegates and Alternate Regional Delegates

1. Vacancies

a.

If vacancy in a Regional Delegate position is known, the Region Delegation Chair
shall be responsible for nominating a replacement Regional Delegate from the
Alternate Regional Delegates in the same region as the Regional Delegate that
they are replacing in accordance with the region’s bylaws at least 30 days prior to
the meeting. All Regional Delegate replacements shall be approved at the
discretion of the AMA Delegate and Alternate AMA Delegate. The replacement
will serve the remainder of the Regional Delegate’s Term per AMA Bylaw B-2.3.6.

If vacancy in an Alternate Regional Delegate position is known, the Region
Delegation Chair shall be responsible for nominating a replacement Alternate
Regional Delegate from the same region as the Alternate Regional Delegate that
they are replacing in accordance with the region’s bylaws at least 30 days prior to
the meeting. All Alternate Regional Delegate vacancies shall be approved at the
discretion of the AMA Delegate and Alternate AMA Delegate. The replacement
will serve the remainder of the Alternate Regional Delegate’s Term per AMA

Bylaw B-2.3.6.

2. Substitutes

a.

When a Regional Delegate or Alternate Regional Delegate is unable to attend a
meeting of the House of Delegates, the AMA Delegate or AMA Alternate
Delegate may appoint a substitute Regional Delegate or Alternate Regional
Delegate, who on presenting proper credentials shall be eligible to serve as such
Regional Delegate or Alternate Regional Delegate in the House of Delegates at
that meeting consistent with AMA Bylaw B-2.10.4
i. All attempts will be made to work with the Region Delegation Chair of the
region whose Regional Delegate or Alternate Regional Delegate is being
replaced to find a student from the same region, but the position may be
filled by a student from another region if no willing student from the same
region can be found.

D.C- Creation of Regional Delegations to the House of Delegates. Through a mechanism of
its own choosing, each Medical Student Region should appoint a member of its regional



GCRep C
A-17
Page 18 of 58

delegation to the House of Delegates, either a Regional Delegate or an Alternate Regional
Delegate, to serve in the capacity of Regional Delegation Chair. The responsibilities of the
Regional Delegation Chair should include:

. . . | Del st
Reference Committees—

2 1. Identify Regional Delegates and Alternate Regional
Delegates who may be absent and suggest replacements in accordance with the MSS

IOPs and the Region Bylaws. Ceerdinate-thereplacement-of-absentRegional-Delegates-
with-present-Alternate Regional-Delegates-

3= 2. Take attendance of the Regional
Delegates and Alternate Regional Delegates from their region at House of Delegates
meetings.
replacement Regional-Delegate—

5. 3. Mentor and orient inexperienced
Regional Delegates.

4. Fulfill any other responsibilities
assigned by the region.
5. Coordinate resolution authorship in the region for the MSS Assembly.” ; and be it
further

RESOLVED, That our AMA-MSS amend IOP IX by insertion and deletion as follows:

"IX. MSS Caucus to the HOD

A. MSS Caucus Structure

and—Al{emate—teFmJehe—MS%Gaueus—The MSS Caucus is comprlsed of the followmq

members: The AMA Delegate and Alternate AMA Delegate; the Regional Delegates and
Alternate Regional Delegates; any MSS member serving as a Delegate or Alternate
Delegate on a state delegation; and any MSS member serving as a Delegate or Alternate
Delegate on a specialty society delegation.

2. The MSS Delegate and MSS Alternate Delegate shall be considered the chair and vice
chair of the caucus respectively and their responsibilities in those positions include, but are
not limited to:

a. Overseeing debate, discussion, and voting that occurs within the caucus.

b. Assigning Rregional Ddelegates or Alternate Regional Delegates to serve on ad
hoc caucus reference committees.

C. Speaking on behalf of the MSS in reference committee hearings and the HOD or
delegating the responsibility to speak on certain resolutions and/or reports to
others of their choosing.

d. Developing general MSS strategy for supporting or opposing resolutions and/or

reports.

e. Coordlnatlng and negotlatlng with the Ieadershlp of other groups W|th|n the HOD
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B. Determining MSS Caucus Positions on AMA HOD Resolutions

1. For all MSS Caucus activities requiring a vote, all members of the caucus shall be given
one vote.

2. A quorum of at least one half of potential voting members must participate for a vote to be
valid.

3. Inthe AMA HOD, the MSS Caucus must take positions on resolutions that are consistent
with the existing policy of the MSS as defined in the MSS Digest of Actions whenever
poessible-relevant MSS paolicy exists.

4. In areas where relevant MSS policy exists, but the interpretation is uncertain, a majority
vote of a quorum of delegates will determine the caucus’s interpretation.

5.  When a resolution is before the AMA HOD that is of significant importance to the MSS, but
for which no MSS policy exists, any member of the MSS Caucus may move that the MSS
take a position on the resolution. Such a movement requires a second by another caucus
member and a 2/3rds majority vote to pass.

6. Positions set using the procedures described in section IX.B.5 are valid for the duration of
that meeting only and do not apply to future interim or annual meetings.

7. The MSS Caucus may not use-the-procedures-described-in-section-b-B-5-t6 take positions

that are contrary to existing MSS policy.

C. Reporting of Caucus Actions. The MSS—-AMA Delegate and Alternate AMA Delegate shall
be responsible for authoring a report of actions taken, which shall be presented to the MSS
Assembly at the next national meeting. This report will list the resolved clauses of all AMA HOD
resolutions for which the MSS took a position, and will specifically identify those resolutions for
which the MSS Caucus took a position that was not grounded in existing internal policy. "; and
be it further

RESOLVED, That our AMA-MSS amend IOP X by insertion and deletion as follows:
"X. MSS Assembly Meeting

A. Date and Location. There shall be an Assembly Meeting of medical student members of the
AMA (MSS) held en-a-day prior to each meeting of the AMA House of Delegates at a time and
place fixed by the Executive Vice President of the AMA.

B. Call to the Meeting. Ninety-Thirty days prior to the meeting, notice shall be sent to all
medical students and medical student organizations detailing the time, place, credentialing
process, resolution mechanisms, election procedures, and education programs for the meeting.

C. Representatives to the Assembly Meeting.

1. Educational Programs.

a. Central Campuses. The AMA medical student members of each educational
program as defined in AMA Bylaw 1.1.1 (a “central campus”) may select one
MSS Delegate and one Alternate MSS Delegate. An educational program as
defined in AMA Bylaw 1.1.1that has a total medical student population (excluding
students assigned to associated satellite campuses as defined in MSS Internal
Operating Procedure bX.C.1.b.) greater than 999, as determined by the AMA on
January 1 of each calendar year, may select one additional MSS Delegate and
one additional Alternate MSS Delegate.



GCRep C
A-17
Page 20 of 58

Satellite Campuses. The AMA medical student members of an educational
program as defined in AMA Bylaw 1.1.1 that has more than one campus (a
“satellite campus”) may select one MSS Delegate and one Alternate MSS
Delegate from each campus. A satellite campus is defined as an administrative
campus separate from the central campus where a minimum of 20 members of
the student body are assigned for some portion of their instruction over a period
of time not less than an academic year. MSS Delegates and Alternate MSS
Delegates credentialing under the satellite campus provisions must, at the time of
the meeting, reside at the campus they will represent.

I. Arequest to seat an MSS Delegate from a satellite campus for the first
time must be submitted to the AMA Department of Medical Student
Services at least 90 days in advance of the first Meeting at which an MSS
Delegate will be seated. The request must confirm that the satellite
campus meets the requirements for representation set forth in MSS
Internal Operating Procedure HX.C.b. and in AMA Bylaw 7.3.3.2.

Certification. Educational program MSS Delegates and Alternate MSS Delegates
shall be certified to the Governing Council of the MSS by either a student officer
of the educational program or a State Medical Student Section {as-defined-in-

MSS-nternal-Operating-ProcedureXC-)-where it exists.

2. National Medical Specialty Societies, Federal Services, and Professional Interest Medical
Associations.

a.

Eligibility. The following criteria have been developed for national medical
specialty societies, federal services, and professional interest medical
associations to qualify for representation in the MSS Assembly. Pursuant to AMA
Bylaw 7.3.3.3, a national medical specialty society, federal service, or
professional interest medical association must:

i. Have voting representation in the AMA House of Delegates.

ii. Allow for medical student membership.

iii. Have established a mechanism that allows for the regular input of medical

student views into the issues before the organization.

A national medical specialty society, federal service, or professional interest
medical association that satisfies these criteria may select one MSS Delegate
and one Alternate MSS Delegate. MSS Delegates and Alternate MSS Delegates
selected from national medical specialty societies, federal services, or
professional interest medical associations must meet the following requirements:
i. Must be medical student members of the AMA in good standing.
ii. Should be chosen in a fair and equitable manner allowing open
representation and medical student input.
iii. Must be certified in writing by the president, or appropriate staff person, of
the organization they will be representing.
iv. Must represent the interests of their organization’s medical student
constituency.

Application Process. An application will be provided to interested national
medical specialty societies, federal services, and professional interest medical
associations. The organization should submit the application form, and any other
documents demonstrating compliance with these criteria, to the MSS Governing
Council at least ninety days prior to the first Meeting at which they wish to seat an
MSS Delegate. Upon approval by the Governing Council, the organization will be
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granted a seat in the MSS Assembly with voting privileges on all matters except
elections. The newly seated organization will be placed on probationary status for
a period of two years, during which time consistent attendance at the four
national Assembly Meetings is expected. At the conclusion of this probation
period, the MSS Delegate selected by the organization will attain full voting
privileges, including elections, and will be eligible to run for office. The Governing
Council will notify the organization of its status at the end of the probation period.

d. Biennial Review. Each national medical specialty society, federal service, or
professional interest medical association represented in the MSS Assembly will
be required to reconfirm biennially that it continues to meet the criteria for
representation. Organizations will be notified by the Governing Council of the
time of their review and will be asked to submit appropriate documentation.
Failure to participate in the biennial review process or to meet the established
criteria will be reported to the MSS Governing Council for action.

e. The Governing Council may terminate the representation of an organization in
the MSS Assembly for failure to verify fulfilment of or to meet these criteria, in
which case the organization can reapply for representation as-eutlinedin-MSS-

Internal-Operating-Procedure DC.2.c

3. National Medical Student Organizations.
a. The following criteria have been developed for national medical student
organizations to qualify for representation in the MSS Assembly, pursuant to
AMA Bylaw 7.3.3.4.1:
i. The organization must be national in scope.
ii. A majority of the voting members of the organization must be medical
students enrolled in educational programs as defined in AMA Bylaw 1.1.1.
iii. Membership in the organization must be available to all medical students,
without discrimination.
iv. The purposes and objectives of the organization must be consistent with
the AMA’s purposes and objectives.
v. The organization’s code of medical ethics must be consistent with the
AMA'’s Principles of Medical Ethics.

b. Application process. Interested national medical student organizations should
submit to MSS staff a written application containing sufficient information to
establish that the organization meets the above criteria. The application must
also include the following:

i. The organization’s charter, constitution, bylaws, and code of medical
ethics.

ii. A list of the sources of the organization’s financial support, other than the
dues of its medical student members.

iii. A list or description of all of the organization’s affiliations.

iv. Such additional information as may be requested.

The MSS Governing Council shall review the application. If it recommends that
the organization be granted representation in the MSS Assembly Meeting, the
recommendation shall be submitted to the AMA Board of Trustees for review. If
approved by the AMA Board of Trustees, the organization may be represented in
the MSS Assembly Meeting by one MSS Delegate and one Alternate MSS
Delegate.

C. Biennial Review. Each national medical student organization represented in the
MSS Assembly will be required to reconfirm biennially that it continues to meet
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the criteria for eligibility by submitting such information and documentation as
may be required by the MSS Governing Council. Organizations will be notified by
the Governing Council of the time of their review and will be asked to submit
appropriate documentation. Failure to participate in the biennial review process
or to meet the established criteria will be reported to the MSS Governing Council
for action.
The Governing Council may recommend discontinuance of the representation by
a national medical student organization on the basis that the organization fails to
meet the above criteria, has failed to maintain its responsibilities outlined in these
Internal Operating Procedures, or has failed to attend the MSS Assembly
Meeting. The recommendation shall be submitted to the AMA Board of Trustees
for review. If approved by the AMA Board of Trustees, the representation of the
national medical student organization in the MSS Assembly Meeting shall be
discontinued.
The MSS Delegate and Alternate MSS Delegate selected by each national
medical student organization granted representation at the Assembly Meeting
shall:
i. Have full voting rights including the right to vote in any elections at the
conclusion of a two-year probationary period with regular attendance.
ii. Not be eligible for election to any office in the MSS.
iii. Be able to present his or her organization’s policies and opinions in the
Assembly Meeting.
iv. Report on the actions of the MSS to the national medical student
organization.
v. Cooperate in enhancing the MSS membership.
MSS Delegates and Alternate MSS Delegates selected by national medical
student organizations must meet the following criteria:
i. Must be medical student members of the AMA in good standing.
ii. Should be chosen in a fair and equitable manner allowing open
representation and medical student input.
iii. Must be certified in writing by the president, or appropriate staff person, of
the organization they will be representing.
iv. Must represent the interests of their organization’s medical student
constituency.

Other Groups.

a.

The Association of American Medical Colleges — Organization of Student
Representatives and the American Association of Colleges of Osteopathic
Medicine — Council of Osteopathic Student Government Presidents are each
entitled to one MSS Delegate and one Alternate MSS Delegate selected by the
medical student members of the organization.
MSS Delegates and Alternate MSS Delegates selected from these organizations
must meet the following criteria:
i. Must be medical student members of the AMA in good standing.
ii. Should be chosen in a fair and equitable manner allowing open
representation and medical student input.
ii. Must be certified in writing by the president, or appropriate staff person, of
the organization they will be representing.
iv. Must represent the interests of their organization’s medical student
constituency.

Official Observers.



GCRep C
A-17
Page 23 of 58

a. National student organizations may apply to the MSS Governing Council for
official observer status in the MSS Assembly. Applicants and official observers
must demonstrate compliance with guidelines for official observers adopted by
the MSS Assembly, and the Governing Council shall make a recommendation to
the MSS Assembly concerning the application. The MSS Assembly will make the
final determination on the conferring or continuation of official observer status.

b. Organizations with official observer status are invited to send one representative
to observe the actions of the Assembly at all meetings of the MSS Assembly.
Official observers have the right to speak and debate on the floor of the
Assembly upon invitation from the Speaker. Official observers do not have the
right to introduce business, introduce an amendment, make a motion, or vote.

D. Purposes of the Meeting. The purposes of the meeting shall be:

=

To hear such reports as may be appropriate.

2. To elect, at the Assembly meeting prior to the Interim Meeting of the AMA, the Chair-elect
of the Governing Council of the MSS, and the Medical Student Trustee. To elect at the
Assembly meeting prior to the Annual Meeting of the AMA, the remaining members of the
Governing Council, with the exception of the Immediate Past Chair.

3. To adopt procedures for election of Medical Student Regional Delegates and Alternate
Regional Delegates, consistent with AMA Bylaw 2.1.3.

4. To elect Medical Student Regional Delegates and Alternate Regional Delegates at the
Assembly meeting prior to the Interim Meeting of the AMA.

5. To adopt resolutions for MSS policy and for submission to the House of Delegates of the
AMA.

6. To conduct such other business as may properly come before the meeting.

E. Credentialing. The name of the duly selected MSS Delegate and Alternate MSS Delegate
from each educational program, national medical specialty society, federal service, professional
interest medical association, national medical student organization, and other group, and the
representative from each official observer organization, should be received by the Director-of
Medical-Student-Services Medical Student Section staff of the AMA no later than 350 days-tive-
weeks}-prior to the Assembly Meeting in writing, as outlined in these Internal Operating
Procedures. On the day of the opening of the Assembly Meeting, credentialing will take place,
where voting members must officially identify themselves to the Credentials Committee as
having been duly selected by the AMA medical student members of their respective
organizations. Identification will be required to receive a voting badge. Graduating or recently
graduated senior medical students who have been credentialed as RFS Delegates or Alternate
RFS Delegates in the representative assembly of the AMA Resident and Fellow Section shall
not be allowed to serve as MSS Delegates or Alternate MSS Delegates in the MSS Assembly.

F. Participation.

1. Only duly selected MSS Delegates to the Assembly Meeting shall have the right to vote, but
the meeting floor shall be open to all medical students-and AMA members.

2. The Immediate Past Chair of the MSS Governing Council shall have the same speaking

privileges, excluding the privilege to make a motion, in the MSS Assembly as any other

member of the Governlng Council if he or she is no longer a medlcal student
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break-a-tie. The Presiding Officer shall be entitled to vote only to break a tie.

Procedure.

Agenda. At least 2330 days prior to the Assembly Meetings, the agenda shall be sent to
MSS Delegates and Alternate MSS Delegates. The order of business will be set by the
Speakers prior to the meeting. The Assembly atany-time-may-change-the-orderof business
by-a-majority-vote—may only change the order of business in accordance with the
procedures set in the AMA Bylaws, MSS |OPs, and the parliamentary authority of the AMA
outlined in B-11.1.

Rules of Order. The Assembly meeting shall be conducted pursuant to the established rules
of procedure submitted by the Speakers and adopted by the Assembly. The parliamentary
authority used by the AMA House of Delegates shall govern the Assembly Meeting of the
MSS in all matters not outlined in the adopted rules of procedure mentioned above.
Quorum. Twenty-five percent of the MSS Delegates shall constitute a quorum, provided
that at least ten percent of the MSS Delegates from each of the geographic regions are
present. The regions are defined in MSS Internal Operating Procedures VII.A.1. For the
purposes of defining a quorum, the MSS Delegate of each national medical specialty
society, federal service, professional interest medical association, national medical student
organization, and other group is considered part of the region representing the state in
which his or her organization’s headquarters are located.

. Resolutions.

Any medical school section, MSS region, state student section, or individual medical
student member may submit resolutions.

All resolutions submitted by medical students must be submitted electronically to the AMA
Department of Medical Student Services 50 days prior to the start of each Annual and

Interlm Meetmg to be mcluded in the MSS agenda Ihey—w#l—be—sent—te—a#duly—seleeted—

a. Virtual Reference Committee. All reports and resolutions that meet submission

criteria will be made available on the Virtual Reference Committee. Any AMA
MSS member can comment on MSS business. Comments can be made on
behalf of an individual, a medical student section at a medical school, a state
medical student section, an organization represented in the Assembly, and/or an
AMA MSS Region, provided sufficient authority exists for such commentary. All
comments will be made available to the Reference Committee(s). The resolutions
will be sent to all duly selected and certified MSS Delegates and Alternate MSS
Delegates prior to the Assembly Meeting via the meeting Agenda and are
debatable on the floor of the MSS Assembly.
Late Resolutions. Resolutions that are submitted after the deadline but before the beginning
of the meeting shall require a two-thirds vote of the Assembly to be debatable on the floor.
The Rules Committee shall make recommendations to the Assembly on whether they
should be considered as business based on timeliness of the issue and temporality relative
to the resolution submission deadline. Late resolutions approved for consideration shall be
referred to the Reference Committee, and handled in the same manner as those
resolutions introduced before the deadline.
a. Late Resolutions amending the MSS Internal Operating Procedures or proposing

to amend AMA Bylaws submittedHess-than-40-days-prior-to-the-start-of-each-
Annualand-nterim-meeting-shall not be considered.
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4. Emergency Resolutions. Resolutions that are submitted after the beginning of the meeting
shall requwe a three- fourths vote of the Assembly to be debatable on the floor. Fhe-Rules-

eeh&deted—fer—leaahes& The motlon to hear an emergency resolutlon is not debatable and
only a statement on the timeliness of the resolution may be made. Emergency resolutions
approved for consideration shall be debated on the floor of the Assembly without referral to
the Reference Committee.

5. Resolutions approved for consideration as business shall require a simple majority vote of
the Assembly for adoption, except those amending the MSS Internal Operating Procedures
or proposing to amend the AMA Bylaws, which,-pursuantto-MSS-ternal-Operating-
ProcedureXH-require approval by two-thirds of the members of the MSS Assembly present
and voting.

6. Extraction of a resolution recommended for reaffirmation by the Reference Committee shall
require a one-third vote of delegates present and voting.

7. Resolutions introduced by the Governing Council into the AMA-MSS Handbook shall be in
the name of the AMA Delegate. Such resolutions may only be submitted when there is
unanimous approval by all five voting members of the Governing Council. They shall be
considered by the MSS Assembly as a first prlorlty of business —anel—#—net—adepted—er—

8. Resolutlons shaII be submltted to the AMA House of Delegates in the name of the MSS
when they have received the prior approval of the MSS Assembly.

I. Convention Committees. The Convention Committees shall be appointed by the Governing
Council unless otherwise stated in these procedures. These committees are to expedite the
conduct of business at each meeting of the MSS Assembly. For each meeting, the Governing
Council will appoint the following committees and any others that would facilitate the business of
the Assembly.

1. Credentials Committee. An eight member Credentials Committee, composed of one
member per region as-defined-in-MSS-nternal-Operating-Procedures VAL, unless there
are no candidates from a region, and one Chair, shall be appointed by the Governing
Council. The Committee shall be responsible for consideration of all matters relating to the
registration and certification of MSS Delegates including credentialing MSS Delegates for
Assembly Meetings, verifying a quorum is present, and distributing ballots for elections.
Disputes involving the credentialing of voting delegates will be investigated by the
Credential Committee.

2. Rules Committee. A Rules Committee shall be composed of four At-Large Members. The
Rules Committee shall review late and-emergency resolutions and make recommendations
to the MSS Assembly on whether to consider them as business of the Assembly. The Rules
Committee shall also collect and tabulate ballots for MSS elections, and count hand votes
during the Assembly Meeting as requested by the Speakers. The Rules committee is also
responsible for ensuring election rules are followed in coordination with the MSS Speaker
and Vice-Speaker.

3. Reference Committee. Fhe-Each Reference Committee shall be composed of five voting
members and-one-alternate-member-unless, in the judgment of the Governing Council,
circumstances warrant an adjustment in the number of members on the Reference
Committee. The committee shall conduct an open hearing on items of business referred to
it (resolutions and reports) via the MSS Virtual Reference Committee, and make
recommendations to the Assembly for disposition of its items of business through the
preparation of Reference Committee report for consideration by the MSS Assembly.
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4. Parliamentary Procedures Committee. The Parliamentary Procedures Committee members
shall demonstrate a thorough understanding of Fhe-Standard-Code-of Parliamentary-
Procedure the parliamentary authority set forth by these Internal Operating Procedures in
order to assist students with parliamentary procedures throughout the Assembly meeting.

5. AMA House of Delegates Coordinating Committee. House Coordinating Committee
members shall be appointed to coordinate student testimony that will be presented at the
AMA House of Delegates Reference Committee hearings. The Coordinators shall work with
the AMA Delegate and Alternate AMA Delegate in the preparation and presentation of
testimony for resolutions being transmitted by the MSS and additional items of relevance to
the MSS. *; and be it further

RESOLVED, That our AMA-MSS amend IOP Xl by insertion and deletion as follows:
“XI. Appointments

A. Governing Council Responsibilities. It will be the responsibility of the Governing Council to
make appointments of the medical student members of AMA Councils for confirmation by the
AMA Board of Trustees and to other bodies of the AMA when requested. It is also the
responsibility of the Governing Council to make recommendations for student representation to
bodies such as the National Board of Medical Examiners, National Resident Matching Program,
and others after the Governing Council has solicited applications from interested medical
students.

B. Eligibility. Eligibility for Council and Liaison positions shall be pursuant to MSS Internal
Operating Procedures VI.B.

C. Medical Student Representation on AMA Councils.

1. A medical student member of the AMA appointed by the MSS Governing Council with the
concurrence of the Board of Trustees shall serve on each of the following AMA Councils:

a. Council on Constitution and Bylaws.

b. Council on Medical Education.

C. Council on Medical Service.

d. Council on Long Range Planning and Development.
e. Council on Scientific Affairs and Public Health.

2. A student is recommended by the MSS Governing Council to the AMA President-elect for
consideration for appointment to the student seat on the Council on Ethical and Judicial
Affairs.

3. Astudent is recommended by the MSS Governing Council to the AMA Board of Trustees
for consideration for appointment to the student seat on the Council on Legislation.

4. A student is recommended by the MSS Governing Council to the AMA Board of Trustees
for consideration for appointment to the student seat on the Liaison Committee on Medical
Education (an AMA/Association of American Medical Colleges joint committee).

5. Inany discussion or selection of candidates for appointment to Council or Liaison positions,
all Governing Council members who are candidates for the position under discussion or
have significant conflicts of interest shall recuse themselves and be absent from this
discussion.

a. The MSS Chair, or their designee, shall be responsible for ensuring a fair and
thorough evaluation process by the Governing Council.

6.  All applicants for Council and Liaison positions shall be informed of the Governing
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Council’s decision to appoint or not appoint them atleastthree-monthspriorto-the-Annual-
Meeting- as soon as the appointments are confirmed by the AMA Board of Trustees,

President, or President Elect.

7. Terms. Students appointed to Councils shall serve for a one-year term with the exception
of the student appointed to the Council on Ethical and Judicial Affairs, who will serve for a
two-year term. If the medical student member of a Council ceases to be enrolled in an
approved program, his or her service on the Council shall thereupon terminate, and the
position shall be declared vacant.

8. Limitation on Total Years of Service. See MSS Internal Operating Procedures IV.G. “; and
be it further

RESOLVED, That our AMA-MSS amend IOP XII by insertion and deletion as follows:
“XII. Miscellaneous

BA. Financial Responsibility. The funding of the MSS Governing Council is appropriated by
the AMA. A listing of all meetings attended by each member of the Governing Council and
members of AMA-Coeuneils; Committees; and Panels, along with an account of pertinent actions
taken, will be made available to MSS members semi-annualy-upon request. “; and be it further

RESOLVED, That our AMA-MSS amend IOP XIlI by insertion and deletion as follows:

“XIll. Dispute Resolution.

A. All disputes of these Internal Operating Procedures shall be resolved by the AMA Board of

Trustees (BOT) with provision for input from other parties as deemed necessary by the BOT,

except in the following instances as defined elsewhere in these Internal Operating Procedures:

A—L. All disputes involving Regional Delegate or Alternate Delegate elections shall be resolved
by the MSS Governing Council.

B-— 2. All disputes involving Campaign Rules (MSSH1OPs\.B-} as related to the MSS shall be
resolved by the MSS Speaker and Vice Speaker. “; and be it further

RESOLVED, That our AMA-MSS amend IOP XIV by insertion and deletion as follows:

B- A. Other-Requirements. Per AMA Bylaw 7.0.7, all rules, regulations, and procedures
adopted by the MSS are subject to the approval of the Board of Trustees. Amendments to the
Internal Operating Procedures may also be contingent upon corresponding changes to the AMA
Bylaws, which require approval of two-thirds of the members of the AMA House of Delegates. “
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APPENDIX A: IOPs with All Changes

American Medical Association Medical Student Section

Internal Operating Procedures

I. Name

The name of this organization shall be the Medical Student Section (MSS) of the
American Medical Association (AMA). This is a special section for medical student
members of the AMA as set forth in AMA Bylaw 7.3.

Il. Purpose and Principles

The purpose of the MSS shall be to provide medical student participation in the
activities of the AMA through adherence to the following principles:

A. Have meaningful input into the decision and policy-making process of the AMA.
B. Improve medical education and further professional excellence.

C. Involve medical students in addressing and solving the problems of health care
and health care delivery and provide a forum for the discussion and
dissemination of information.

D. Develop medical leadership.
E. Initiate and effect necessary change.

F. Promote high personal and professional ethics, and a humanistic approach to the
delivery of quality patient care.

G. Promote membership and activity within organized medicine on the local, state,
and national levels.

H. Work cooperatively with other student groups and AMA Sections to meet these
objectives.

Ill. Membership

Membership shall be limited to medical student members of the AMA. Eligibility for
student membership is outlined in AMA Bylaw 1.1.1.

IV. Officers

A. Designations. The officers of the MSS shall be the eight Governing Council
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members: Chair, Vice Chair, AMA Delegate, Alternate AMA Delegate, At-Large
Officer, Chair-elect/Immediate Past Chair, Speaker, and Vice Speaker. The
Chair-elect/Immediate Past Chair shall be a non-voting member of the Governing
Council. The officers of the Assembly for the purpose of business meetings will
be the Speaker and Vice Speaker.

. Authority. The Governing Council shall direct the programs and activities of the
MSS. During the interval between meetings of the MSS Assembly, the Governing
Council shall act on behalf of the MSS in formulating decisions related to the
development, administration, and implementation of student activities, programs,
goals, and objectives. The MSS shall be notified at each National Meeting of
actions taken by the Governing Council on its behalf.

. Qualifications. All members of the Governing Council must be medical student
members of the AMA. Any medical student member of the AMA is eligible for a
position on the MSS Governing Council, except as prohibited by these IOPs or
by the AMA Bylaws.

. Duties and Privileges. The Governing Council shall direct the programs and
activities of the MSS, subject to the approval of such programs and activities by
the Board of Trustees or House of Delegates of the AMA.

1. Chair. The Chair shall:

a. Preside at all meetings of the Governing Council, and otherwise
represent the MSS when appropriate.

b. Preside at Assembly meetings if both the Speaker and Vice
Speaker positions are vacant, until such time that successors to
the Speaker or Vice Speaker may be elected.

c. Be the primary spokesperson for the MSS both inside the AMA
and to outside organizations

2. Vice Chair. The Vice Chair shall:

a. Perform the duties of the Chair in the absence of the Chair or at
the request of the Chair.

b. Assist the Chair in the performance of his or her duties.

c. Have the primary responsibility of coordinating the internal
operations of the MSS including but not limited to the MSS
standing and ad-hoc committees.

3. AMA Delegate and Alternate AMA Delegate shall:

a. Represent the MSS in the AMA House of Delegates including
credentialing of region delegates and alternate delegates.
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Serve as chair and vice chair, respectively, of the MSS Caucus.
Be responsible for forwarding resolutions from the MSS in the
HOD and providing a summary of pertinent actions for the MSS on
resolutions sent to the HOD.

Administer the MSS resolution review process.

4. At-Large Officer shall:

a.

b.

Perform such functions as determined by the Governing Council,
and assist the other officers in the performance of their duties.

Coordinate the activities of the MSS Regions

5. Speaker and Vice Speaker. The Speaker and Vice Speaker shall:

a.

Preside over meetings of the MSS Assembly in an impatrtial
manner, organizing and conducting them in accordance with AMA
Bylaws, MSS Internal Operating Procedures, and the AMA’s
chosen authority on parliamentary procedure. The Vice Speaker
shall officiate for the Speaker in the Speaker's absence or at the
request of the Speaker.

Provide for oversight and enforcement of the Campaign Rules,
including responsibility for investigation of alleged infractions and
reporting of substantiated infractions to the Assembly prior to
balloting.

Organize an orientation at each Assembly Meeting for first time
attendees to the MSS General Assembly.

Work with other members of the Governing Council in instructing
the Convention Committees regarding their duties prior to each
Assembly Meeting.

Refer resolutions and reports submitted for consideration at MSS
Assembly meetings to reference committees.

Prepare a document summarizing parliamentary procedure used
in Assembly meetings to be published in the MSS agenda book
that is made available to each Assembly representative prior to
Assembly meetings.

Review the MSS Digest of Actions for consistency with Assembly
action prior to its annual posting to the AMA website.

6. Chair-elect. The Chair-elect shall be a non-voting, funded member of the
Governing Council. The Chair-elect shall assist the other officers in the
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discharge of their duties.

Immediate Past Chair. The Immediate Past Chair shall be a hon-voting,
unfunded member of the Governing Council.

E. Governing Council Terms.

1.

The Chair-elect/Chair/lmmediate Past Chair of the Governing Council
shall serve a two-year term. His or her term as Chair-elect will begin at
the conclusion of the Interim Meeting at which he or she is elected. He or
she will take office as Chair at the conclusion of the following Annual
Meeting, and one year later will become Immediate Past Chair. He or
she will serve as Immediate Past Chair until the conclusion of the
following Interim Meeting.

The other Governing Council members shall serve one-year terms,
beginning at the conclusion of the Annual Meeting at which they are
elected and ending at the conclusion of the next Annual Meeting of the
AMA House of Delegates.

Maximum tenure for members of the MSS Governing Council will be two
years in voting positions.

F. Vacancies.

1.

Governing Council. Any vacancy occurring on the MSS Governing
Council shall be filled at the next Assembly Meeting of the MSS. The new
member shall be elected for the remainder of the unexpired term in the
same manner as the original election, as outlined in MSS Internal
Operating Procedures V.

1. Temporary Appointment. If a vacancy occurs on the Governing
Council more than thirty (30) days prior to the next Assembly
Meeting of the MSS, the Governing Council may appoint a
medical student member to fill a vacancy until the next Assembly
Meeting of the MSS when an election shall be held pursuant to
the above rules.

Speaker and Vice Speaker. If the position of Speaker becomes vacant,
the Vice Speaker shall succeed to the position of Speaker and serve the
remainder of the unexpired term as Speaker. If the Vice Speaker
assumes the role of a Speaker for the remainder of the unexpired term,
the Representatives to the MSS Assembly Meeting shall elect a Vice
Speaker to fill the unexpired term at the next Assembly Meeting, as
outlined in Section V of the MSS Internal Operating Procedures. If both
Speaker and Vice Speaker positions are vacant, the Chair of the
Governing Council shall preside, as specified in IOP Section IV, D 1.

G. Limitation on Total Years of Service. Students deemed qualified by the other
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provisions of the AMA Bylaws and these Internal Operating Procedures for
election to the positions of:

e MSS Governing Council, or
e The AMA Board of Trustees, or
e Appointment through the MSS to a position on an AMA Council, or

e A committee outside of the AMA that is national in scope and appointed
by the Governing Council, the AMA President, the AMA President-elect or
the AMA Board of Trustees (such as National Board of Medical
Examiners, National Resident Matching Program, American Medical
Association Political Action Committee, Liaison Committee on Medical
Education, etc.)

shall be only so deemed if they have served three or fewer years in one or a
combination of any of the aforementioned positions. The intent of this Section is
to limit combined service in all of these positions to four years total. A person
may not serve in the same position for more than two years, even if he or she
has not reached his or her four year total limit. This Section shall not encompass
positions that are not national in scope (i.e. Regional or State Delegates,
Regional or State Chairs, etc.) nor shall it encompass appointments to the
internal MSS Committees or Task Forces. The exceptions to this Section are as

follows:
1. Unless otherwise provided in the AMA Bylaws.
2. The position of Immediate Past Chair of the Governing Council

shall not be denied to a student on the basis of having already
served four years pursuant to the foregoing provision, but the
service in the position of Chair-elect/Immediate Past Chair shall
otherwise count as a year of service.

V. Medical Student Trustee

A. Duties and Privileges. A medical student member of AMA shall be elected
annually by the MSS Assembly to serve as a member of the AMA Board of
Trustees. The student member of the Board of Trustees shall report on the
Board’s activities to the Assembly before the Annual Meeting. This report will
communicate Board Actions related to the concerns of the MSS and will provide
the MSS with directives on behalf of the Board.

B. Term. The MSS Assembly shall elect the Medical Student Trustee at the Interim
Meeting for a one-year term beginning at the close of the next AMA House of
Delegates Annual Meeting and concluding at the close of the second AMA
House of Delegates Annual Meeting following the meeting at which the member
was elected.
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VI. Elections

A.

Time of Election. The Chair-elect of the Governing Council and Medical
Student Trustee shall be elected by the MSS Assembly at the Interim Meeting.
The remaining Governing Council members, with the exception of the Immediate
Past Chair, shall be elected by the MSS Assembly at the Annual Meeting of the
MSS. The Governing Council shall set the day and hour of such elections and
shall communicate the day and hour to the medical student members of the AMA
prior to each Interim Meeting and Annual Meeting.

. Eligibility. All members of the MSS are eligible to be elected to any office,

except:

1. MSS members who serve or will serve in an shall an AMA Council or
AMA Liaison position may not also serve or run to serve in a Governing
Council position or the Medical Student Trustee position at the same time
for more than two months. The only exception shall be that a MSS
member may hold an AMA Council or AMA Liaison position and the
position of Chair-elect or Immediate Past Chair simultaneously.

Nominations. Nominations for Governing Council positions shall be received in
advance of the Annual Meeting (in advance of the Interim Meeting for the Chair-
elect and Medical Student Trustee), pursuant to the rules of the MSS. Further
nominations may be made from the floor of the Assembly Meeting at a time
determined by the Governing Council.

Speeches. Candidates are allowed to address the Assembly for a period of time
determined by the Speakers up to a maximum of three minutes during a general
Assembly session, as scheduled by the Speakers. In addition, the Chair of the
Governing Council, or his or her designee, shall ask each candidate a number of
guestions on issues of relevance during a general Assembly session, as
scheduled by the Speakers.

Campaign Rules.

1. Candidacy. All MSS members shall be considered potential candidates
for all elected offices and shall be bound by all Campaign Rules during
the election cycle for each office, where the election cycle for an office is
defined as the time between elections for that office.

2. Campaign Period.

a. Campaigns shall be run only for positions that are electable at the
present meeting.

b. Between meetings, campaigns shall be run only for positions that
are electable at the upcoming meeting.

c. The official campaign period shall be defined as starting the first
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day applications are made available for MSS members to submit
their candidacy

d. All activities related to announcement of candidacy, endorsement,
or campaigning, including but not limited to distribution of
materials, communications, and speaking opportunities shall be
limited to the campaign period defined above.

3. Speaker's Ruling

a. A Speaker’s Ruling for the each national meeting and election will
be made available to all potential candidates at the start of the
campaign period with a document of rulings so that all candidates
have equal access to all rules relating to their campaigns. Once
released, the MSS Speakers’ reserve the right to issue
addendums or announcements during the campaign period as
needed.

4, Candidate Disclosure Form.

a. The day before the election is scheduled to occur, all candidates
nominated, either in advance of the meeting or from the floor at
the meeting, shall submit a completed Candidate Disclosure Form
to the Speaker, the Vice Speaker, or a member of the Rules
Committee no later than the time of day designated by the
Speaker. No candidate shall be elected if he or she has not
completed and submitted a Candidate Disclosure Form.

b. The Candidate Disclosure Form shall be prepared by the Speaker
and Vice Speaker and shall consist of three parts:

i. A portion, completed by the candidate, for disclosure of
campaign leadership and campaign finances.

ii. A portion, completed by the candidate, affirming that the
candidate has read the IOP sections relevant to
campaigning and the Speakers’ Rulings for that election
cycle and agrees to abide by the rules and
recommendations contained within those documents.

iii. A portion, completed by the Speaker or Vice Speaker, for
disclosure of any prior, substantiated infraction(s) of MSS
IOPs by the individual declared as a candidate.

5. Candidates may distribute only the following campaign materials:

a. Buttons, stickers, and pins less than 2.5 inches in greatest
dimension.
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b. Standard-size business cards.
c. Curricula vitae and personal statements.

i.  Curricula vitae and personal statements of candidates
nominated, pursuant to the rules of the MSS, in advance of
the national meeting at which the election will be held shall
be included in the online version of the MSS Meeting
Handbook.

i. Atthe Assembly Meeting, distribution of curricula vitae and
personal statements shall be limited to the area and
medium/media designated by the Speaker and announced
at least 30 days prior to the meeting at which the election
will be held.

iii.  While there will be no limit on the length of curricula vitae,
personal statements will be limited to one page (front and
back).

The total expenditure per candidate per campaign shall not exceed
$1,000, including all monetary donations and in-kind donations of goods,
but not including the candidate’s travel to and lodging at the meeting at
which the election is held.

Campaign Communications.

a. Advance non-electronic mailings by candidates or other
organizations on behalf of a candidate are not permissible.

b. Candidates should be prudent and courteous regarding the
number and content of electronic messages, including but not
limited to email, social media, phone, text message, and group
chats, sent prior to the election.

c. No mode of MSS or AMA sponsored communication, including but
not limited to listservs, phone or email lists, or other mass
communication method used for AMA or MSS communication
shall be used for announcements of candidacy, endorsement, or
campaigning.

d. Candidates using campaign-specific social media accounts can
only invite MSS members to follow said accounts.

Campaigning at MSS Regional, state, or school section meetings prior to
the meeting at which the election occurs including attending social
events, is prohibited. The candidate’s own MSS Region, state, or school
section meetings are an exception to this rule. Campaigning includes, but
is not limited to, discussing candidacy or displaying or distributing
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campaign paraphernalia.
9. Campaign Involvement.

a. Only MSS members may be involved in a candidate’s campaign.
MSS members should not share their opinion in favor of or in
opposition to any candidate while acting under any official
leadership role within or outside of the organization.

i.  Exception: Candidates may wear their own campaign
paraphernalia at all times during the Assembly Meeting at
which their election is held.

b. The campaign involvement of AMA staff members, members of
the MSS Governing Council, and members of the MSS Rules
Committee shall be limited to candidate inquiries regarding
election-related matters and AMA-related information so long as
that information is made available to all MSS members who
request it.

c. The following public endorsements are permitted:

i.  One (1) optional letter of endorsement by the Dean or
Dean’s representative from the medical school that the
candidate is enrolled in; and one (1) optional letter of
endorsement by staff of the state society from the state
where the candidate attends medical school are permitted.

1. These optional letters of endorsement may be
included in the Election Manual and may be
displayed on social media.

2. During a national meeting, these letters may only be
publicly disseminated via the Election Manual and
may only be publicly displayed at the candidate
forum.

i.  One (1) optional letter of endorsement and a verbal
endorsement by each candidate’s MSS Region where their
school resides is permitted by vote within the campaign
period.

1. The endorsing Region must:

a. Follow the Region’s bylaws regarding
issuance of public endorsement;

i. If a Region does not have bylaws
specifying quorum or rules dictating
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official support, the Region must
contact the Speakers for guidance.

b. Document that quorum was met when the
voting occurred; and

c. Document the results of the vote pursuant
to Region bylaws.

The optional letter of endorsement will not be
included in the Election Manual but may be
displayed on social media.

During a national meeting, such endorsement
may not be publicly disseminated nor displayed
except on social media.

iii. A verbal endorsement of a candidate whose medical
school is outside the endorsing region is permissible only
at the meeting at which an election is taking place.

1.

3.

The endorsing Region must:

a. Follow the Region’s bylaws regarding
issuance of public endorsement;

i. If a Region does not have bylaws
specifying quorum or rules dictating
official support, the Region must
contact the Speakers for guidance.

b. Document that quorum was met when the
voting occurred; and

c. Document the results of the vote pursuant
to Region bylaws.

When speaking in official support of a candidate
on behalf of an MSS Region, MSS Region
Chairs must be sure that an official vote by the
Region took place in accordance with the
Region’s bylaws for quorum and rules dictating
official support and document that vote.

Regions may not vote to oppose any candidate.

10. Candidates must be allowed to fully participate in candidate interviews
and question and answer sessions during the Assembly Meeting.
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At the national meeting at which the election is taking place, a group that
invites any candidate for a particular office to speak must invite and make
a reasonable effort to accommodate all candidates for that office.
Candidates may choose at their discretion to attend or not or may send a
representative to speak for them, but any candidate’s availability or lack
thereof shall not impose a restriction on the attendance of other
candidates.

Receptions and/or hospitality shall not be used for promotion of
candidates.

Enforcement.

a.

Alleged infractions, including but not necessarily limited to
violations of the Campaign Rules, should be reported in writing to
the MSS Speaker or Vice Speaker, or to any member of the MSS
Rules Committee.

The Speaker and Vice Speaker shall be the investigators of any
alleged infraction in conjunction with the Rules Committee. No
person who is a candidate in the same election as the candidate
being investigated for alleged infractions may patrticipate in any
part of the investigation of those alleged infractions. The candidate
is required to participate in the investigation.

i. Inthe event where both the Speaker and Vice Speaker are
candidates for the election being investigated, the MSS
Chair will designate a member of the Rules Committee as
investigator to examine the alleged infraction.

Following the investigation, the investigator shall inform the
alleged violator of the infraction in writing, including the results of
the investigation of the alleged infraction. The alleged violator
shall be offered an opportunity to rebut the alleged infraction.
Following rebuttal, the investigator shall determine whether the
alleged infraction is substantiated and shall report his or her
finding in writing to the alleged violator.

Following the investigation and the alleged violator’s opportunity to
rebut the alleged infraction and prior to balloting, the investigator
shall report substantiated infractions to the Assembly but shall not
make any recommendation to the Assembly.

Enforcement of a campaign infraction shall follow a systematic
approach. Each candidate, upon each substantiated infraction of
the Campaign Rules, shall be given an official warning letter from
the Speaker. Exceeding three (3) substantiated infractions during
a campaign shall render a candidate ineligible for election during
that campaign period.
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F. Voter Eligibility. Credentialed MSS members acting as MSS Delegates for the
meeting will be eligible to vote.

G. Method of Election.

1. Where there is no contest, a majority vote without ballot shall elect. All
other elections shall be by ballot.

2. Voting Periods. There shall be one voting period at the Interim Meeting
for the selection of the Chair-elect and Medical Student Trustee. There
shall be one voting period at the Annual Meeting for the selection of the
Vice Chair, AMA Delegate, At-Large Officer, and Speaker. An additional
balloting period will be held for the elections of Alternate AMA Delegate
and Vice Speaker.

3. First Ballot. At the Interim Meeting, one ballot shall be used by the
credentialed MSS Delegate to cast one vote for the Chair-elect and
Medical Student Trustee. At the Annual Meeting, individual ballots for
each position shall be used by the credentialed MSS Delegate to cast one
vote for each of the four positions: the Vice Chair, AMA Delegate, At-
Large Officer, and Speaker. No ballot shall be counted if there is more
than one vote for a position. All Governing Council positions will be
determined by majority vote, that is, the candidate who has received the
largest number of votes shall be elected if that nominee has received a
majority of the legal votes cast.

a. Election of Alternate AMA Delegate. After the election of the AMA
Delegate, all unsuccessful candidates who were nominated for the
office of AMA Delegate may be added to the existing Alternate
AMA Delegate ballot by nomination from the floor of the
Assembly. Each MSS Delegate to the Assembly Meeting who is
present at the meeting may cast a written ballot for the election of
the Alternate AMA Delegate from the previously declared
candidates and among those so nominated. Election to the office
of Alternate AMA Delegate requires a majority of the legal votes
cast.

b. Election of Vice Speaker. After the election of the Speaker, all
unsuccessful candidates who were nominated for the office of
Speaker may be added to the existing Vice Speaker ballot by
nomination from the floor of the Assembly. Each MSS Delegate to
the Assembly Meeting who is present at the meeting may cast a
written ballot for the election of the Vice Speaker from the
previously declared candidates and among those so nominated.
Election to the office of Vice Speaker requires a majority of the
legal votes cast.

4. Runoff Election. If no candidate receives a majority of the legal votes
cast or there is a tie, a runoff election will be held between the two (or
more if necessary because of a tie) candidates receiving the highest
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number of legal votes cast.

5. Processing. No ballots will be cast after the expiration of the voting
period. The ballot boxes will be collected by members of the Rules
Committee. The Rules Committee and the ballot boxes will be
sequestered in a private location. At this time, the Chair of the Rules
Committee will open the ballot boxes and the Rules Committee will then
count the ballots and tabulate the results. The candidate who has
received the largest number of votes shall be elected if that nominee has
received a majority of the legal votes cast. Upon completion of the
tabulation, the Chair of the Rules Committee will validate the election
results by determining that each ballot is official, that the number of
ballots cast is equal to or less than the number distributed and will then
certify the results in writing. He or she will then immediately forward
these results to the Assembly's Presiding Officer. Upon receipt of the
Rules Committee's election results and verification, the Presiding Officer
will announce the results to the Assembly.

a. First Ballot. The credentialed MSS Delegate will receive one
initialed ballot from a designhated member of the Credentials
Committee at the credentials table during the set voting period.

b. Runoff Election. If no candidate receives a majority of the legal
votes cast or there is a tie, additional ballot(s) will be distributed by
the Credentials Committee at the request of the Assembly's
Presiding Officer. The candidate who receives a majority of the
legal votes cast in the runoff election will be declared the winner.

6. Appeals. Appeals of the election process and results must be made in
writing to the Assembly's Presiding Officer no later than one hour after the
official announcement of the final results.

a. Any appeal of the process of ballot(s) distribution will be
considered by the Rules Committee. Consideration of such
appeals and merits of said appeals will be determined in whatever
manner the committee deems necessary. The results of the
committee's recommendations must be forwarded in writing by the
Committee Chair to the Assembly's Presiding Officer.

b. Any appeal of the process of ballot processing, tabulation, and
announcement of results shall be considered by the Credentials
Committee. Consideration of such appeals and merits of said
appeals will be determined in whatever manner the committee
deems necessary. The results of the committee's
recommendations must be forwarded in writing by the Committee
Chair to the Assembly's Presiding Officer.

c. No person who is a candidate in the election being appealed may
participate in any part of the appeals process.
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d. The Assembly's Presiding Officer and the Governing Council will
consider the appeals report(s) from the Committee(s) dealing with
the matter. Final decision on the election results will be the
jurisdiction of the Governing Council.

VII.MSS Standing Committees and Task Forces

VIII.

The MSS Standing Committees and Task Forces shall be appointed by the
Governing Council and shall support the mission of the MSS as outlined in MSS
Internal Operating Procedures.

Regions
A. Structure and Purpose of the MSS Regions.

1. There are seven Medical Student Regions defined for the purposes of
electing Regional Delegates to the AMA House of Delegates from
Medical Student Regions. The regions are:

Region 1. Washington, Oregon, California, Nevada, Utah, Colorado,
Arizona, New Mexico, Montana, North Dakota, South Dakota, Idaho,
Wyoming, Alaska, Hawaii.

Region 2: Minnesota, Wisconsin, Nebraska, lowa, Missouri, Illinois.
Region 3: Kansas, Texas, Oklahoma, Arkansas, Louisiana, Mississippi.

Region 4: Florida, Georgia, Alabama, South Carolina, North Carolina,
Tennessee, Puerto Rico.

Region 5: Michigan, Indiana, Ohio, Kentucky, West Virginia.

Region 6: Virginia, Maryland, District of Columbia, Delaware, New Jersey,
Pennsylvania.

Region 7: Maine, Vermont, New Hampshire, Massachusetts, Rhode
Island, Connecticut, New York

2. In addition to providing a structure for election of Regional Delegates, the
MSS defines the roles of the regions as follows: to provide a home within
the MSS, to serve as a communication unit for the MSS, to provide a
means to foster collaboration between the sections and states, and to
facilitate interaction and integration of newly developing sections with
well-established sections.

3. Each region shall be governed by a Region Chair to be elected in
accordance with the region’s bylaws. The Region Chair will serve as the
liaison for their respective region to the Governing Council. Other region
officer positions may be elected in accordance with each regions’ bylaws.
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The role of the Region Chair is as follows:

a. Encourage the organization of regional meetings as effective
mechanisms of increasing communication among its members.

b. Encourage the development of local MSS sections in educational
programs accredited by the Liaison Committee on Medical
Education (LCME) or the American Osteopathic Association
(AOA) where local sections do not exist and the development of
state MSS sections in states where they do not exist.

c. Involve highly organized MSS sections and state sections in
providing organizational information and assistance to developing
sections.

d. Encourage MSS sections to maintain communication and
interaction between medical student members and physician
members of state associations and component societies.

Each region shall have a Region Governing Council, which will be
composed of the Region Chair and other elected or appointed officers of
the region consistent with that region’s regional bylaws and at the
discretion of the Region Chair. The purpose of the Region Governing
Council shall be to further fulfill the purpose of each region as defined in
both the MSS Internal Operating Procedures and the region’s bylaws.

B. Regional Delegates to the AMA House of Delegates.

1.

Regional Delegates and Alternate Regional Delegates are part of the
MSS Caucus led by the AMA Delegate and Alternate AMA Delegate.
Credentialing of Regional Delegates and Regional Alternate Delegates is
under the purview of the AMA Delegate and AMA Alternate Delegate.

MSS Responsibilities: The Regional Delegates and Alternate Regional
Delegates will serve as mentors in the MSS and assist the AMA Delegate
and Alternate AMA Delegate in reviewing MSS resolutions.

Apportionment and Seating. Each Medical Student Region is entitled to
Regional Delegate and Alternate Regional Delegate representation based
on the number of seats allocated to it by apportionment, as outlined in
AMA Bylaw 2.3.2.

a. If a Regional Delegate cannot fulfill his or her duties, the Alternate
Delegate shall assume the position of Regional Delegate and be
seated with the state in which the Regional Delegate’s educational
program is located.

Quialifications. Each candidate for Regional Delegate or Alternate
Regional Delegate must meet the following minimum qualifications:



GCRep C
A-17
Page 43 of 58

a. Any medical student member of the AMA is eligible for a Regional

Delegate or Alternate Regional Delegate position, except as
prohibited by AMA Bylaws, MSS IOPs, or Region bylaws.

All elected Regional Delegates and Alternate Regional Delegates
must attend a medical school in the region in the region they are
elected to represent.

5. Elections. The MSS will elect Regional Delegates and Alternate Regional
Delegates to the AMA House of Delegates according to the following
guidelines:

a. Each Medical Student Region is responsible for electing its own

Regional Delegates and Alternate Regional Delegates, based on
the process identified in each region’s bylaws.

Elections for the Regional Delegates and Alternate Regional
Delegates to the AMA House of Delegates will be held at the
Interim Meeting of the MSS. Each Region must submit the names
of its newly-elected Regional Delegates and Alternate Regional
Delegates to the MSS Governing Council before the close of the
Interim Meeting.

Candidates will be required to submit a completed application
including the written endorsement of the state association with
which their educational program is located and curriculum vitae to
the Medical Student Section staff by the published deadline each
year to be kept on file by the Medical Student Section.

This provision may only be suspended if there are more
Regional Delegate or Alternate Regional Delegate positions
available than applicants who submitted on time or if there is
a state in the region without an applicant.

1. Applicants who do not submit their materials by the
established application deadlines may be considered
for available seats, but only after applicants who
submitted their applications on time have been
considered.

2. Each region will determine whether or not to consider
a candidate running from the floor from a state with no
candidates who submitted on time simultaneously or
after candidates from states with applicants who
submitted on time.

An RD/AD who is elected from the floor without having
submitted the application materials by the deadline must
submit such materials within 60 days of the election in order
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to retain the position.

Each state is entitled to a maximum of one Regional Delegate,
unless there are fewer candidates than available positions or
another state does not have a candidate that submitted their
application on time. A state may have an unlimited number of
Alternate Regional Delegates up to the maximum number of
Regional Delegates.

Medical Student Regional Delegates and Alternate Regional
Delegates to the AMA House of Delegates are elected for one-
year terms.

All election disputes will be referred to the Governing Council.

Each Region shall be free to institute more stringent requirements
consistent with all other AMA and MSS rules.

C. Replacing Regional Delegates and Alternate Regional Delegates

1. Vacancies

a.

If vacancy in a Regional Delegate position is known, the Region
Delegation Chair shall be responsible for nominating a
replacement Regional Delegate from the Alternate Regional
Delegates in the same region as the Regional Delegate that they
are replacing in accordance with the region’s bylaws at least 30
days prior to the meeting. All Regional Delegate replacements
shall be approved at the discretion of the AMA Delegate and
Alternate AMA Delegate. The replacement will serve the
remainder of the Regional Delegate’s Term per AMA Bylaw B-
2.3.6.

If vacancy in an Alternate Regional Delegate position is known,
the Region Delegation Chair shall be responsible for nominating a
replacement Alternate Regional Delegate from the same region as
the Alternate Regional Delegate that they are replacing in
accordance with the region’s bylaws at least 30 days prior to the
meeting. All Alternate Regional Delegate vacancies shall be
approved at the discretion of the AMA Delegate and Alternate
AMA Delegate. The replacement will serve the remainder of the
Alternate Regional Delegate’s Term per AMA Bylaw B-2.3.6.

2. Substitutes

a. When a Regional Delegate or Alternate Regional Delegate is

unable to attend a meeting of the House of Delegates, the AMA
Delegate or AMA Alternate Delegate may appoint a substitute
Regional Delegate or Alternate Regional Delegate, who on
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presenting proper credentials shall be eligible to serve as such
Regional Delegate or Alternate Regional Delegate in the House of
Delegates at that meeting consistent with AMA Bylaw B-2.10.4

i.  All attempts will be made to work with the Region
Delegation Chair of the region whose Regional Delegate or
Alternate Regional Delegate is being replaced to find a
student from the same region, but the position may be
filled by a student from another region if no willing student
from the same region can be found.

D. Creation of Regional Delegations to the House of Delegates. Through a
mechanism of its own choosing, each Medical Student Region should appoint a
member of its regional delegation to the House of Delegates, either a Regional
Delegate or an Alternate Regional Delegate, to serve in the capacity of Regional
Delegation Chair. The responsibilities of the Regional Delegation Chair should
include:

1.

4.

5.

Identify Regional Delegates and Alternate Regional Delegates who may
be absent and suggest replacements in accordance with the MSS IOPs
and the Region Bylaws.

Take attendance of the Regional Delegates and Alternate Regional
Delegates from their region at House of Delegates meetings.

Mentor and orient inexperienced Regional Delegates.
Fulfill any other responsibilities assigned by the region.

Coordinate resolution authorship in the region for the MSS Assembly.

IX. MSS Caucus to the HOD

A. MSS Caucus Structure

The MSS Caucus is comprised of the following members: The AMA
Delegate and Alternate AMA Delegate; the Regional Delegates and
Alternate Regional Delegates; any MSS member serving as a Delegate or
Alternate Delegate on a state delegation; and any MSS member serving
as a Delegate or Alternate Delegate on a specialty society delegation.

The AMA Delegate and Alternate AMA Delegate shall be considered the
Chair and Vice Chair of the caucus, respectively, and their responsibilities
in those positions include, but are not limited to:

a. Overseeing debate, discussion, and voting that occurs within the
caucus.

b. Assigning Regional Delegates or Alternate Regional Delegates to
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serve on ad hoc caucus reference committees.

c. Speaking on behalf of the MSS in reference committee hearings
and the HOD or delegating the responsibility to speak on behalf of
the MSS on certain resolutions and/or reports to other members of
the caucus.

d. Developing general MSS strategy for supporting or opposing
resolutions and/or reports.

e. Coordinating and negotiating with the leadership of other groups
within the HOD.

B. Determining MSS Caucus Positions on AMA HOD Resolutions

1.

For all MSS Caucus activities requiring a vote, all members of the caucus
shall be given one vote.

A quorum of at least one half of potential voting members must participate
for a vote to be valid.

In the AMA HOD, the MSS Caucus must take positions on resolutions
that are consistent with the existing policy of the MSS as defined in the
MSS Digest of Actions whenever relevant MSS policy exists.

In areas where relevant MSS policy exists, but the interpretation is
uncertain, a majority vote of a quorum of delegates will determine the
caucus’s interpretation.

When a resolution is before the AMA HOD that is of significant
importance to the MSS, but for which no MSS policy exists, any member
of the MSS Caucus may move that the MSS take a position on the
resolution. Such a movement requires a second by another caucus
member and a 2/3rds majority vote to pass.

Positions set using the procedures described in section 1X.B.5 are valid
for the duration of that meeting only and do not apply to future Interim or
Annual meetings.

The MSS Caucus may not take positions that are contrary to existing
MSS policy.

C. Reporting of Caucus Actions. The AMA Delegate and Alternate AMA
Delegate shall be responsible for authoring a report of actions taken, which shall
be presented to the MSS Assembly at the next national meeting. This report will
list the Resolve clauses of all AMA HOD resolutions for which the MSS took a
position, including the position taken by the MSS Caucus, and will identify those
resolutions for which the MSS Caucus took a position that was not grounded in
existing internal policy.
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X. MSS Assembly Meeting

A. Date and Location. There shall be an Assembly Meeting of medical student
members of the AMA (MSS) held prior to each meeting of the AMA House of
Delegates at a time and place fixed by the Executive Vice President of the AMA.

B. Call to the Meeting. Thirty days prior to the meeting, notice shall be sent to all
medical students and medical student organizations detailing the time, place,
credentialing process, resolution mechanisms, election procedures, and
education programs for the meeting.

C. Representatives to the Assembly Meeting.
1. Educational Programs.

a. Central Campuses. The AMA medical student members of each
educational program as defined in AMA Bylaw 1.1.1 (a “central
campus”) may select one MSS Delegate and one Alternate MSS
Delegate. An educational program as defined in AMA Bylaw 1.1.1
that has a total medical student population (excluding students
assigned to associated satellite campuses as defined in MSS
Internal Operating Procedure X.C.1.b.) greater than 999, as
determined by the AMA on January 1 of each calendar year, may
select one additional MSS Delegate and one additional Alternate
MSS Delegate.

b. Satellite Campuses. The AMA medical student members of an
educational program as defined in AMA Bylaw 1.1.1 that has more
than one campus (a “satellite campus”) may select one MSS
Delegate and one Alternate MSS Delegate from each campus. A
satellite campus is defined as an administrative campus separate
from the central campus where a minimum of 20 members of the
student body are assigned for some portion of their instruction
over a period of time not less than an academic year. MSS
Delegates and Alternate MSS Delegates credentialing under the
satellite campus provisions must, at the time of the meeting,
reside at the campus they will represent.

i.  Arequestto seat an MSS Delegate from a satellite
campus for the first time must be submitted to the AMA
Medical Student Section Staff at least 90 days in advance
of the first Meeting at which an MSS Delegate will be
seated. The request must confirm that the satellite
campus meets the requirements for representation set
forth in MSS Internal Operating Procedure X.C.b. and in
AMA Bylaw 7.3.3.2.

c. Certification. Educational program MSS Delegates and Alternate
MSS Delegates shall be certified to the Governing Council of the
MSS by either a student officer of the educational program or a
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State Medical Student Section where it exists.

2. National Medical Specialty Societies, Federal Services, and Professional
Interest Medical Associations.

a. Eligibility. The following criteria have been developed for national
medical specialty societies, federal services, and professional
interest medical associations to qualify for representation in the
MSS Assembly. Pursuant to AMA Bylaw 7.3.3.3, a national
medical specialty society, federal service, or professional interest
medical association must:

i.  Have voting representation in the AMA House of
Delegates.

ii.  Allow for medical student membership.

iii.  Have established a mechanism that allows for the regular
input of medical student views into the issues before the
organization.

b. A national medical specialty society, federal service, or
professional interest medical association that satisfies the criteria
in MSS IOP X.C.2.a may select one MSS Delegate and one
Alternate MSS Delegate. MSS Delegates and Alternate MSS
Delegates selected from national medical specialty societies,
federal services, or professional interest medical associations
must meet the following requirements:

i.  Must be medical student members of the AMA in good
standing.

ii.  Should be chosen in a fair and equitable manner allowing
open representation and medical student input.

iii.  Must be certified in writing by the president, or appropriate
staff person, of the organization they will be representing.

iv.  Must represent the interests of their organization’s medical
student constituency.

c. Application Process. An application will be provided to interested
national medical specialty societies, federal services, and
professional interest medical associations. The organization
should submit the application form, and any other documents
demonstrating compliance with these criteria, to the MSS
Governing Council at least ninety days prior to the first Meeting at
which they wish to seat an MSS Delegate. Upon approval by the
Governing Council, the organization will be granted a seat in the
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MSS Assembly with voting privileges on all matters except
elections. The newly seated organization will be placed on
probationary status for a period of two years, during which time
consistent attendance at the four national Assembly Meetings is
expected. At the conclusion of this probation period, the MSS
Delegate selected by the organization will attain full voting
privileges, including elections, and will be eligible to run for office.
The Governing Council will notify the organization of its status at
the end of the probation period.

d. Biennial Review. Each national medical specialty society, federal
service, or professional interest medical association represented
in the MSS Assembly will be required to reconfirm biennially that it
continues to meet the criteria for representation. Organizations will
be notified by the Governing Council of the time of their review
and will be asked to submit appropriate documentation. Failure to
participate in the biennial review process or to meet the
established criteria will be reported to the MSS Governing Council
for action.

e. The Governing Council may terminate the representation of an
organization in the MSS Assembly for failure to verify fulfillment of
or to meet these criteria, in which case the organization can re-
apply for representation.

3. National Medical Student Organizations.

a. The following criteria have been developed for national medical
student organizations to qualify for representation in the MSS
Assembly, pursuant to AMA Bylaw 7.3.3.4.1:

i.  The organization must be national in scope.

i. A majority of the voting members of the organization must
be medical students enrolled in educational programs as
defined in AMA Bylaw 1.1.1.

iii.  Membership in the organization must be available to all
medical students, without discrimination.

iv.  The purposes and objectives of the organization must be
consistent with the AMA'’s purposes and objectives.

v.  The organization’s code of medical ethics must be
consistent with the AMA’s Principles of Medical Ethics.

b. Application process. Interested national medical student
organizations should submit to MSS staff a written application
containing sufficient information to establish that the organization
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meets the above criteria. The application must also include the
following:

i.  The organization’s charter, constitution, bylaws, and code
of medical ethics.

i.  Alist of the sources of the organization’s financial support,
other than the dues of its medical student members.

iii.  Alist or description of all of the organization’s affiliations.
iv.  Such additional information as may be requested.

The MSS Governing Council shall review the application. If it
recommends that the organization be granted representation in
the MSS Assembly Meeting, the recommendation shall be
submitted to the AMA Board of Trustees for review. If approved by
the AMA Board of Trustees, the organization may be represented
in the MSS Assembly Meeting by one MSS Delegate and one
Alternate MSS Delegate.

Biennial Review. Each national medical student organization
represented in the MSS Assembly will be required to reconfirm
biennially that it continues to meet the criteria for eligibility by
submitting such information and documentation as may be
required by the MSS Governing Council. Organizations will be
notified by the Governing Council of the time of their review and
will be asked to submit appropriate documentation. Failure to
participate in the biennial review process or to meet the
established criteria will be reported to the MSS Governing Council
for action.

The Governing Council may recommend discontinuance of the
representation by a national medical student organization on the
basis that the organization fails to meet the above criteria, has
failed to maintain its responsibilities outlined in these Internal
Operating Procedures, or has failed to attend the MSS Assembly
Meeting. The recommendation shall be submitted to the AMA
Board of Trustees for review. If approved by the AMA Board of
Trustees, the representation of the national medical student
organization in the MSS Assembly Meeting shall be discontinued.

The MSS Delegate and Alternate MSS Delegate selected by each
national medical student organization granted representation at
the Assembly Meeting shall:

i. Have full voting rights including the right to vote in any
elections at the conclusion of a two-year probationary period
with regular attendance.
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Not be eligible for election to any office in the MSS.

Be able to present his or her organization’s policies and
opinions in the Assembly Meeting.

Report on the actions of the MSS to the national medical
student organization.

Cooperate in enhancing the MSS membership.

f. MSS Delegates and Alternate MSS Delegates selected by
national medical student organizations must meet the following
criteria:

Must be medical student members of the AMA in good
standing.

Should be chosen in a fair and equitable manner allowing
open representation and medical student input.

Must be certified in writing by the president, or appropriate
staff person, of the organization they will be representing.

Must represent the interests of their organization’s medical
student constituency.

4. Other Groups.

a. The Association of American Medical Colleges — Organization of
Student Representatives and the American Association of
Colleges of Osteopathic Medicine — Council of Osteopathic
Student Government Presidents are each entitled to one MSS
Delegate and one Alternate MSS Delegate selected by the
medical student members of the organization.

b. MSS Delegates and Alternate MSS Delegates selected from these
organizations must meet the following criteria:

Must be medical student members of the AMA in good
standing.

Should be chosen in a fair and equitable manner allowing
open representation and medical student input.

Must be certified in writing by the president, or appropriate
staff person, of the organization they will be representing.

Must represent the interests of their organization’s medical
student constituency.
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Official Observers.

a. National student organizations may apply to the MSS Governing
Council for official observer status in the MSS Assembly.
Applicants and official observers must demonstrate compliance
with guidelines for official observers adopted by the MSS
Assembly, and the Governing Council shall make a
recommendation to the MSS Assembly concerning the
application. The MSS Assembly will make the final determination
on the conferring or continuation of official observer status.

b. Organizations with official observer status are invited to send one
representative to observe the actions of the Assembly at all
meetings of the MSS Assembly. Official observers have the right
to speak and debate on the floor of the Assembly upon invitation
from the Speaker. Official observers do not have the right to
introduce business, introduce an amendment, make a motion, or
vote.

D. Purposes of the Meeting. The purposes of the meeting shall be:

1.

2.

To hear such reports as may be appropriate.

To elect, at the Assembly meeting prior to the Interim Meeting of the
AMA, the Chair-elect of the Governing Council of the MSS, and the
Medical Student Trustee. To elect at the Assembly meeting prior to the
Annual Meeting of the AMA, the remaining members of the Governing
Council, with the exception of the Immediate Past Chair.

To adopt procedures for election of Medical Student Regional Delegates
and Alternate Regional Delegates, consistent with AMA Bylaw 2.1.3.

To elect Medical Student Regional Delegates and Alternate Regional
Delegates at Interim Meeting of the MSS.

To adopt resolutions for MSS policy and for submission to the House of
Delegates of the AMA.

To conduct such other business as may properly come before the
meeting.

E. Credentialing. The name of the duly selected MSS Delegate and Alternate
MSS Delegate from each educational program, national medical specialty
society, federal service, professional interest medical association, national
medical student organization, and other group, and the representative from each
official observer organization, should be received by the Medical Student Section
staff of the AMA no later than 30 days prior to the Assembly Meeting in writing,
as outlined in these Internal Operating Procedures. On the day of the opening of
the Assembly Meeting, credentialing will take place, where voting members must
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officially identify themselves to the Credentials Committee as having been duly
selected by the AMA medical student members of their respective organizations.
Identification will be required to receive a voting badge. Graduating or recently
graduated senior medical students who have been credentialed as RFS
Delegates or Alternate RFS Delegates in the representative assembly of the
AMA Resident and Fellow Section shall not be allowed to serve as MSS
Delegates or Alternate MSS Delegates in the MSS Assembly.

F. Participation.

1. Only duly selected MSS Delegates to the Assembly Meeting shall have
the right to vote, but the meeting floor shall be open to all medical
students and AMA members.

2. The Immediate Past Chair of the MSS Governing Council shall have the
same speaking privileges, excluding the privilege to make a motion, in the
MSS Assembly as any other member of the Governing Council if he or
she is no longer a medical student.

3. The Presiding Officer shall be entitled to vote only to break a tie.
G. Procedure.

1. Agenda. At least 30 days prior to the Assembly Meetings, the agenda
shall be sent to MSS Delegates and Alternate MSS Delegates. The order
of business will be set by the Speakers prior to the meeting in accordance
with MSS 10Ps and MSS Policy. The Assembly may only change the
order of business in accordance with the procedures set in the AMA
Bylaws, MSS IOPs, and the parliamentary authority of the AMA outlined
in B-11.1.

2. Rules of Order. The Assembly meeting shall be conducted pursuant to
the established rules of procedure submitted by the Speakers and
adopted by the Assembly. The parliamentary authority used by the AMA
House of Delegates shall govern the Assembly Meeting of the MSS in all
matters not outlined in the adopted rules of procedure mentioned above.

3. Quorum. Twenty-five percent of the MSS Delegates shall constitute a
quorum, provided that at least ten percent of the MSS Delegates from
each of the geographic regions are present. The regions are defined in
MSS Internal Operating Procedures VII.A.1. For the purposes of defining
a quorum, the MSS Delegate of each national medical specialty society,
federal service, professional interest medical association, national
medical student organization, and other group is considered part of the
region representing the state in which his or her organization’s
headquarters are located.

H. Resolutions.
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Any MSS region, state student section, medical school section, or
individual medical student member may submit resolutions.

All resolutions submitted by medical students must be submitted
electronically to the AMA Medical Student Section staff 50 days prior to
the start of each Annual and Interim Meeting to be included in the MSS
agenda.

a. Virtual Reference Committee. All reports and resolutions that
meet submission criteria will be made available on the Virtual
Reference Committee. Any AMA MSS member can comment on
MSS business. Comments can be made on behalf of an
individual, a medical student section at a medical school, a state
medical student section, an organization represented in the
Assembly, and/or an AMA MSS Region, provided sufficient
authority exists for such commentary. All comments will be made
available to the Reference Committee(s). The resolutions will be
sent to all duly selected and certified MSS Delegates and
Alternate MSS Delegates prior to the Assembly Meeting via the
meeting Agenda and are debatable on the floor of the MSS
Assembly.

Late Resolutions. Resolutions that are submitted after the
deadline but before the beginning of the meeting shall require a two-
thirds vote of the Assembly to be debatable on the floor. The Rules
Committee shall make recommendations to the Assembly on whether
they should be considered as business based on timeliness of the issue
and temporality relative to the resolution submission deadline. Late
resolutions approved for consideration shall be referred to the Reference
Committee, and handled in the same manner as those resolutions
introduced before the deadline.

a. Late Resolutions amending the MSS Internal Operating
Procedures or proposing to amend AMA Bylaws shall not be
considered.

Emergency Resolutions. Resolutions that are submitted after the
beginning of the meeting shall require a three-fourths vote of the
Assembly to be debatable on the floor. The motion to hear an
emergency resolution is not debatable and only a statement on the
timeliness of the resolution may be made. Emergency resolutions
approved for consideration shall be debated on the floor of the Assembly
without referral to the Reference Committee.

Resolutions approved for consideration as business shall require
a simple majority vote of the Assembly for adoption, except those
amending the MSS Internal Operating Procedures or proposing to
amend the AMA Bylaws require approval by two-thirds of the members
of the MSS Assembly present and voting.
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Extraction of a resolution recommended for reaffirmation by the
Reference Committee shall require a one-third vote of delegates present
and voting.

Resolutions introduced by the Governing Council into the AMA-
MSS Handbook shall be in the name of the AMA Delegate. Such
resolutions may only be submitted when there is unanimous approval by
all voting members of the Governing Council. They shall be considered
by the MSS Assembly as a first priority of business.

Resolutions shall be submitted to the AMA House of Delegates at
the next most appropriate meeting in the name of the MSS after
receiving the approval of the MSS Assembly.

Convention Committees. The Convention Committees shall be

appointed by the Governing Council unless otherwise stated in these procedures.
These committees are to expedite the conduct of business at each meeting of
the MSS Assembly. For each meeting, the Governing Council will appoint the
following committees and any others that would facilitate the business of the
Assembly.

1.

Credentials Committee. An eight member Credentials
Committee, composed of one member per region , unless there are no
candidates from a region, and one Chair, shall be appointed by the
Governing Council. The Committee shall be responsible for
consideration of all matters relating to the registration and certification of
MSS Delegates including credentialing MSS Delegates to MSS
Assembly Meetings, verifying a quorum is present, and distributing
ballots for elections. Disputes involving the credentialing of voting
delegates will be investigated by the Credential Committee.

Rules Committee. A Rules Committee shall be composed of four
At-Large Members and one Chair. The Rules Committee shall review
late and emergency resolutions and make recommendations to the MSS
Assembly on whether to consider them as business of the Assembly.
The Rules Committee shall collect and tabulate ballots for MSS
elections, and count hand votes during the Assembly Meeting as
requested by the Speakers. The Rules committee is also responsible for
ensuring election rules are followed in coordination with the MSS
Speaker and Vice-Speaker.

Reference Committee. The committee shall conduct an open
hearing on items of business referred to it (resolutions and reports) via
the MSS Virtual Reference Committee, and make recommendations to
the Assembly for disposition of its items of business through the
preparation of Reference Committee report for consideration by the MSS
Assembly.

Parliamentary Procedures Committee. The Parliamentary
Procedures Committee members shall demonstrate a thorough
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understanding of the parliamentary authority set forth by Internal
Operating Procedure V.G.2 in order to assist students with parliamentary
procedures throughout the Assembly meeting.

5. AMA House of Delegates Coordinating Committee. House
Coordinating Committee members shall be appointed by the Governing
Council to coordinate student testimony that will be presented at the
AMA House of Delegates Reference Committee hearings. The
Coordinators shall work with the AMA Delegate and Alternate AMA
Delegate in the preparation and presentation of testimony for resolutions
being transmitted by the MSS and additional items of relevance to the
MSS.

Appointments

Governing Council Responsibilities. It will be the
responsibility of the Governing Council to make appointments of the medical
student members of AMA Councils for confirmation by the AMA Board of
Trustees and to other bodies of the AMA when requested. It is also the
responsibility of the Governing Council to make recommendations for student
representation to bodies such as the National Board of Medical Examiners,
National Resident Matching Program, and others after the Governing Council has
solicited applications from interested medical students.

Eligibility. Eligibility for Council and Liaison positions shall be
pursuant to MSS Internal Operating Procedures VI.B.

Medical Student Representation on AMA Councils.

1. A medical student member of the AMA appointed by the MSS Governing
Council with the concurrence of the Board of Trustees shall serve on
each of the following AMA Councils:

a. Council on Constitution and Bylaws.

b. Council on Medical Education.

c. Council on Medical Service.

d. Council on Long Range Planning and Development.
e. Council on Scientific Affairs and Public Health.

2. A student is recommended by the MSS Governing Council to the AMA
President-elect for consideration for appointment to the student seat on
the Council on Ethical and Judicial Affairs.

3. A student is recommended by the MSS Governing Council to the AMA
Board of Trustees for consideration for appointment to the student seat
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on the Council on Legislation.

A student is recommended by the MSS Governing Council to the AMA
Board of Trustees for consideration for appointment to the student seat
on the Liaison Committee on Medical Education (an AMA/Association of
American Medical Colleges joint committee).

In any discussion or selection of candidates for appointment to Council
or Liaison positions, all Governing Council members who are candidates
for the position under discussion or have significant conflicts of interest
shall recuse themselves and be absent from this discussion.

a. The MSS Chair, or their designee, shall be responsible for
ensuring a fair and thorough evaluation process by the Governing
Council.

All applicants for Council and Liaison positions shall be informed of the
Governing Council’'s decision to appoint or not appoint them as soon as
the appointments are confirmed by the AMA Board of Trustees,
President, or President Elect.

Terms. Students appointed to Councils shall serve for a one-year term
with the exception of the student appointed to the Council on Ethical and
Judicial Affairs, who will serve for a two-year term. If the medical student
member of a Council ceases to be enrolled in an approved program, his
or her service on the Council shall thereupon terminate, and the position
shall be declared vacant.

Limitation on Total Years of Service. See MSS Internal Operating
Procedures IV.G.

Miscellaneous

Financial Responsibility. The funding of the MSS Governing Council is

appropriated by the AMA. A listing of all meetings attended by each member of
the Governing Council and members of AMA-MSS funded by the section along
with an account of pertinent actions taken, will be made available to MSS
members upon request.

Dispute Resolution.

All disputes of these Internal Operating Procedures shall be resolved by

the AMA Board of Trustees (BOT) with provision for input from other parties as
deemed necessary by the BOT, except in the following instances as defined
elsewhere in these Internal Operating Procedures:

All disputes involving Regional Delegate or Alternate Delegate elections
shall be resolved by the MSS Governing Council.
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2. All disputes involving Campaign Rules as related to the MSS shall be
resolved by the MSS Speaker and Vice Speaker.

Amendments to the Internal Operating Procedures

Other-Requirements. Per AMA Bylaw 7.0.7, all rules, regulations, and

procedures adopted by the MSS are subject to the approval of the Board of

Trustees. Amendments to the Internal Operating Procedures may also be
contingent upon corresponding changes to the AMA Bylaws, which require
approval of two-thirds of the members of the AMA House of Delegates.
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Reference Committee on Amendments to Constitution and Bylaws
CEJA Report 1 - Ethical Practice in Telemedicine

The Council on Ethical and Judicial Affairs recommends that Opinions E-5.025, “Physician Advisory or
Referral Services by Telecommunication,” and E-5.027, “Use of Health-Related Online Sites,” be
amended by substitution as follows and the remainder of this report filed:

Innovation in technology, including information technology, is redefining how people perceive time and
distance. It is reshaping how individuals interact with and relate to others, including when, where, and
how patients and physicians engage with one another.

Telehealth and telemedicine span a continuum of technologies that offer new ways to deliver care. Yet
as in any mode of care, patients need to be able to trust that physicians will place patient welfare above
other interests, provide competent care, provide the information patients need to make well-considered
decisions about care, respect patient privacy and confidentiality, and take steps to ensure continuity of
care. Although physicians’ fundamental ethical responsibilities do not change, the continuum of possible
patient-physician interactions in telehealth/telemedicine give rise to differing levels of accountability for
physicians.

All physicians who participate in telehealth/telemedicine have an ethical responsibility to uphold
fundamental fiduciary obligations by disclosing any financial or other interests the physician has in the
telehealth/telemedicine application or service and taking steps to manage or eliminate conflicts of
interests. Whenever they provide health information, including health content for websites or mobile
health applications, physicians must ensure that the information they provide or that is attributed to
them is objective and accurate.

Similarly, all physicians who participate in telehealth/telemedicine must assure themselves that
telemedicine services have appropriate protocols to prevent unauthorized access and to protect the
security and integrity of patient information at the patient end of the electronic encounter, during
transmission, and among all health care professionals and other personnel who participate in the
telehealth/telemedicine service consistent with their individual roles.

Physicians who respond to individual health queries or provide personalized health advice electronically
through a telehealth service in addition should:

(a) Inform users about the limitations of the relationship and services provided.
(b) Advise site users about how to arrange for needed care when follow-up care is indicated.

(c) Encourage users who have primary care physicians to inform their primary physicians about the
online health consultation, even if in-person care is not immediately needed.

Physicians who provide clinical services through telehealth/telemedicine must uphold the standards of
professionalism expected in in-person interactions, follow appropriate ethical guidelines of relevant
specialty societies and adhere to applicable law governing the practice of telemedicine. In the context of
telehealth/telemedicine they further should:

(d) Be proficient in the use of the relevant technologies and comfortable interacting with patients
and/or surrogates electronically.
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(e) Recognize the limitations of the relevant technologies and take appropriate steps to overcome those
limitations. Physicians must ensure that they have the information they need to make well-grounded
clinical recommendations when they cannot personally conduct a physical examination, such as by
having another health care professional at the patient’s site conduct the exam or obtaining vital
information through remote technologies.

(f) Be prudent in carrying out a diagnostic evaluation or prescribing medication by:
(i) establishing the patient’s identity;

(i) confirming that telehealth/telemedicine services are appropriate for that patient’s individual
situation and medical needs;

(iii) evaluating the indication, appropriateness and safety of any prescription in keeping with
best practice guidelines and any formulary limitations that apply to the electronic interaction;
and

(iv) documenting the clinical evaluation and prescription.

(g) When the physician would otherwise be expected to obtain informed consent, tailor the informed
consent process to provide information patients (or their surrogates) need about the distinctive features
of telehealth/telemedicine, in addition to information about medical issues and treatment options.
Patients and surrogates should have a basic understanding of how telemedicine technologies will be
used in care, the limitations of those technologies, the credentials of health care professionals involved,
and what will be 2 expected of patients for using these technologies.

(h) As in any patient-physician interaction, take steps to promote continuity of care, giving consideration
to how information can be preserved and accessible for future episodes of care in keeping with patients’
preferences (or the decisions of their surrogates) and how follow-up care can be provided when needed.
Physicians should assure themselves how information will be conveyed to the patient’s primary care
physician when the patient has a primary care physician and to other physicians currently caring for the
patient.

Collectively, through their professional organizations and health care institutions, physicians should:

(i) Support ongoing refinement of telehealth/telemedicine technologies, and the development and
implementation of clinical and technical standards to ensure the safety and quality of care.

(j) Advocate for policies and initiatives to promote access to telehealth/telemedicine services for all
patients who could benefit from receiving care electronically.

(k) Routinely monitor the telehealth/telemedicine landscape to:
(i) identify and address adverse consequences as technologies and activities evolve; and
(ii) identify and encourage dissemination of both positive and negative outcomes.

MSS Position: Support

MSS Policy Justifying Position: 480.010MSS Web-Based Tele-Health Initiatives and Possible Interference
with the Traditional Physician-Patient Relationship
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CEJA Report 3 - CEJA’s Sunset Review of 2006 House Policies

The Council on Ethical and Judicial Affairs recommends that the House of Delegates policies that are
listed in the Appendix to this report be acted upon in the manner indicated and the remainder of this
report be filed.

MSS Position: Support

MSS Policy Justifying Position: Formal support for H-460.972 Fraud and Misrepresentation in Science

001 - Support for Persons with Intellectual Disabilities Transitioning to Adulthood

RESOLVED, That our American Medical Association encourage appropriate government agencies, non-
profit organizations, and specialty societies to develop and implement policy guidelines to provide
adequate psychosocial resources for persons with intellectual disabilities, with the goal of independent
function when possible.

MSS Position: Support

MSS Policy Justifying Position: 25.002MSS Transitional Support for Individuals with Autism Spectrum
Disorders into Adulthood (HOD resolution is MSS-authored)

002 - Clarification of Medical Necessity for Treatment of Gender Dysphoria

RESOLVED, That our American Medical Association recognize that treatment for gender dysphoria
should be determined by shared decision making between patient and physician, consistent with
generally-accepted standards of medical and surgical practice; and be it further

RESOLVED, That our AMA amend H-185.950 by addition and deletion to read as follows:
Removing Financial Barriers to Care for Transgender Patients H-185.950

Our AMA supports public and private health insurance coverage for treatment of gender
identity disorder dyspheria as recommended by the patient's physician.

MSS Position: Support

MSS Policy Justifying Position: 65.012MSS Removing Barriers to Care for Transgender Patients;
65.017MSS Lesbian, Gay, Bisexual, and Transgendered Patient-Specific Training Programs for Healthcare
Providers; 65.019MSS Conforming Birth Certificate Policies to Evolving Medical Standards for
Transgender Patients; 460.012MSS Encouraging Research Into the Impact of Long-Term Administration
of Hormone Replacement Therapy in Transgender Patients

003 - Supporting Autonomy for Patients with Differences of Sex Development
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RESOLVED, That our American Medical Association affirm that medically unnecessary surgeries in
individuals born with differences of sex development are unethical and should be avoided until the
patient can actively participate in decision-making.

MSS Position: Support; substitute resolved clause offered:

RESOLVED, That our American Medical Association opposes medically unnecessary surgeries in
individuals born with differences of sex development until the patient can actively participate in
decision-making.

MSS Policy Justifying Position: 245.020MSS Supporting Autonomy for Patients with Differences of Sex
Development (HOD resolution is MSS-authored); substitute resolved clause was developed with authors
of original resolution to address concerns raised about the “unethical” language

004 - Targeted Education to Increase Organ Donation

RESOLVED, That our American Medical Association study potential educational efforts on the issue of
organ donation tailored to demographic groups with low organ donation rates.

MSS Position: Support

MSS Policy Justifying Position: 370.016MSS Targeted Education to Increase Organ Donation (HOD
resolution is MSS-authored)

005 - Clarification of Medical Necessity for Treatment of Gender Dysphoria

RESOLVED, That our American Medical Association recognize that medical and surgical treatments for
gender dysphoria, as determined by shared decision making between the patient and physician, are
medically necessary as outlined by generally-accepted standards of medical and surgical practice; and be
it further

RESOLVED, That our AMA advocate for federal, state, and local policies to provide medically necessary
care for gender dysphoria.

MSS Position: Support

MSS Policy Justifying Position: 65.012MSS Removing Barriers to Care for Transgender Patients;
65.017MSS Lesbian, Gay, Bisexual, and Transgendered Patient-Specific Training Programs for Healthcare
Providers; 65.019MSS Conforming Birth Certificate Policies to Evolving Medical Standards for
Transgender Patients; 460.012MSS Encouraging Research Into the Impact of Long-Term Administration
of Hormone Replacement Therapy in Transgender Patients

008 - Updating Sexual Orientation and Gender Identity Policies

RESOLVED, That our American Medical Association amend the title and text of HOD Policy H-160.991,
Health Care Needs of the Homosexual Population, by addition and deletion to read as follows:
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Health Care Needs of the-Hemesexual Lesbian Gay Bisexual and Transgender Populations

1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients’ sexual orientations,
sexual behaviors, and gender identities and-behavior enhances the ability to render optimal patient care
in health as well as in illness. In the case of the-hemesexual lesbian gay bisexual and transgender (LGBT)
patients, this recognition is espeC|aIIy |mportant to address the specific health care needs of people who
are or may be LGBT

5 (b) is commltted to taking a
Ieadershlp role in: (i) educating physicians on the current state of research in and knowledge of
hemesexuatity LGBT Health and the need to elicit relevant gender and sexuality information from our
patients to-take-an-adeguate-sexualhistory; these efforts should start in medical school, but must also
be a part of continuing medical education; (ii) educating physicians to recognize the physical and
psychological needs of their-homesexual-LGBT patients; (iii) encouraging the development of
educational programs in LGBT Health forheomesexualsto-acgquaintthemwith-the-diseasesforwhich
they-are-atrisk; (iv) encouraging physicians to seek out local or national experts in the health care needs
of gay-men-andtesbians LGBT people so that all physicians will achieve a better understanding of the

medical needs of this these populations; and (v) working with the-gay-andlesbian-community LGBT
communities to offer physicians the opportunity to better understand the medical needs of hemesexual

afhel-le»sre*uahl LGBT patlents and (c) opposes the use of "reparatlve or "conversion' therapy for sexual

2. Our AMA will {a} collaborate with our partner organizations to educate physicians regarding: (i) the

need for women who have sex exelusively with women to undergo regular cancer and sexually
transmitted infection screenings due to their comparable or elevated risk for these conditions; and (ii)
the need for comprehensive screenlng for sexuaIIy transmltted diseases in men who have sex with men;

the (iii) appropriate safe sex techniques to avoid thatrisk the risk for sexually transmitted diseases.

3. Our AMA will continue to work alongside our partner organizations, including GLMA, to usethe

transgender LGBT health issues.

4. Our AMA will continue to explore opportunities to collaborate with other organizations, focusing on
issues of mutual concern in order to provide the most comprehensive and up-to-date education and
information to enable the provision of high quality and culturally competent care to gay-+wen-and
tesbians: LGBT people.; and be it further
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RESOLVED, That our AMA amend the title of HOD Policy D-65.996, Nondiscriminatory Policy for the
Health Care Needs of the Homosexual Population, to: Nondiscriminatory Policy for the Health Care
Needs of the-Hemesexual LGBT Populations; and be it further

RESOLVED, That our AMA amend the title of HOD Policy H-65.976, Nondiscriminatory Policy for the
Health Care Needs of the Homosexual Population, to: Nondiscriminatory Policy for the Health Care
Needs of the- Hemesexual LGBT Populations.

MSS Position: Support

MSS Policy Justifying Position: 65.008MSS Nondiscriminatory Policy for the Health Care Needs of the
Homosexual Population; 65.010MSS Promoting Awareness and Education of Lesbian, Gay, Bisexual, and
Transgender Health Issues on Medical School Campuses; 65.012MSS Removing Barriers to Care for
Transgender Patients; 65.017MSS Lesbian, Gay, Bisexual, and Transgendered Patient-Specific Training
Programs for Healthcare Providers; 65.002MSS Nondiscrimination Based on Sexual Orientation;
75.007MSS Preservation of HIV and STD Prevention Programs Involving Safer Sex Strategies and Condom
Use; 310.041MSS Improving Primary Care Residency Training to Advance Health Care for Gay, Lesbian,
Bisexual, and Transgender Patients

009 — Physician Decision Making

RESOLVED, That our American Medical Association advocate that in order to ensure quality of care given
to patients, physicians, regardless of employment status, must maintain overall responsibility and
leadership in decisions affecting the health care received by patients.

MSS Position: Support

MSS Policy Justifying Position: 160.014MSS Recognizing the Important Role of Physician Extenders in the
Multidisciplinary Patient Care Team; formal support for H-160.919 Principles of the Patient-Centered
Medical Home

016 — Social Media Trends and the Medical Profession

RESOLVED, That our American Medical Association ask the Council on Ethical and Judicial Affairs to
reconsider AMA Ethical Opinion E-9.124, Professionalism in the Use of Social Media.

MSS Position: Support

MSS Policy Justifying Position: 140.019MSS Supporting the Establishment of Guidelines Regarding Online
Professionalism; 140.020MSS: Increasing Physician Presence in Online Social Networks

Reference Committee A — Medical Service

CMS Report 3 — Paid Sick Leave
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The Council on Medical Service recommends that the following be adopted in lieu of Resolution 202-A-
15 and that the remainder of the report be filed:

1. That our American Medical Association reaffirm Policy H-420.979 supporting voluntary employer
policies that provide employees with job security and continued availability of health plan benefits in the
event leave becomes necessary due to medical conditions.

2. That our AMA recognize the public health benefits of paid sick leave and other discretionary paid time
off.

3. That our AMA support voluntary employer policies that allow employees to accrue paid time off and
to use such time to care for themselves or a family member.

4. That our AMA support employer policies that provide employees with unpaid sick days to use to care
for themselves or a family member where providing paid leave is overly burdensome.

MSS Position: Support Recommendations 1, 2, and 3; oppose Recommendation 4

MSS Policy Justifying Position: 440.050MSS Measuring the Effect of Paid Sick Leave (PSL) on Health-Care
Outcomes; 270.003MSS Broadening Access to Paid Family Leave to Improve Health Outcomes and
Health Disparities; 310.049MSS Equal Paternal and Maternal Leave for Medical Residents

101 — Increasing Availability and Coverage for Immediate Postpartum Long-Acting Reversible
Contraceptive Placement

RESOLVED, That our American Medical Association recognize the practice of immediate postpartum and
post-abortive long-acting reversible contraception placement to be a safe and cost effective way of
reducing future unintended pregnancies; and be it further

RESOLVED, That our AMA support the coverage of immediate postpartum long-acting reversible
contraception device and placement by Medicaid, Medicare, and private insurers, and that this service
be billed separately from the obstetrical global fee; and be it further

RESOLVED, That our AMA encourage relevant specialty organizations to provide training for physicians
regarding (1) patients who are eligible for immediate postpartum long-acting reversible contraception,
and (2) immediate postpartum long-active reversible contraception placement protocols and
procedures.

MSS Position: Support

MSS Policy Justifying Position: 75.013MSS Increasing Availability and Coverage for Immediate
Postpartum Long-Acting Reversible Contraception Placement (HOD resolution is MSS-authored)

103 — Direct Primary Care

RESOLVED, That our American Medical Association work to include Direct Primary Care as a qualified
Health Savings Account medical expense by the Internal Revenue Service.
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MSS Position: Support

MSS Policy Justifying Position: 165.009MSS Evaluation of the Principles of the Health Care Access
Resolution; 165.011MSS Medicaid Reform and Coverage for the Uninsured; 160.018MSS Investigating
Cost-Saving, Equitable Care in Direct Practice Medicine; formal support for H-290.982 Transforming
Medicaid and Long-Term Care and Improving Access to Care for the Uninsured

105 — Restore Medicare Dual Eligible Payments

RESOLVED, That our American Medical Association urge Congress to pass legislation to require that state
Medicaid programs cover the cost-sharing amounts for patients insured by both Medicare and
Medicaid.

MSS Position: Support

MSS Policy Justifying Position: 165.012 MSS Covering the Uninsured as AMA’s Top Priority; 165.015MSS
Maintaining Insurance Coverage and Empowering State Choice; 65.016MSS Elimination of Health Care
Disparities Resulting from Insurance Status; 165.011MSS Medicaid Reform and Coverage for the
Uninsured: Beyond Tax Credits; formal support for H-290.982 Transforming Medicaid and Long-Term
Care and Improving Access to Care for the Uninsured; formal support for H-165.855 Medical Care for
Patients with Low Incomes

106 — Education About Pre-Exposure Prophylaxis for HIV

RESOLVED, That our American Medical Association continue its efforts to educate physicians about the
effective use of pre-exposure prophylaxis for HIV and the US PrEP Clinical Practice Guidelines; and be it
further

RESOLVED, That our AMA advocate that all insurers be required to cover the costs associated with the
administration of PrEP (Directive to Take Action); and be it further

RESOLVED, That our AMA work with governmental officials to study the feasibility of providing PrEP free
of charge to high risk individuals.

MSS Position: Support

MSS Policy Justifying Position: Caucus vote taken to support (2/3); 20.005MSS Drug Availability;
20.006MSS AIDS Prevention Through Educational Programs; 20.018MSS Averting Antiretroviral
Treatment Rationing in the United States — Strengthening the AIDS Drug Assistance Program,;
250.011MSS Low Cost Drugs to Poor Countries During Times of Pandemic Health Crisis

111 —Single Payer Health Care Study
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RESOLVED, That our American Medical Association research and analyze the benefits and difficulties of a
single-payer health care system in the United States with consideration of the impact on economic and
health outcomes and on health disparities.

MSS Position: Support

MSS Policy Justifying Position: Caucus vote taken to confirm that MSS has sufficient policy to support
(simple majority); 165.017MSS Support for State-By-State Universal Health Care; 165.012MSS Covering
the Uninsured as AMA’s Top Priority; 165.009MSS Evaluation of the Principles of the Health Care Access
Resolution; 165.007MSS Steps in Advancing towards Affordable Universal Access to Health Insurance;

113 — Support for Equal Health Care Access for Eating Disorders

RESOLVED, That our American Medical Association modify Policy H-185.974, Parity for Mental llIness,
Alcoholism, and Related Disorders in Medical Benefits Programs, by addition and deletion to read as
follows:

Our AMA supports parity of coverage for mental illness, alcoholism and substance use, and will
advocate against exclusions from coverage of specific diagnoses such as eating disorders.; and
be it further

RESOLVED, That our AMA advocate that the treatment of eating disorders is specifically included in
medical benefits programs.

MSS Position: Support

MSS Policy Justifying Position: 180.018MSS Support for Equal Healthcare Access for Eating Disorders;
60.008MSS School-Based Prevention of Eating Disturbances in Adolescents; formal support for H-
345.992 Health Insurance Coverage of Psychiatric lliness; formal support for H-185.974 Parity for Mental
Iliness, Alcoholism, and Related Disorders in Medical Benefits Programs; formal support for H-185.986
Nondiscrimination in Health Care Benefits; formal support for H-150.965 Eating Disorders

118 — Addressing the Health and Health Care Access Issues of Incarcerated Individuals

RESOLVED, That our American Medical Association advocate for an adequate number of health care
providers to address the medical and mental health needs of incarcerated individuals; and be it further

RESOLVED, That our AMA advocate for an adequate number of primary care and mental health
personnel to provide adequate health care treatment to civilly committed (designated to correctional
institutions), incarcerated, or detained individuals; and be it further

RESOLVED, That our AMA advocate for the reversal of the “inmate exclusion clause” such that detainees
and inmates who are eligible for state and federally funded insurance programs in the community
maintain their eligibility when they are pre-trial, detained up to one year, and within one year of release
to improve health outcomes in this vulnerable populations and decrease its burden of racial and ethnic
health care disparities.
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MSS Position: Support Resolved 1 and Resolved 2

MSS Policy Justifying Position: 345.006MSS Reduced Incarceration and Improved Treatment of
Individuals with Mental lliness or lllicit Drug Dependence; 505.006MSS Smoking in Prisons; 315.004MSS
Implementing the Use of EHR in Jail Health Services; 20.010MSS Comprehensive HIV Programs in
Correctional Facilities; 95.006MSS Comprehensive Evidence-Based Drug Treatment in Prisons; formal
support for H-430.988 Prevention and Control of HIV/AIDS and Tuberculosis in Correctional Facilities

Reference Committee B — Legislation and Advocacy
BOT Report 6 — Council on Legislation Sunset Review of 2006 House Policies

The Board of Trustees recommends that the House of Delegates policies listed in Appendix 1 to this
report be acted upon in the manner indicated and the remainder of this report be filed.

MSS Position: Support

MSS Policy Justifying Position: 120.005MSS Tracking and Punishing Distributors of Counterfeit
Pharmaceuticals; 160.014MSS Recognizing the Important Role of Physician Extenders in the
Multidisciplinary Patient Care Team; 160.015MSS Physician Extenders; 435.007MSS U.S. Medical Liability
Crisis and the Impact on Clinical Medical Education; 460.017MSS Maximizing Patient Outcomes through
Public Access to all Past, Present and Future Clinical Trials; formal support for H-120.960 Protection for
Physicians Who Prescribe Pain Medication; formal support for H-315.983 Patient Privacy and
Confidentiality

BOT Report 10 — Electronic Health Records and Meaningful Use

The Board of Trustees recommends that the following be adopted in lieu of Resolutions 224-A-15, 227-
A-15, and 228-A-15, and Substitute Resolution 224-A-15 and the remainder of the report be filed.

1. That our American Medical Association continue to work with the Centers for Medicare & Medicaid
Services and other relevant stakeholders to allow for partial credit for eligible professionals in the
Meaningful Use and Merit-Based Incentive payment programs.

2. That our AMA compile and continue to educate physicians on the available guidance related to
different types of EHRs, system downtime, and technology failures, including mitigation strategies,
continuity training solutions, and contracting solutions.

MSS Position: Support

MSS Policy Justifying Position: 160.016MSS Promoting Internet-Based Electronic Health Records and
Personal Health Records; 315.003MSS Enabling a Contiguous, National Electronic Health Record
Network; formal support for H-478.995 National Health Information Technology; formal support for D-
478.995 National Health Information Technology; formal support for D-478.994 Health Information
Technology; D-478.996 Information Technology Standards and Costs
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BOT Report 12 — Reducing Gun Violence

The Board of Trustees recommends that policy H-145.996 be amended by addition and deletion to read
as follows in lieu of Substitute Recommendation, BOT Report 7-A-14, Substitute Resolution 215-A-14
and Resolutions 215-A-14 and 224-A-14, and that the remainder of this report be filed.

H-145.996 Handgun Availability

The AMA (1) advocates a waiting period and background check for all firearm purchases handgun
purehasers; (2) encourages legislation that enforces a waiting period and background check for all
firearm purchases handgun-purehasers; and (3) urges legislation to prohibit the manufacture, sale or
import of lethal and non-lethal guns made of plastic, ceramics, or other non-metallic materials that
cannot be detected by airport and weapon detection devices.

MSS Position: Support

MSS Policy Justifying Position: 145.001MSS Handgun Violence; 145.012MSS Use of Individualized
Violence Risk Assessments in Reporting of Mental Health Professionals for Firearm Background Checks;
145.013 Strengthening our Gun Policies on Background Checks and the Mentally I

BOT Report 13 — Restrictive Covenants in Physician Contracts

The Board of Trustees recommends that the following recommendation be adopted in lieu of Resolution
203-A-15 and that the remainder of the report be filed:

1. That our American Medical Association provide guidance, consultation, and model legislation
concerning the application of restrictive covenants to physicians upon request of state medical
associations and national medical specialty societies.

MSS Position: Support

MSS Policy Justifying Position: 310.020MSS Restrictive Covenants in Training Programs

BOT Report 19 — Pain as the Fifth Vital Sign

The Board recommends that the following be adopted in lieu of Resolution 707-A-15, and that the
remainder of the report be filed.

1. That our AMA work with The Joint Commission to promote evidence-based, functional and effective
pain assessment and treatment measures for accreditation standards;

2. That our AMA reaffirm D-160.981, “Promotion of Better Pain Care,” H -185.931, “Coverage for
Chronic Pain Management,” and D-120.971, “Promoting Pain Relief and Preventing Abuse of Controlled
Substances.”

3.That our AMA strongly support timely and appropriate access to non-opioid and non-pharmacologic
treatments for pain, including removing barriers to such treatments when they inhibit a patient’s access
to care.
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MSS Position: Support

MSS Policy Justifying Position: 270.009MSS Protection for Physicians who Prescribe Pain Medication;
100.012MSS Support for the Use of Pain Contracts; 440.023MSS Support for a National Center on Pain
Research; formal support for Protection for Physicians Who Prescribe Pain Medication H-120.960

BOT Report 22 — Study OTC Availability of Naloxone

The Board of Trustees recommends that the following be adopted in lieu of Resolution 909-I-15, and
that the remainder of the report be filed.

4

1. That our American Medical Association reaffirm Policy D-95.987, “Prevention of Opioid Overdose.”

2. That our AMA support legislative and regulatory efforts that increase access to naloxone, including
collaborative practice agreements with pharmacists and standing orders for pharmacies and, where
permitted by law, community based organizations, law enforcement agencies, correctional settings,
schools, and other locations that do not restrict the route of administration for naloxone delivery.

3. That our AMA support efforts that enable law enforcement agencies to carry and administer
naloxone.

4. That our AMA encourage physicians to co-prescribe naloxone to patients at risk of overdose and,
where permitted by law, to the friends and family members of such patients.

5. That our AMA encourage private and public payers to include all forms of naloxone on their preferred
drug lists and formularies with minimal or no cost sharing.

6. That our AMA support liability protections for physicians and other health care professionals and
others who are authorized to prescribe, dispense and/or administer naloxone pursuant to state law.

MSS Position: Support

MSS Policy Justifying Position: 100.013MSS OTC Availability of Naloxone; 100.007MSS Naloxone
Administration and Heroin Overdose; 100.010MSS Promoting Prevention of Fatal Opioid Overdose

201 — Repeal of Anti-Kickback Safe Harbor for Group Purchasing Organizations

RESOLVED, That our American Medical Association support the repeal of the “Anti-Kickback Safe
Harbor” for Group Purchasing Organizations.

MSS Position: Support

MSS Policy Justifying Position: 100.015MSS Addressing the U.S. Drug Shortage Crisis (HOD resolution is
MSS-authored)

202 - Supporting Legislation to Create Student Loan Savings Accounts
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RESOLVED, That our American Medical Association advocate for federal legislation to support the
creation of student loan savings accounts that allow for pre-tax dollars to be used to pay for student
loans.

MSS Position: Support

MSS Policy Justifying Position: 305.053MSS Expanding and Strengthening AMA Advocacy on Medical
Student Debt; 305.001MSS Medical Student Loan Program; 305.052MSS Reduction in Student Loan
Interest Rates; formal support for D-305.993 Medical School Financing, Tuition, and Student Debt

203 — Opposition to Disclosure of Drug Use and Addiction Treatment History in Public Assistance
Programs

RESOLVED, That our American Medical Association amend Policy H-270.966 by insertion and deletion as
follows:

H-270.966 Disclosure of Drug Use and Addiction Treatment History in Public Heusirg-Appheations
Assistance Programs

g ag ) requiring that
housing applicants consent to the disclosure of medical information about alcohol and other drug abuse
treatment as a condition of renting or receiving Section 8 assistance, and-seeksitsremoval and b)
requiring applicants and/or beneficiaries of Temporary Assistance for Needy Families (TANF, “welfare”)
and/or the Supplemental Nutrition Assistance Program (SNAP, “food stamps”) to disclose medical
information, including alcohol and other drug use or treatment for addiction, or to deny assistance from
these programs based on substance use status.

The AMA opposes

Racnonsib VA i i a
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MSS Position: Support

MSS Policy Justifying Position: 270.028MSS Opposition to Disclosure of Drug Use and Addiction
Treatment History in Public Assistance Programs (HOD resolution is MSS-authored)

205 — AMA Support for Justice Reinvestment Initiatives

RESOLVED, That our American Medical Association support legislation aimed at improving risk
assessment tools, expanding jail diversion and jail alternative programs, streamlining case processing,
and increasing access to reentry and treatment programs.

MSS Position: Support

MSS Policy Justifying Position: 270.029MSS AMA Support for Justice Reinvestment Initiatives (HOD
resolution is MSS-authored)

208 — Attorney Ads on Drug Side Effects
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RESOLVED, That our American Medical Association seek by legislation and/or regulation a requirement
that attorney commercials which may cause patients to discontinue medically necessary medications
have appropriate warnings that patients should not discontinue medications without seeking the advice
of their physician.

MSS Position: Support

MSS Policy Justifying Position: 105.001MSS Drug Advertising to the Public; formal support for H-105.988
Direct-to-Consumer (DTC) Advertising of Prescription Drugs and Implantable Devices

212 — Interstate Medical Licensure Compact

RESOLVED, That our American Medical Association oppose the Federation of State Medical Boards’
Interstate Medical Licensure Compact.

MSS Position: Oppose

MSS Policy Justifying Position: 480.014MSS Support of Interstate Medical Licensure Compacts;
480.010MSS Web-Based Tele-Health Initiatives and Possible Interference with the Traditional Physician-
Patient Relationship; 290.002MSS Interstate Medicaid Cooperation

215 — Tax Exemptions for Feminine Hygiene Products

RESOLVED, That our American Medical Association support legislation to remove all sales tax on
feminine hygiene products.

MSS Position: Support

MSS Policy Justifying Position: Caucus vote to support (2/3)

219 — Dry Needling by Physical Therapists and Other Non-Physician Providers

RESOLVED, That our American Medical Association develop policy on the issue of dry needling practice
by non-physician groups including physical therapists, in order to guide this conversation at the national
level; and be it further

RESOLVED, That AMA policy on the practice of dry needling by physical therapists and other non-
physician groups include, at a minimum, the benchmarking of training standards to already existing
standards of training, certification, and continuing education that exist for the practice of acupuncture.

MSS Position: Support

MSS Policy Justifying Position: 160.015MSS Physician Extenders; 295.135MSS Increasing Awareness of
the Benefits and Risks Associated with Complementary and Alternative Medicine
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220 — Managing Controlled Substance High Utilizer Patients

RESOLVED, That our American Medical Association amend policy H-95.947 by addition to read as
follows:

Prescription Drug Monitoring to Prevent Abuse of Controlled Substances H-95.947

Our AMA: (1) supports the refinement of state-based prescription drug monitoring programs and
development and implementation of appropriate technology to allow for Health Insurance Portability
and Accountability Act (HIPAA)-compliant sharing of information on prescriptions for controlled
substances among states, pharmacies, and clinicians; (2) policy is that the sharing of information on
prescriptions for controlled substance with out-of-state entities should be subject to same criteria and
penalties for unauthorized use as in-state entities; (3) actively supports the funding of the National All
Schedules Prescription Electronic Reporting Act of 2005 which would allow federally funded,
interaoperative, state based prescription drug monitoring programs as a tool for addressing patient
misuse and diversion of controlled substances; (4) encourages and supports the prompt development
of, with appropriate privacy safeguards, treating physician’s real time access to their patient’s controlled
substances prescriptions across state boundaries; and (5) advocates that any information obtained
through these programs be used first for education of the specific physicians involved prior to any civil
action against these physicians; and be it further

RESOLVED, That, consistent with the American Medical Association (AMA) policies H-95.945 and H-
95.947, the AMA implement a coordinated effort among all state medical societies to advocate for an
interstate compact whereby pharmacies and clinicians can have access to Prescription Drug Monitoring
Programs controlled substances dispensing data across state boundaries.

MSS Position: Support

MSS Policy Justifying Position: 120.009MSS Restrictions on Use of Physician Prescribing Data for
Commercial Purposes; 315.001MSS Patient Confidentiality and Government Investigations; formal
support for H-120.960 Protection for Physicians Who Prescribe Pain Medication

221 - Assurance and Accountability for EPA’s State Level Agencies

RESOLVED, That our American Medical Association lobby the federal government to implement and
enforce a requirement that the United States Environmental Protection Agency (EPA) conduct regular
quality assurance reviews of state agencies that are delegated to enforce EPA regulations.

MSS Position: Support

MSS Policy Justifying Position: 135.002MSS Environmental Protection; 170.001MSS Prevention & Health
Education

224 — Ocular Injuries from Air Guns
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RESOLVED, That our American Medical Association support legislation that requires air guns sold or
transferred by a dealer or in a private sale to be packaged with appropriate and safe protective eyewear
and a tamper-resistant mechanical lock or other safety device; and be it further

RESOLVED, That our AMA support legislation that prohibits a minor from using an air gun on any public
or private property unless the minor and persons known to be in range of the air gun are wearing
appropriate and safe protective eyewear; and be it further

RESOLVED, That our AMA support legislation that requires that any civil liability of a minor due to the
minor’s use of an air gun resulting in the injury or death of another person shall be imposed upon the
parent or guardian having custody and control of the minor for all purposes of civil damages and that a
warning of this potential liability be attached to the air’s gun’s tamper-resistant mechanical lock or other
safety device.

MSS Position: Support

MSS Policy Justifying Position: 10.009MSS Use of Protective Eyewear by Young Athletes; 145.004MSS
Prevention of Unintentional Firearm Accidents in Children

225 — Fraudulent Use of Prescriptions

RESOLVED, That our American Medical Association promote the efforts for state run electronic
Prescription Monitoring Programs to allow individual physicians to access records of their prescribing of
opioids, for their entire panel of patients, including patient names and prescription information; and be
it further

RESOLVED, That our AMA promote the recommendation to provide a clear pathway for individual
physicians to communicate about any possible fraudulent use of their prescriptions.

MSS Position: Support

MSS Policy Justifying Position: 120.009MSS Restrictions on Use of Physician Prescribing Data for
Commercial Purposes; 315.001MSS Patient Confidentiality and Government Investigations; 270.009MSS
Protection for Physicians who Prescribe Pain Medication; formal support for H-120.960 Protection for
Physicians Who Prescribe Pain Medication; formal support for H-95.990 Drug Abuse Related to
Prescribing Practices

228 — No Legislative Pill Counts

RESOLVED, That our American Medical Association oppose legislation that restricts a prescription for
any controlled substance, including opioids, based on a specific number of pills or for a specific period of
time less than 30 days.

MSS Position: Support

MSS Policy Justifying Position: 100.012MSS Support for the Use of Pain Contracts; formal support for H-
120.960 Protection for Physicians Who Prescribe Pain Medication
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230 — Veterans Health Administration Transparency and Accountability

RESOLVED, That our American Medical Association adopt as policy that the Veterans Health
Administration be required to report publicly on all aspects of its operation, including quality, safety,
patient experience, timeliness, and cost effectiveness; and be it further

RESOLVED, That our AMA actively support federal legislation to achieve this reform of Veterans Health
Administration transparency and accountability.

MSS Position: Support

MSS Policy Justifying Position: 520.005MSS Ensuring High Quality Care for All Veterans and Their
Families; 155.003MSS Price Transparency in Health Care; formal support for H-510.985 Access to Health
Care for Veterans; formal support for H-510.991 Veterans Administration Health System; formal support
for H-510.995 Budgetary and Management Needs of the Veterans Health Administration; formal
support for D-510.999 Veterans Health Administration Health Care System; formal support for H-
373.998 Patient Information and Choice

232 — Closing Gaps in Prescription Drug Monitoring Programs

RESOLVED, That our American Medical Association advocate for the inclusion of all controlled substance
prescriptions, regardless of their private, public, military or governmental source, in the reporting
requirements for Prescription Drug Monitoring Programs (PDMP); and be it further

RESOLVED, That our AMA advocate for the inclusion of all controlled substances administered or
dispensed by opioid treatment programs in the reporting requirements for Prescription Drug Monitoring
Programs (PDMP).

MSS Position: Support

MSS Policy Justifying Position: 120.009MSS Restrictions on Use of Physician Prescribing Data for
Commercial Purposes

237 — Collective Bargaining for Physicians

RESOLVED, That our American Medical Association support the right of all physicians to form local
and/or regional negotiating units consistent with our medical ethics and professionalism for the purpose
of collectively bargaining with employers, insurers, government, or managed care entities on issues of
health care quality, patient rights, and physician rights; and be it further

RESOLVED, That our AMA amend our AMA Code of Medical Ethics so that our policy will oppose any
affiliation of physician negotiating units with labor unions or other entities unless such affiliation
includes a right to strike.

MSS Position: Support
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MSS Policy Justifying Position: 530.017MSS Creation of a National Labor Organization for Physicians;
310.035MSS Past and Future Policy Suggestions to Improve the National Resident Matching Program

239 — Opposition to the Department of Veterans Services Proposed Rulemaking on APRN Practices

RESOLVED, That our American Medical Association express to the U.S. Department of Veterans Affairs
(VA) that the plan to substitute physicians by using Advanced Practice Registered Nurses (APRNs) in
independent practice, not in physician-led teams, is antithetical to multiple established policies of our
AMA and thus should not be implemented; and be it further

RESOLVED, That our AMA staff assess the feasibility of seeking federal legislation that prevents the VA
from enacting regulations for veterans’ medical care that is not consistent with physician-led health care
teams or to mandate that the VA adopt policy regarding the same; and be it further

RESOLVED, That our AMA call upon Congress and the Administration to disapprove or otherwise
overturn rules and regulations at the federal level that would expand the scope of practice of Advanced
Practice Registered Nurses (APRNs), and comment to the Director of Regulation Management within the
Department of Veterans Affairs of this position during the current comment period; and be it further

RESOLVED, That our AMA collaborate with other medical professional organizations to vigorously
oppose the final adoption of the VA’s proposed rulemaking expanding the role of Advanced Practice
Registered Nurses (APRNs) within the VA.

MSS Position: Support

MSS Policy Justifying Position: 160.015MSS Physician Extenders; 520.005MSS Ensuring High Quality Care
for All Veterans and Their Families; formal support for H-510.985 Access to Health Care for Veterans;
formal support for H-510.995 Budgetary and Management Needs of the Veterans Health Administration

Reference Committee C — Medical Education
CME Report 1 — Council on Medical Education Sunset Review of 2006 House Policies

The Council on Medical Education recommends that the House of Delegates policies that are listed in
the Appendix to this report be acted upon in the manner indicated and the remainder of this report be
filed.

MSS Position: Support

MSS Policy Justifying Position: 350.011MSS Continued Support for Diversity in Medical Education; formal
support for H-200.951 Strategies for Enhancing Diversity in the Physician Workforce; 255.001MSS The
Status of Foreign Medical School Graduates in the United States; 255.003MSS Licensure of International
Medical Graduates; 310.020MSS Restrictive Covenants in Training Programs; 295.078MSS Teaching
Domestic Violence Screening; 295.079MSS Education of Medical Students About Domestic Violence
Histories; Preserving Our Investment in the Face of Medical School Class Size Reductions; 305.052MSS
Reduction in Student Loan Interest Rates; 310.034MSS Compensation for Resident/Fellow Physicians;
310.033MSS Eliminating Religious Discrimination from Residency Programs; 295.162MSS Transparency
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in the NRMP Match Agreement; 140.027MSS Standardization of Medical Ethics Core Competencies for
Undergraduate Medical Education; 385.002MSS The Patient-Centered Medical Home Concept; 295.139
MSS Standardization of Medical Student Background Checks; 295.126MSS Medical Student Clinical
Training and Education Conditions; 295.135MSS Increasing Awareness of the Benefits and Risks
Associated with Complementary and Alternative Medicine

CME Report 3 — Addressing the Increasing Number of Unmatched Medical Students

The Council on Medical Education therefore recommends that the following recommendations be
adopted and that the remainder of the report be filed.

1. That our AMA reaffirm D-305.967 (4) and (22), The Preservation, Stability and Expansion of Full
Funding for Graduate Medical Education: “4. Our AMA will strenuously advocate for increasing the
number of GME positions to address the future physician workforce needs of the nation” and “22. Our
AMA will advocate for the appropriation of Congressional funding in support of the National Healthcare
Workforce Commission, established under section 5101 of the Affordable Care Act, to provide data and
healthcare workforce policy and advice to the nation and provide data that support the value of GME to
the nation.”

2. That our AMA reaffirm Policy H-200.954 (4) (5) (6) (7), US Physician Shortage: “Our AMA: . . . (4)
encourages medical schools and residency programs to consider developing admissions policies and
practices and targeted educational efforts aimed at attracting physicians to practice in underserved
areas and to provide care to underserved populations; (5) encourages medical schools and residency
programs to continue to provide courses, clerkships, and longitudinal experiences in rural and other
underserved areas as a means to support educational program objectives and to influence choice of
graduates' practice locations; (6) encourages medical schools to include criteria and processes in
admission of medical students that are predictive of graduates' eventual practice in underserved areas
and with underserved populations; (7) will continue to advocate for funding from public and private
payers for educational programs that provide experiences for medical students in rural and other
underserved areas.”

3. That our AMA reaffirm D-310.977 (11), National Resident Matching Program Reform: “Our AMA: . ..
(112) will work with the Association of American Medical Colleges (AAMC), American Osteopathic
Association (AOA), American Association of Colleges of Osteopathic Medicine (AACOM), and National
Resident Matching Program (NRMP) to evaluate the current available data or propose new studies that
would help us learn how many students graduating from US medical schools each year do not enter into
a US residency program; how many never enter into a US residency program; whether there is
disproportionate impact on individuals of minority racial and ethnic groups; and what careers are
pursued by those with an MD or DO degree who do not enter residency programs.”

MSS Position: Support

MSS Policy Justifying Position: 295.069MSS Fairness in the National Resident Matching Program;
295.161MSS Transition from “Scramble” to Supplemental Offer and Acceptance Program; 310.003MSS
MSS Graduate Medical Education Financing; formal support for D-305.967 The Preservation, Stability
and Expansion of Full Funding for Graduate Medical Education; formal support for D-200.982 Diversity in
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the Physician Workforce and Access to Care; formal support for H-350.970 Diversity in Medical
Education

CME Report 4 — Resident and Fellow Compensation and Health Care System Value

The Council on Medical Education therefore recommends that the following recommendations be
adopted in lieu of Resolution 328-A-15 and Resolution 321-A-15 and that the remainder of the report be
filed.

1. That our American Medical Association (AMA) reaffirm Policy H-305.988, which states that our AMA
(10) supports AMA monitoring of trends that may lead to a reduction in stipends paid to resident
physicians; (12) will advocate that resident and fellow trainees should not be financially responsible for
their training.

2. That our AMA modify Policy H-310.922 by addition and deletion to read as follows: “OurAMA

AMA encourages teaching institutions to base residents' salaries on the resident's level of training as
well as local economic factors, such as housing, transportation, and energy costs, that affect the
purchasing power of wages, with appropriate adjustments for changes in cost of living.”

3. That our AMA encourage teaching institutions to provide benefits to residents and fellows that will
reduce personal cost of living expenditures, such as allowances for housing, childcare, and
transportation.

4. That our AMA collaborate with other stakeholder organizations to evaluate and work to establish
consensus regarding the appropriate economic value of resident and fellow services.

5. That our AMA monitor ongoing pilots and demonstration projects, and explore the feasibility of
broader implementation of proposals that show promise as alternative means for funding physician
education and training while providing appropriate compensation for residents and fellows.

6. That our AMA continue to explore, with the Accelerating Change in Medical Education initiative and
with other stakeholder organizations, the implications of shifting from time-based to competency-based
medical education on residents’ compensation and lifetime earnings.

MSS Position: Support

MSS Policy Justifying Position: 310.003MSS MSS Graduate Medical Education Financing; 310.034MSS
Compensation for Resident/Fellow Physicians

CME Report 5 — Accountability and Transparency in Graduate Medical Education Funding

The Council on Medical Education therefore recommends that the following recommendations be
adopted in lieu of Resolution 327-A-15 and Resolution 329-A-15 and that the remainder of the report be
filed.



Annual 2016 Delegates’ Report

1. That our American Medical Association (AMA) endorse the following principles of social accountability
and promote their application to GME funding:

a. Adequate and diverse workforce development;

b. Primary care and specialty practice workforce distribution;

c. Geographic workforce distribution; and

d. Service to the local community and the public at large. (New HOD Policy)

2. That our AMA encourage transparency of GME funding through models that are both feasible and fair
for training sites, affiliated medical schools and trainees.

3. That our AMA believes that financial transparency is essential to the sustainable future of GME
funding and therefore, regardless of the method or source of payment for GME or the number of
funding streams, institutions should publically report the aggregate value of GME payments received as
well as what these payments are used for, including:

a. Resident salary and benefits;

b. Administrative support for graduate medical education;
c. Salary reimbursement for teaching staff;

d. Direct educational costs for residents and fellows; and
e. Institutional overhead.

4. That our AMA reaffirm Policy D-305.967 (8), Our AMA will vigorously advocate for the continued and
expanded contribution by all payers for health care (including the federal government, the states, and
local and private sources) to fund both the direct and indirect costs of GME. (22), Our AMA will advocate
for the appropriation of Congressional funding in support of the National Healthcare Workforce
Commission, established under section 5101 of the Affordable Care Act, to provide data and healthcare
workforce policy and advice to the nation and provide data that support the value of GME to the nation;
and (23) Our AMA supports recommendations to increase the accountability for and transparency of
GME funding and continue to monitor data and peer-reviewed studies that contribute to further assess
the value of GME.

5. That our AMA reaffirm Policy H-305.988 (12), Our AMA will advocate that resident and fellow trainees
should not be financially responsible for their training.

6. That our AMA monitor the status of the House Energy and Commerce Committee's response to public
comments solicited regarding the 2014 IOM report, Graduate Medical Education That Meets the
Nation's Health Needs, as well as results of ongoing studies, including that requested of the GAO, in
order to formulate new advocacy strategy for GME funding, and that our AMA report back to the House
of Delegates, as needed, on important changes in the landscape of GME funding.

MSS Position: Support
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MSS Policy Justifying Position: 310.003MSS MSS Graduate Medical Education Financing; 310.006MSS
The Influence of Residency Training on Quality of Patient Care in Teaching Hospitals; 310.034MSS
Compensation for Resident/Fellow Physicians; 310.046MSS Investigating Adverse Public Health
Outcomes Relating to Chronic GME Funding Shortages; formal support for D-305.967 The Preservation,
Stability and Expansion of Full Funding for Graduate Medical Education

301 — Recognizing the Actual Costs of Student Loans

RESOLVED, That our American Medical Association consider the total cost of loans including loan
origination fees and benefits of federal loans such as tax deductibility or loan forgiveness when
advocating for a reduction in student loan interest rates; and be it further

RESOLVED, That our AMA amend Policy D-305.984 by addition to include Grad-PLUS loans, as follows:
Reduction in Student Loan Interest Rates D-305.984

1. Our American Medical Association will actively lobby for legislation aimed at establishing an
affordable student loan structure with a variable interest rate capped at no more than 5.0%.

2. Our AMA will work in collaboration with other health profession organizations to advocate for a
reduction of the fixed interest rate of the Stafford student loan program and the Graduate PLUS loan

program.

RESOLVED, That our AMA advocate for policies which lead to equal or less expensive loans (in terms of
loan benefits, origination fees, and interest rates) for Grad-PLUS loans as this would change the status

quo of high-borrowers paying higher interest rates and fees in addition to having a higher overall loan

burden; and be it further

RESOLVED, That our AMA ask the Association of American Medical Colleges to collect data and report
student indebtedness that includes total loan costs at time of graduation.

MSS Position: Support

MSS Policy Justifying Position: 305.052MSS Reduction in Student Loan Interest Rates; 305.076MSS
Collaborative Effort to Reduce Federal Loan Interest Rates; 305.037MSS Medical School Tuition;
305.053MSS Expanding and Strengthening AMA Advocacy on Medical Student Debt; 305.073MSS
Transparency in Medical Student Financial Aid Reporting; 305.001MSS Medical Student Loan Program;
305.007MSS Federal Guidelines for Loan Parameters; formal support for D-305.975 Long-Term Solutions
to Medical Student Debt; formal support for H-305.928 Proposed Revisions to AMA Policy on Medical
Student Debt; formal support for D-305.993 Medical School Financing, Tuition, and Student Debt

302 - Reform and Expand Graduate Medical Education Funding

RESOLVED, That our American Medical Association advocate to reform the current graduate medical
education financing system to include an increased allocation of targeted funding directly to primary
care residency positions; and be it further
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RESOLVED, That our AMA develop recommendations that would assist state medical associations in
seeking new state options for alternative funding sources directed to ambulatory-based residency
training focused on increasing the primary care physician workforce.

MSS Position: Oppose Resolved 1, support Resolved 2

MSS Policy Justifying Position: 310.003MSS MSS Graduate Medical Education Financing; 200.003MSS
AMA Opposition to Primary Care Quotas; formal support for H-200.973 Increasing the Availability of
Primary Care Physicians; formal support for H-200.997 Primary Care

303 — Research and Monitoring to Ensure Ethics of Global Health Programs

RESOLVED, That our American Medical Association amend Policy H-250.993 by addition to read as
follows:

H-250.993 Overseas Medical Education Developed by US Medical Associations

The AMA will: (1) continue to focus its international activities on and through organizations that are
multinational in scope; (2) encourage ethnic and other medical associations to assist medical education
and improve medical care in various areas of the world; (3) encourage American medical institutions and
organizations to develop relationships with similar institutions and organizations in various areas of the
world; (4) work with the Association of American Medical Colleges (AAMC) and the American
Association of Colleges of Osteopathic Medicine (AACOM) to ensure that medical students participating
in global health programs, including but not limited to international electives and summer clinical
experiences are held accountable to the same ethical standards as students participating in domestic
service-learning opportunities; (5) work with the AAMC to ensure that international electives provide
measureable and safe educational experiences for medical students, including appropriate learning
objectives and assessment methods; and (6) communicate support for a coordinated approach to global
health education, including information sharing between and among medical schools, and for activities,
such as the AAMC Global Health Learning Opportunities (GHLO™), to increase student participation in
international electives.

MSS Position: Support

MSS Policy Justifying Position: 250.026MSS Research and Monitoring to Ensure Ethics of Global Health
Programs (HOD resolution is MSS-authored)

304 — Evaluation of Factors During Residency and Fellowship that Impact Routine Health Maintenance

RESOLVED, That our American Medical Association study ways to improve access and reduce barriers to
seeking preventive and routine physical and mental health care for trainees in graduate medical
education programs.

MSS Position: Support

MSS Policy Justifying Position: 140.031MSS Accommodations for Treatment of Medical Students and
Residents; 295.164MSS Medical Student Access to Comprehensive Mental Health and Substance Abuse
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Treatment; 295.137MSS Expansion of Student Health Services; 310.006MSS The Influence of Residency
Training on Quality of Patient Care in Teaching Hospitals; 310.027MSS Resident Work Hours;
310.031MSS Resident/Fellow Work and Learning Environment; formal support for H-295.872 Expansion
of Student Health Services

307 — Diversity of the Health Care Workforce to Reduce Disparities

RESOLVED, That our American Medical Association work to support the creation of initiatives for a
diverse physician workforce which includes, race, ethnicity, gender, sexual orientation, socioeconomic
origins, medical schools attended (either abroad or outside USA) and persons with disabilities.

MSS Position: Support with deletion of “medical schools attended”

MSS Policy Justifying Position: 350.011MSS Continued Support for Diversity in Medical Education;
255.001MSS The Status of Foreign Medical School Graduates in the United States; 350.001MSS Minority
and Disadvantaged Medical Student Recruitment and Retention Programs; 350.003MSS Minority
Representation in the Medical Profession; 350.004MSS Funding for Affirmative Action Programs;
350.005MSS The Disadvantaged Minority Health Improvement Act of 1989; 350.014MSS Youth Health
Pipeline Programs Initiative; formal support for D-200.982 Diversity in the Physician Workforce and
Access to Care; formal support for D-200.985 Strategies for Enhancing Diversity in the Physician
Workforce; formal support for H-200.951 Strategies for Enhancing Diversity in the Physician Workforce;
formal support for H-350.978 Minorities in the Health Professions

310 - Standardizing the Allopathic Residency Match System and Timeline

RESOLVED, That our American Medical Association support the movement toward a single United States
residency match system and notification timeline for all non-military allopathic specialties; and be it
further

RESOLVED, That our AMA work with the Association of University Professors in Ophthalmology,
American Academy of Ophthalmology, the Society of University Urologists, the American Urological
Association, and any other appropriate stakeholders to switch ophthalmology and urology to the
National Resident Matching Program.

MSS Position: Support

MSS Policy Justifying Position: Caucus vote taken to support (2/3); 310.051MSS Standardizing the
Residency Match System and Timeline; 295.069MSS Fairness in the National Resident Matching
Program; 295.136MSS Combining the AOA and ACGME Resident Matching Programs; 310.032MSS
National Resident Matching Program

311 — Transfer of Jurisdiction over Required Clinical Skills Examinations to LCME-Accredited and COCA-
Accredited Medical Schools
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RESOLVED, That our American Medical Association work with the Federation of State Medical Boards
and state medical licensing boards to advocate for the elimination of the United States Medical
Licensing Examination (USMLE) Step 2 Clinical Skills (CS) exam and the COMLEX Level 2-PE (Performance
Evaluation) as a requirement for Liaison Committee on Medical Education-accredited and Commission
on Osteopathic College Accreditation-accredited medical school graduates who have passed a school-
administered, clinical skills examination; and be it further

RESOLVED, That our American Medical Association amend AMA Policy D-295.998 by addition to read as
follows:

Required Clinical Skills Assessment During Medical School D-295.988

Our AMA will encourage its representatives to the Liaison Committee on Medical Education (LCME) to
ask the LCME to 1) determine and disseminate to medical schools a description of what constitutes
appropriate compliance with the accreditation standard that schools should "develop a system of
assessment" to assure that students have acquired and can demonstrate core clinical skills, and 2)
require that medical students attending LCME-accredited or American Osteopathic Association
Commission on Osteopathic College Accreditation (COCA)-accredited institutions pass a school-
administered clinical skills examination to graduate from medical school.

MSS Position: Support

MSS Policy Justifying Position: 275.011MSS Transfer of Jurisdiction Over Required Clinical Skills
Examination to LCME-Accredited and COCA-Accredited Medical Schools; 295.174MSS Evaluation of
Standardized Clinical Skills Exams; 295.150MSS USMLE Exam Fee Burden; 295.117MSS Additions to
United States Medical Licensure Examination and College of Osteopathic Medical Licensure Exam;
295.111MSS State Society and State Medical Board Support to Delay Implementation of the USMLE
Clinical Skills Assessment Exam; 295.113MSS Clinical Skills Assessment as Part of Medical School
Standards; 295.114MSS Clinical Skills Assessment Exam and College of Osteopathic Medicine Licensing
Exam-Physical Exam Implementation

314 - Addiction Medicine as a Multi-Specialty Subspecialty

RESOLVED, That our American Medical Association commend the American Board of Preventive
Medicine (ABPM) for its successful application to the American Board of Medical Specialties (ABMS) to
establish the new ABMS-approved multispecialty subspecialty of addiction medicine, which will be able
to offer certification to qualified physicians who are diplomates of any of the 24 ABMS member boards;
and be it further

RESOLVED, That our AMA encourage the ABPM to offer the first ABMS-approved certification
examination in addiction medicine in the year 2017 in order to improve access to care to treat addiction.

MSS Position: Support

MSS Policy Justifying Position: 95.005MSS Recognition of Addiction as Pathology, Not Criminality;
100.007MSS Naloxone Administration and Heroin Overdose
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316 — Transfer of Jurisdiction Over Required Clinical Skills Examinations to LCME-Accredited and COCA-
Accredited Medical Schools

RESOLVED, That our American Medical Association, working with the state medical societies, advocate
for the Federation of State Medical Boards (FSMB) and state medical boards to eliminate the United
States Medical Licensing Examination (USMLE) Step 2 Clinical Skills (CS) and the Comprehensive
Osteopathic Licensing Examination (COMLEX) Level 2-Performance Examination (PE) as a requirement
for Liaison Committee on Medical Education (LCME)-accredited and Committee on Osteopathic College
Accreditation (COCA)-accredited medical school graduates who have passed a school-administered,
clinical skills examination; and be it further

RESOLVED, That our AMA advocate for medical schools and medical licensure stakeholders to create
standardizing a clinical skills examination that would be administered at each Liaison Committee on
Medical Education (LCME)-accredited and Committee on Osteopathic College Accreditation (COCA)-
accredited medical school in lieu of United States Medical Licensing Examination (USMLE) Step 2 Clinical
Skills (CS) and Comprehensive Osteopathic Licensing Examination (COMLEX) Level 2-Performance
Examination (PE) and that would be a substitute prerequisite for future licensure exams; and be it
further

RESOLVED, That our AMA amend Policy D-295.998 by addition and deletion to read as follows:
Required Clinical Skills Assessment During Medical School D-295.998

Our AMA will encourage its representatives to the Liaison Committee on Medical Education (LCME) to
ask the LCME to 1) determine and disseminate to medical schools a description of what constitutes
appropriate compliance with the accreditation standard that schools should "develop a system of
assessment" to assure that students have acquired and can demonstrate core clinical skills, and 2)
require that medical students attending LCME-accredited institutions pass a school-administered,
clinical skills examination to graduate from medical school.

MSS Position: Support

MSS Policy Justifying Position: 275.011MSS Transfer of Jurisdiction Over Required Clinical Skills
Examination to LCME-Accredited and COCA-Accredited Medical Schools; 295.174MSS Evaluation of
Standardized Clinical Skills Exams; 295.150MSS USMLE Exam Fee Burden; 295.117MSS Additions to
United States Medical Licensure Examination and College of Osteopathic Medical Licensure Exam;
295.111MSS State Society and State Medical Board Support to Delay Implementation of the USMLE
Clinical Skills Assessment Exam; 295.113MSS Clinical Skills Assessment as Part of Medical School
Standards; 295.114MSS Clinical Skills Assessment Exam and College of Osteopathic Medicine Licensing
Exam-Physical Exam Implementation

317 — Transfer of Jurisdiction Over Required Clinical Skills Examinations to U.S. Medical Schools

RESOLVED, That our American Medical Association work with the Federation of State Medical Boards
and state medical licensing boards to advocate for the elimination of the United States Medical
Licensing Examination (USMLE) Step 2 Clinical Skills (CS) exam as a requirement for Liaison Committee
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on Medical Education-accredited graduates who have passed a school-administered, clinical skills
examination; and be it further

RESOLVED, That our AMA amend Policy D-295.998 by addition and deletion to read as follows:
Required Clinical Skills Assessment During Medical School D-295.998

Our AMA will advocate that encourage-itsrepresentativeste the Liaison Committee on Medical
Education (LCME) te-asktheLCMEte 1) determine and disseminate to medical schools a description of
what constitutes appropriate compliance with the accreditation standard that schools should “develop a
system of assessment” to assure that students have acquired and can demonstrate core clinical skills,
and 2) require that medical students attending LCME-accredited institutions pass a school-administered
clinical skills examination to graduate from medical school.

MSS Position: Support

MSS Policy Justifying Position: 275.011MSS Transfer of Jurisdiction Over Required Clinical Skills
Examination to LCME-Accredited and COCA-Accredited Medical Schools; 295.174MSS Evaluation of
Standardized Clinical Skills Exams; 295.150MSS USMLE Exam Fee Burden; 295.117MSS Additions to
United States Medical Licensure Examination and College of Osteopathic Medical Licensure Exam;
295.111MSS State Society and State Medical Board Support to Delay Implementation of the USMLE
Clinical Skills Assessment Exam; 295.113MSS Clinical Skills Assessment as Part of Medical School
Standards; 295.114MSS Clinical Skills Assessment Exam and College of Osteopathic Medicine Licensing
Exam-Physical Exam Implementation

319 - Specialty-Specific Allocation of GME Funding

RESOLVED, that our AMA support specialty-specific enhancements to GME funding that neither directly
nor indirectly reduce funding levels for any other specialty.

MSS Position: Support

MSS Policy Justifying Position: 310.003MSS MSS Graduate Medical Education Financing; 310.034MSS
Compensation for Resident/Fellow Physicians; 310.046MSS Investigating Adverse Public Health
Outcomes Relating to Chronic GME Funding Shortages; formal support for H-305.929 Proposed
Revisions to AMA Policy on the Financing of Medical Education Programs; formal support for H-310.917
Securing Funding for Graduate Medical Education; formal support for D-305.967 The Preservation,
Stability and Expansion of Full Funding for Graduate Medical Education

321 - Transfer of Jurisdiction Over Required Clinical Skills Examination to LCME-Accredited and COCA-
Accredited Medical Schools

RESOLVED, That our AMA, working with the state medical societies, advocate for the Federation of State
Medical Boards (FSMB) and state medical boards to eliminate of the United States Medical Licensing
Examination (USMLE) Step 2 Clinical Skills (CS) and the Comprehensive Osteopathic Licensing
Examination (COMLEX) Level 2-Performance Examination (PE) as a requirement for Liaison Committee
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on Medical Education (LCME)-accredited and Committee on Osteopathic College Accreditation (COCA)-
accredited medical school graduates who have passed a school-administered, clinical skills examination;
and be it further

RESOLVED, That our AMA to amend D-295.998 by insertion and deletion as follows:
Required Clinical Skills Assessment During Medical School D-295.998

Our AMA will encourage its representatives to the Liaison Committee on Medical Education (LCME) to
ask the LCME to 1) determine and disseminate to medical schools a description of what constitutes
appropriate compliance with the accreditation standard that schools should "develop a system of
assessment" to assure that students have acquired and can demonstrate core clinical skills, and 2)
require that medical students attending LCME-accredited institutions pass a school-administered clinical
skills examination to graduate from medical school.

RESOLVED, That our AMA advocate for medical schools and medical licensure stakeholders to create
guidelines standardizing the clinical skills examination that would be administered at each LCME-
accredited and COCA-accredited medical school in lieu of USMLE Step 2 CS and COMLEX Level 2-PE and
would be a substitute prerequisite for future licensure exams.

MSS Position: Support

MSS Policy Justifying Position: 275.011MSS Transfer of Jurisdiction Over Required Clinical Skills
Examination to LCME-Accredited and COCA-Accredited Medical Schools (HOD resolution is MSS-
authored)

Reference Committee D — Public Health
CSAPH Report 4 — Powdered Alcohol

The Council on Science and Public Health recommends that the following recommendation be adopted,
and the remainder of the report be filed.

That our American Medical Associate supports federal and state laws banning the manufacture,
importation, distribution, and sale of powdered or crystalline alcohol intended for human consumption.

MSS Position: Oppose

MSS Policy Justifying Position: Caucus vote taken to oppose (2/3)

CSAPH Report 6 - Delaying School Start Time to Alleviate Adolescent Sleep Deprivation

The Council on Science and Public Health recommends that the following statements be adopted in lieu
of Res 404-A-15 and the remainder of the report be filed.

That our American Medical Association:
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1. Encourage school districts to aim for the start of middle schools and high schools to be no earlier than
8:30 a.m., in order to allow adolescents time for adequate sleep.

2. Encourage physicians, especially those who work closely with school districts, to become actively
involved in the education of parents, school administrators, teachers, and other members of the
community to stress the importance of sleep and consequences of sleep deprivation among
adolescents, and to encourage school districts to structure school start times to accommodate the
biologic sleep needs of adolescents.

3. Reaffirm Policy H-60.930, Insufficient Sleep in Adolescents, identifying adolescent insufficient sleep
and sleepiness as a public health issue and supporting education about sleep health as a standard
component of care for adolescent patients.

4. Encourage continued research on the impact of sleep on adolescent health and academic
performance.

MSS Position: Support

MSS Policy Justifying Position: 60.022MSS Altering School Days to Alleviate Adolescent Sleep
Deprivation; 440.021MSS Promoting Fitness and Healthy Lifestyles;

CSAPH Report 7 - Preventing Violent Acts Against Health Care Providers

The Council on Science and Public Health recommends that the following recommendations be adopted,
and the remainder of the report be filed.

That our AMA:

1. Encourage the Occupational Safety and Health Administration to develop and enforce a standard
addressing workplace violence prevention in health care and social service industries.

2. Encourage Congress to provide additional funding to the National Institute for Occupational Safety
and Health to further evaluate programs and policies to prevent violence against health care workers.

3. Encourage the National Institute for Occupational Safety and Health to adapt the content of their
online continuing education course on workplace violence for nurses into a continuing medical
education course for physicians.

4. Amend Policy H-515.966, “Violence and Abuse Prevention in the Health care Workplace,” by addition
and deletion to read as follows:

Our AMA encourages all health care facilities to: adopt policies to reduce and prevent all forms
of workplace violence and abuse; develop a reporting tool that is easy for workers to find and
complete; and develop policies to assess and manage reported occurrences of workplace
violence and abuse; and-willadvecate-that make training courses on workplace violence
prevention available to employees and consultants andreduction-be-more-widely-avaitable:; and

include physicians in safety and health committees.
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5. Amend Policy H-215.978, “Guns in Hospitals,” by addition and deletion and a change in title to better
reflect the content of the policy to read as follows:

Workplace Violence Prevention

Our AMA: (1) supports the efforts of the International Association for Healthcare Security and
Safety, the AHA, and The Joint Commission to develop guidelines or standards regarding
hospital security issues and recognizes these groups' collective expertise in this area. As
standards are developed, the AMA will ensure that physicians are advised; (2) encourages
physicians to work with their hospital safety committees to address the security issues within
particular hospitals; and-alse encourages physicians to become aware of and familiar with their
own institution's policies and procedures; and encourages physicians to participate in training to
prevent and respond to workplace violence threats; encourages physicians to report all
incidents of workplace violence; and encourages physicians to promote a culture of safety

within their workplace. and{3}-urgesthat-hospital-safety committeesinclude physiciansand

6. Amend Policy D-515.983, “Preventing Violent Acts Against Healthcare Providers,” by addition and
deletion to read as follows (as it has been implemented in part):

iH: (a) continue to work with other appropriate organizations te-study-mechanisms
to prevent acts of violence against health care providers and improve the safety and security of
providers while engaged in caring for patients; and (b) widely disseminate information on
effective workplace violence prevention interventions in the health care setting as well as

opportunities for training theresults-ofthis-study.

MSS Position: Support

7

MSS Policy Justifying Position: 515.002MSS Physicians and Other Health Care Personnel as Targets of
Threats, Harassment, and Violence; formal support for H-515.979 Violence as a Public Health Issue

CSAPH Report 8 - Juvenile Justice System Reform

The Council on Science and Public Health recommends that the following be adopted in lieu of
Resolution 205-1-14, and the remainder of the report be filed.

That our American Medical Association:

1. Reaffirm policies H-60.922, “Solitary Confinement of Juveniles in Legal Custody,” D-430.997, “Support
for Health Care Services to Incarcerated Persons,” and H-60.986,“Health Status of Detained and
Incarcerated Youth.”
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2. Support school discipline policies that permit reasonable discretion and consideration of mitigating
circumstances when determining punishments rather than “zero tolerance” policies that mandate out-
of-school suspension, expulsion, or the referral of students to the juvenile or criminal justice system.

3. Encourage continued research to identify programs and policies that are effective in reducing
disproportionate minority contact across all decision points within the juvenile justice system.

4. Encourage states to increase the upper age of original juvenile court jurisdiction to at least 17 years of
age.

5. Support reforming laws and policies to reduce the number of youth transferred to adult criminal
court.

6. Support the reauthorization of federal programs for juvenile justice and delinquency prevention,
which should include incentives for: (1) community-based alternatives for youth who pose little risk to
public safety, (2) reentry and aftercare services to prevent recidivism, (3) policies that promote fairness
to reduce disparities, and (4) the development and implementation of gender-responsive, trauma-
informed programs and policies across juvenile justice systems.

7. Encourage juvenile justice facilities to adopt and implement policies to prohibit discrimination against
youth on the basis of their sexual orientation, gender identity, or gender expression in order to advance
the safety and well-being of youth and ensure equal access to treatment and services.

8. Encourage states to suspend rather than terminate Medicaid coverage following arrest and detention
in order to facilitate faster reactivation and ensure continuity of health care services upon their return
to the community.

9. Encourage Congress to enact legislation prohibiting evictions from public housing based solely on an
individual’s relationship to a wrongdoer, and encourages the Department of Housing and Urban
Development and local public housing agencies to implement policies that support the use of discretion
in making housing decisions, including consideration of the juvenile’s rehabilitation efforts.

MSS Position: Support

MSS Policy Justifying Position: 270.029MSS AMA Support for Justice Reinvestment Initiatives;
65.007MSS Gender-Specific Rehabilitative Programs, Mental Health, and Educational Services for Girls in
the Juvenile Detention System; 60.023MSS Legal Protection and Social Services for Commercially
Sexually Exploited Youth; 140.028MSS Solitary Confinement; 345.008MSS Improving the Intersection
Between Law Enforcement and the Mentally lll

401 - Evidence-Based Sexual Education Enforcement in School

RESOLVED, That our American Medical Association encourage physicians and all interested parties to
develop best-practice, evidence-based guidelines for sexual education curricula that are
developmentally appropriate as well as medically, factually, and technically accurate.

MSS Position: Support
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MSS Policy Justifying Position: 170.010MSS Abstinence-Only Education and Federally-Funded
Community-Based Initiatives; 170.004MSS Health Education; 170.006MSS Sexual Violence Education
and Prevention in High Schools with Sexual Health Curricula; 75.008 MSS Opposition to Sole Funding of
Abstinence-Only Education; 170.005MSS Teaching Sexual Restraint to Adolescents; formal support for
H-170.968 Sexuality Education, Abstinence, and Distribution of Condoms in Schools

402 - Addressing Sexual Assault on College Campuses

RESOLVED, That our American Medical Association support universities’ implementation of evidence-
driven sexual assault prevention programs that specifically address the needs of college students and
the unique challenges of the collegiate setting.

MSS Position: Support

MSS Policy Justifying Position: 515.009MSS Addressing Sexual Assault on College Campuses (HOD
resolution is MSS-authored)

403 - Policies on Intimacy and Sexual Behavior in Residential Aged-Care Facilities

RESOLVED, That our American Medical Association urge long-term care facilities and other appropriate
organizations to adopt policies and procedures on intimacy and sexual behavior that preserve residents'
rights to pursue sexual relationships, while protecting them from unsafe, unwanted, or abusive
situations; and be it further

RESOLVED, That our AMA urge long-term care facilities and other appropriate organizations to provide
staff with in-service training to develop a framework to address intimacy in their patient population.

MSS Position: Support

MSS Policy Justifying Position: 65.020MSS Policies on Intimacy and Sexual Behavior in Residential Aged
Care Facilities (HOD resolution is MSS-authored)

405 - Sexual Violence Education and Prevention in Schools
RESOLVED, That our AMA amend Policy H-170.968 by addition and deletion to read as follows:

H-170.968 Sexuality Education, Sexual Violence Prevention, 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 at all education levels to implement comprehensive, developmentally appropriate
sexuality education programs that: (a) are based on rigorous, peer reviewed science; (b)
incorporate sexual violence prevention; {b} (c) show promise for delaying the onset of sexual
activity and a reduction in sexual behavior that puts adolescents at risk for contracting human
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immunodeficiency virus (HIV) and other sexually transmitted diseases and for becoming
pregnant; {e} (d) 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; {&} (e) 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} (f) include ample involvement of parents,
health professionals, and other concerned members of the community in the development of
the program; and {f} (g) 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, consent communication to prevent dating violence while
promoting healthy relationships, 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; (7) Supports federal funding of comprehensive sex
education programs that stress the importance of abstinence in preventing unwanted teenage
pregnancy 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 benefits; (8) Extends its support of comprehensive family-life education to
community-based programs promoting abstinence as the best method to prevent teenage
pregnancy and sexually-transmitted diseases while also discussing the roles of condoms and
birth control, as endorsed for school systems in this policy; and (9) Supports the development of
sexual education curriculum that integrates dating violence prevention through lessons on
healthy relationships, sexual health, conversations about consent.

MSS Position: Support

MSS Policy Justifying Position: 170.016MSS Sexual Violence Education and Prevention in High Schools
with Sexual Health Curricula (HOD resolution is MSS-authored)

406 - Research the Effects of Physical or Verbal Violence Between Law Enforcement Officers and Public
Citizens on Public Health Outcomes

RESOLVED, That our American Medical Association study the public health effects of physical or verbal
violence between law enforcement officers and public citizens, particularly within ethnic and racial
minority communities.

MSS Position: Support
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MSS Policy Justifying Position: 440.054MSS Increase Advocacy and Research into the Effects of Police
Brutality on Public Health Outcomes (HOD resolution is MSS-authored)

407 - Tobacco Products in Pharmacies and Healthcare Facilities

RESOLVED, That our American Medical Association support the position that the sale of any 10 tobacco
or vaporized nicotine products be prohibited where healthcare is delivered or where 11 prescriptions
are filled.

MSS Position: Support with amendment to exclude smoking cessation products

MSS Policy Justifying Position: 505.011MSS Opposing the Sale of Tobacco in Retail and Grocery Stores

409 — Lead and Copper Rule Compliance

RESOLVED, That our American Medical Association work with the Environmental Protection Agency
(EPA) to shorten and streamline the Lead and Copper Rule compliance deadline requirements in the
Safe Drinking Water Act with the goal of avoiding unnecessary multi-year periods and other prolonged
compliance deadlines, while maintaining reasonableness in review of circumstances on a case-by-case
basis.

MSS Position: Support

MSS Policy Justifying Position: 440.057MSS Improving Detection, Awareness, and Prevention of Lead
Contamination in Water; 135.002MSS Environmental Protection; 170.001MSS Prevention & Health
Education

410 — Baby-Friendly Health Care Delivery and Breastfeeding Rights

RESOLVED, That our American Medical Association adopt policy that supports the implementation of the
full ten steps of the World Health Organization (WHO) Baby-Friendly Hospital Initiative in all sites of
health care delivery; and be it further

RESOLVED, That our AMA adopt policy supporting the evaluation and grading of the practice of
breastfeeding as an intervention, as developed by the United States Preventive Services Task Force
(USPSTF).

MSS Position: Support Resolved 2

MSS Policy Justifying Position: 245.002MSS AMA Support for Breastfeeding; 245.011MSS Protecting a
Mother’s Right to Breastfeed; 245.016MSS Doctors Defending Breastfeeding; 245.013MSS Promoting
Breastfeeding in Hospitals; 270.017MSS Support for Legislation for Businesses to Provide Breastfeeding
Employees Time, Facilities and Equipment for Breastfeeding; formal support for H-245.982 AMA Support
for Breastfeeding
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412 — Ban Electronic Cigarette Advertisement

RESOLVED, That our American Medical Association, consistent with AMA Policy H-495.973, advocate by
any means necessary for a total ban of electronic cigarette advertising on television and radio.

MSS Position: Support

MSS Policy Justifying Position: 500.005MSS International Ban on Tobacco Advertising; 500.003MSS
Tobacco Advertising Tax Deduction; 500.006 MSS Restricting the Sale of E-Cigarettes to Minors; formal
support for H-495.985 Smokeless Tobacco; formal support for H-495.987 Tobacco Taxes

413 — Ban Lead in Plumbing

RESOLVED, That our American Medical Association pursue lead-free standards at the federal level that
are actually lead-free, for all plumbing related to drinking water.

MSS Position: Support

MSS Policy Justifying Position: 440.057MSS Improving Detection, Awareness, and Prevention of Lead
Contamination in Water; 135.002MSS Environmental Protection; 170.001MSS Prevention & Health
Education

414 — Replace Municipal Lead Plumbing

RESOLVED, That our American Medical Association strongly advocate that the United States of America
end the man-made scourge of lead in drinking water by taking swift action to support the replacement
of lead plumbing throughout our country.

MSS Position: Support

MSS Policy Justifying Position: 440.057MSS Improving Detection, Awareness, and Prevention of Lead
Contamination in Water; 135.002MSS Environmental Protection; 170.001MSS Prevention & Health
Education

415 — Regular Monitoring of Water at School and Daycare Sites

RESOLVED, That our American Medical Association lobby at the federal level for the following mandates:
1) that all schools and registered daycare sites be among those sites routinely chosen by municipal
water quality assurance testing as part of the Safe Drinking Water Act enforcement; and 2) in cases
where there are abnormal test results from water testing at schools and registered daycare sites, that
those sites continue to be tested repeatedly until results return to normal.

MSS Position: Support
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MSS Policy Justifying Position: 440.057MSS Improving Detection, Awareness, and Prevention of Lead
Contamination in Water; 135.002MSS Environmental Protection; 170.001MSS Prevention & Health
Education

416 — Timely and Transparent Data Sharing for Drinking Water Testing

RESOLVED, That our American Medical Association lobby at the federal level for legislation, regulations,
and/or policies that would do the following:

1. Require all municipal water test results performed by municipal, city, county, district or state agencies
to be posted on a publicly available website within seven business days of their receipt.

2. Require all communicable disease reports performed by city, county, district or state agencies to be
posted on a publicly available website within seven business days of their receipt.

3. Require reports of sewage overflows to be posted on a publicly available website within four hours of
the receipt of such reports.

4. Create and make available a real-time alert system for all water test results, which exceed federal,
state, or local standards within a person’s designated zip code(s), to which the public could subscribe.

5. Create and make available a process in which all collected test results related to the quality of water
that are excluded from final data analysis are annotated and explained.

MSS Position: Support

MSS Policy Justifying Position: 440.057MSS Improving Detection, Awareness, and Prevention of Lead
Contamination in Water; 135.002MSS Environmental Protection; 170.001MSS Prevention & Health
Education

417 — Changing Public Policy to Assist Obesity Goals

RESOLVED, That our American Medical Association support efforts to limit the consumption of foods and
beverages that contain added sweeteners, including but not limited to, ending corn subsidies for the
production of high fructose corn syrup.

MSS Position: Support

MSS Policy Justifying Position: 150.020MSS Decreasing Incidence of Obesity and Negative Sequelae by
Reducing the Cost Disparity Between Calorie-Dense, Nutrition Poor Foods and Nutrition-Dense Foods;
150.022MSS Support for Fees and Taxes on Non-Alcoholic Beverages Containing Caloric Sweeteners;
440.013MSS Obesity as a Chronic Disease; 440.018MSS Childhood Obesity as a Public Health Epidemic;
formal support for H-440.902 Obesity as a Major Health Concern; formal support for D-440.971
Recommendations for Physician and Community Collaboration on the Management of Obesity; formal
support for H-150.953 Obesity as a Major Public Health Program; formal support for H-150.944
Combating Obesity and Health Disparities
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422 — Sunscreen Use at Schools and Summer Camps

RESOLVED, That our American Medical Association develop an educational campaign focused on the
importance of reducing mid-day sun exposure and of using sunscreen and sun protective clothing for
children at school and summer camp programs, with report back at the 2016 Interim Meeting; and be it
further

RESOLVED, That our AMA work with state and specialty medical societies and patient advocacy groups
to provide advocacy resources and model legislation for use in state advocacy campaigns seeking the
removal of sunscreen-related bans at schools and summer camp programs.

MSS Position: Support

MSS Policy Justifying Position: 440.042MSS Permitting Sunscreen in Schools; 440.044MSS Sunscreen and
Sun Protection Counseling by Physicians; 60.011MSS Sun Protection Programs in Elementary Schools;
formal support for D-170.997 Sun Protection Programs in Elementary Schools

423 — Core Measure for Flu Vaccination

RESOLVED, That our American Medical Association study the benefits and risks of systematically
administering flu vaccinations to post-operative patients in the hospital setting, with report back at the
2016 Interim Meeting.

MSS Position: Support

MSS Policy Justifying Position: 440.002MSS Immunization Programs for Children; 440.051MSS A
Comprehensive Education Strategy to Improve Vaccination Rates; formal support for H-440.970
Religious Exemptions from Immunizations

424 - Enhanced Zika Virus Public Health Action — NOW

RESOLVED, That our AMA immediately increase its advocacy efforts for adequate Federal and state
support for Zika virus control and research--including vector and pathogenesis research, vaccine
development, environmental and vector controls, targeted Zika testing and treatment, patient
education, public education, and the notification and education of those who may have been exposed to
Zika viruses sexually or by mosquitoes; and be it further

RESOLVED, That our AMA work with experts in all relevant disciplines, and convene expert workgroups
when appropriate, to help develop needed American and global strategies and limit the spread and
impact of this virus; and be it further

RESOLVED, That our AMA consider collaboration with other educational and promotional entities (e.g.,
the AMA Alliance) to develop and promote family-directed and community-directed strategies that
minimize the transmission of Zika virus to potentially pregnant women.
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MSS Position: Support

MSS Policy Justifying Position: 440.046MSS Prevention of Mosquito Transmitted Diseases; 250.011MSS
Low Cost Drugs to Poor Countries During Times of Pandemic Health Crisis; Medical Student Involvement
in Disaster Medicine and Public Health Preparedness Planning and Response; 440.002MSS Immunization
Programs for Children

425 — Oppose Efforts to Stop, Weaken or Delay FDAs Authority to Regulate All Tobacco Products

RESOLVED, That our American Medical Association oppose any legislation that would stop, weaken or
delay FDA's authority to fully regulate all tobacco products.

MSS Position: Support

MSS Policy Justifying Position: 490.008MSS Regulation of Tobacco Products by the Food and Drug
Administration; 490.023MSS Revising AMA Policy to Better Define “Tobacco Products”; 500.006MSS
Restricting the Sale of E-Cigarettes to Minors; formal support for H-495.988 FDA Regulation of Tobacco
Products

426 — Weapons, Hospital Workplace and Patient Safety Issues

RESOLVED, That our American Medical Association advocate that hospitals and other healthcare
delivery settings restrict guns and Tasers on their premises, particularly in emergency departments and
psychiatric units where patients suffering from mental iliness are present; and be it further

RESOLVED, That our AMA reaffirm Policy 145.975 and support Joint Commission’s position which
strongly encourages its accredited institutions to report “sentinel events”® defined as patient safety
events that result in “death, permanent harm, or severe temporary harm and intervention necessary to
sustain life”; and be it further

RESOLVED, That our AMA encourage all hospitals to invest in comprehensive training of security
personnel that focus on patient safety, empathy, and de-escalation; and be it further

RESOLVED, That our AMA advocate for increased resources and broader efforts to work with partner
organizations, such as the National Alliance on Mental Health, to increase awareness, access, and
education to de-stigmatize mental health among minority communities.

MSS Position: Support

MSS Policy Justifying Position: 365.004MSS Hospital Workplace and Patient Safety and Weapons;
345.008MSS Improving the Intersection Between Law Enforcement and the Mentally Ill; 440.054MSS
Increase Advocacy and Research into the Effects of Police Brutality on Public Health Outcomes; formal
support for H-145.997 Firearms as a Public Health Problem in the United States - Injuries and Death;
515.002MSS Physicians and Other Health Care Personnel as Targets of Threats, Harassment, and
Violence
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428 — Lead Contamination in Flint Water: Negligence

RESOLVED, That our American Medical Association advocate for hematological and neurodevelopmental
monitoring at established intervals for the children of Flint who are exposed to lead contaminated water
with resulting elevated blood lead levels (EBLL) so that they do not suffer delay in diagnosis of adverse
consequences of their lead exposure; and be it further

RESOLVED, That our AMA urge existing federal and state-funded programs to evaluate at-risk children to
expand services to provide automatic entry into early-intervention screening programs to assist in the
neurodevelopmental monitoring of exposed children with EBLL; and be it further

RESOLVED, That our AMA advocate for appropriate nutritional support for all Flint residents, but
especially exposed pregnant women, lactating mothers and exposed children. That support should
include Vitamin C, green leafy vegetables and other calcium sources so that their bodies will not be
forced to substitute lead for missing calcium as the children grow; and be it further

RESOLVED, That our AMA promote screening, diagnosis and treatment of lead exposure and iron
deficiency anemia in all Flint residents, especially women and children.

MSS Position: Support Resolveds 1, 2, and 4; oppose Resolved 3

MSS Policy Justifying Position: 440.057MSS Improving Detection, Awareness, and Prevention of Lead
Contamination in Water; 135.002MSS Environmental Protection; 170.001MSS Prevention & Health
Education

429 — Appropriate Labeling of Sleep Products for Infants

RESOLVED, That our American Medical Association adopt the following excerpted guidelines of the Safe
Infant Sleeping Environment Guidelines adapted from the American Academy of Pediatrics and the
Centers for Disease Control and Prevention (CDC), which read as follows:

- Avoid commercial devices marketed to reduce the risk of SIDS. These devices include wedges,
positioners, special mattresses, and special sleep surfaces. There is no evidence that these devices
reduce the risk of SIDS or suffocation or that they are safe.

- Media and manufacturers should follow safe-sleep guidelines in their messaging and advertising; and
be it further

RESOLVED, That our AMA advocate for the appropriate labeling of all infant sleep products that are not
in compliance with the American Academy of Pediatrics and the CDC “Safe Infant Sleeping Environment
Guidelines” to adequately warn consumers of the risks of product use.

- Media and manufacturers should follow safe-sleep guidelines in their messaging and advertising; and
be it further

RESOLVED, That our AMA advocate on the state and federal level for the appropriate labeling of all
infant sleep products that are not in compliance with the American Academy of Pediatrics and the CDC
“Safe Infant Sleeping Environment Guidelines” to adequately warn consumers of the risks of product
use.
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MSS Position: Support

MSS Policy Justifying Position: 245.003MSS Sudden Infant Death Syndrome; 10.003MSS Mandatory
Labeling for Waterbeds and Beanbag Furniture

431 - Funding for Zika Control and Research

RESOLVED, That our American Medical Association urge Congress to enact legislation, without further
delay, to provide increased and sufficient funding for research, prevention, control, and treatment of
ilinesses associated with the Zika virus commensurate with the public health emergency that the virus
poses without diverting resources from other essential health initiatives.

MSS Position: Support

MSS Policy Justifying Position: 440.046MSS Prevention of Mosquito Transmitted Diseases; 250.011MSS
Low Cost Drugs to Poor Countries During Times of Pandemic Health Crisis; Medical Student Involvement
in Disaster Medicine and Public Health Preparedness Planning and Response; 460.009MSS Support for
Increase in Federal Funding for the National Institutes of Health

Reference Committee E — Science and Technology
CSAPH Report 2 — Human and Environmental Effects of Light Emitting Diode (LED) Community Lighting

The Council on Science and Public Health recommends that the following statements be adopted, and
the remainder of the report filed.

1. That our American Medical Association (AMA) support the proper conversion to community-based
Light Emitting Diode (LED) lighting, which reduces energy consumption and decreases the use of fossil
fuels.

2. That our AMA encourage minimizing and controlling blue-rich environmental lighting by using the
lowest emission of blue light possible to reduce glare.

3. That our AMA encourage the use of 3000K or lower lighting for outdoor installations such as
roadways. All LED lighting should be properly shielded to minimize glare and detrimental human and
environmental effects, and consideration should be given to utilize the ability of LED lighting to be
dimmed for off-peak time periods.

MSS Position: Support

MSS Policy Justifying Position: 135.002MSS Environmental Protection; 135.005MSS Promotion of
Conservation Practices within the AMA; 135.012MSS Toward Environmental Responsibility; 135.013MSS
Statement of Sustainability Principles

CSAPH Report 3 — The Precision Medicine Initiative
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The Council on Science and Public Health recommends that the following statements be adopted and
the remainder of the report be filed.

1. That our American Medical Association work with the Precision Medicine Initiative (PMI) to gather
input from physicians to assist in the planning stages of the initiative and to improve awareness and
willingness to recruit patients as participants.

2. That our AMA encourage the PMI to develop resources that will assist physicians in understanding the
goals of the PMI, how to recruit and enroll patients, and how to best use the research results generated
by it.

3. That our AMA continue to advocate for improvements to electronic health record systems that will
enable interoperability and access while not creating additional burdens and usability challenges for
physicians.

MSS Position: Support

MSS Policy Justifying Position: 165.010MSS Development and Support of Prospective Personalized
Health Planning; 460.004MSS Human Genome Project; 200.019MSS Improving Genetic Testing and
Counseling Services in Hospitals and Healthcare Systems; 315.003MSS Enabling a Contiguous, National
Electronic Health Record Network; formal support for H-460.908 Genomic-Based Personalized Medicine;
formal support for D-478.994 Health Information Technology; formal support for D-478.995 National
Health Information Technology

CSAPH Report 5 — An Expanded Definition of Women’s Health

The Council on Science and Public Health recommends that the following statements be adopted in lieu
of Resolution 604-A-15 and the remainder of the report be filed.

1. That our American Medical Association (AMA) recognize the term “women’s health” as inclusive of all
health conditions for which there is evidence that women’s risks, presentations, and/or responses to
treatments are different from those of men, and encourage that evidence-based information regarding
the impact of sex and gender be incorporated into practice.

2. That Policy H-525.991, Inclusion of Women in Clinical Trials, be amended by addition to read as
follows:

1. 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; 2. supports the National Institutes of Health policy
requiring investigators to account for the possible role of sex as a biological variable in vertebrate animal

and human studies; and 3. encourages translation of important research results into practice.

3. That Policy H-525.988, Sex and Gender Differences in Medical Research, be reaffirmed.
MSS Position: Support

MSS Policy Justifying Position: 295.061MSS Support for Women's Health Training; 525.001MSS Inclusion
of Women in Clinical Trials
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502 — In-Flight Medical Emergencies

RESOLVED, That our American Medical Association work with the Federal Aviation Administration (FAA)
and other appropriate organizations to require airlines to provide a list of available in-flight medical
supplies in accessible locations; and be it further

RESOLVED, That our AMA work with the FAA and other appropriate organizations to facilitate the
creation of a centralized and standardized system to report all medical emergencies requiring assistance
from a medically-trained passenger or from ground-based communications; and be it further

RESOLVED, That our AMA work with the FAA and other appropriate organizations to ensure that a
routine process exists to verify functionality of medical equipment and medicines used for in-flight
medical emergencies.

MSS Position: Support

MSS Policy Justifying Position: 150.012MSS Allergic Reactions in Schools and Airplanes; formal support
for H-45.981 Improvement in US Airlines Aircraft Emergency Kits; formal support for H-45.979 Air Travel
Safety; formal support for H-45.978 In-flight Medical Emergencies

503 - Cost-Effective Technologies as a Solution to Wandering Patients with Alzheimer’s Disease and
Other Related Dementias

RESOLVED, That our American Medical Association support the use of evidence-based cost-effective
technologies with prior consent of patients or designated healthcare power of attorney, as a solution to
prevent, identify, and rescue missing patients with Alzheimer’s disease and other related dementias
with the help of appropriate allied specialty organizations.

MSS Position: Support

MSS Policy Justifying Position: 480.016MSS Implementation of Cost Effective Technologies as a Solution
to Wandering Patients with Alzheimer’s Disease and Other Related Disorders (HOD resolution is MSS-
authored)

504 — Conservation, Recycling and Environmental Stewardship

RESOLVED, That our American Medical Association encourage all health systems to facilitate effective
and robust recycling programs with a recommended goal of a 25% rate when feasible; and be it further

RESOLVED, That our AMA encourage all undergraduate and graduate medical education programs to
facilitate effective and robust recycling programs when feasible; and be it further

RESOLVED, That our AMA encourage health systems, medical schools, and graduate medical education
offices to evaluate their overall environmental impact, create goals for improvement and create a plan
and a timeline to meet those goals; and be it further
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RESOLVED, That our AMA support resources and incentives that aid and encourage hospital employees
and physicians who partake in environmentally conscientious activities (benefits for carpooling or taking
the bus, showers at work for biking/jogging to work, etc.).

MSS Position: Support

MSS Policy Justifying Position: 135.003MSS Recycling in the Medical Community; 135.006MSS Recycling;
135.013MSS Statement of Sustainability Principles; 135.005MSS Promotion of Conservation Practices
within the AMA; 135.002MSS Environmental Protection; 135.012MSS Toward Environmental
Responsibility

505 — Radon Testing in Rentals

RESOLVED, That our American Medical Association support transparency and disclosure in prior radon
testing, the most recent results of such testing, prior mitigation or remediation efforts, and other
relevant information to protect renters and tenants when entering into a lease.

MSS Position: Support

MSS Policy Justifying Position: 440.056MSS Radon Testing in Rentals

506 — Heart Disease and Women

RESOLVED, That oue American Medical Association and its partner organizations facilitate increased
awareness of heart disease in women; and be it further

RESOLVED, That our AMA support education on preventive measures for heart disease in women; and
be it further

RESOLVED, That our AMA encourage its members to foster increased comprehensive care of heart
disease as it is the number one cause of death in women; and be it further

RESOLVED, That our AMA promote research to address the gaps in knowledge related to coronary
pathophysiology, optimal diagnostic testing and imaging, and optimal pharmacologic and interventional
strategies; and be it further

RESOLVED, That our AMA encourage additional research to better understand the role of demographic,
socioeconomic, and psychological factors in the onset of heart disease in women.

MSS Position: Support

MSS Policy Justifying Position: 295.061MSS Support for Women's Health Training; 525.001MSS Inclusion
of Women in Clinical Trials

511 —Transparency in Television Advertising of Unregulated Medications and Medical Devices
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RESOLVED, That our American Medical Association adopt policy that all non-FDA-approved health care
related products advertised on all media that are promoted with respect to health conditions display the
following warning: “These statements have not been evaluated by the Food and Drug Administration.
This product is not intended to diagnose, treat, cure or prevent any disease.” This warning must be
prominently stated in print or voice throughout the advertisement for consideration by the consumer;
and be it further

RESOLVED, That it be American Medical Association policy that all advertisements for health care
related products not approved by the FDA include evidence-based information about the risks and
benefits of the product.

MSS Position: Support

MSS Policy Justifying Position: 105.001MSS Drug Advertising to the Public; 440.024MSS Advertising for
Herbal Supplements; 105.002MSS FDA Regulation of OTC Medication Advertising; 75.011MSS Informed
Consent with Regards to Advertising and Prescribing Contraceptives; formal support for H-105.988
Direct-to-Consumer (DTC) Advertising of Prescription Drugs and Implantable Devices

513 — Action to Address lllegal Methamphetamine Production

RESOLVED, That our American Medical Association supports: (1) a national ban on over-the-counter
sales of pseudoephedrine, ephedrine, phenylpropanolamine, and any other current or future products
that are able to be used to produce methamphetamine; and (2) the replacement of over-the-counter
products containing pseudoephedrine, ephedrine, phenylpropanolamine, and other like products used
to produce methamphetamine with their tamper- or meth-resistant counterparts; and be it further

RESOLVED, That our American Medical Association work with the pharmaceutical and retail industries to
encourage the voluntary removal of or requirement for a prescription for non-tamper-resistant
pseudoephedrine, ephedrine, phenylpropanolamine, and other like products from businesses that sell
such products over-the-counter until such time as a ban on the sale of these products is implemented.

MSS Position: Support

MSS Policy Justifying Position: 95.002MSS Methamphetamine Abuse

514 - Opposing Tax Deductions for Direct-to-Consumer Advertising

RESOLVED, That our American Medical Association oppose allowing costs for direct-to-consumer
advertising of prescription medications, medical devices, and controlled drugs to be considered
deductible business expenses for tax purposes.

MSS Position: Support

MSS Policy Justifying Position: 105.003MSS Opposing Tax Deductions for Direct To Consumer Advertising
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515 — NPS Report Distribution to Practicing Physicians

RESOLVED, That our American Medical Association distribute and promote the National Pain Strategy
report to practicing physicians.

MSS Position: Support

MSS Policy Justifying Position: 440.023MSS Support for a National Center on Pain Research; 270.009MSS
Protection for Physicians who Prescribe Pain Medication; 100.012MSS Support for the Use of Pain
Contracts; formal support for Education and Awareness of Opioid Pain Management Treatments,
Including Responsible Use of Methadone D-120.985; formal support for H-120.960 Protection for
Physicians Who Prescribe Pain Medication

517 — Cardiopulmonary Resuscitation (CPR) in Post-Acute and Long-Term Care

RESOLVED, That our American Medical Association further promulgate information to health care
professionals and consumers to promote informed decision-making about Cardiopulmonary
Resuscitation (CPR) by patients and their families.

MSS Position: Support

MSS Policy Justifying Position: 140.007MSS AMA-MSS Support of Advance Directives; 130.002MSS Use
of Automatic External Defibrillators; 245.001MSS Cardiopulmonary Resuscitation Training for Expectant
and New Parents; 295.083MSS Cardiopulmonary Resuscitation and Basic Life Support Training for First
Year Medical Students; 140.024MSS Encouraging Standardized Advance Directives Forms within States;
140.033MSS Addressing the Importance of Advance Directive Planning and Education for Medical
Students; formal support for D-140.976 Advance Health Care Directive; formal support for H-295.906
Cardiopulmonary Resuscitation and Basic Life Support Training for First-Year Medical Students

519 — Support for Hemorrhage Control Training

RESOLVED, That our American Medical Association encourage state medical and specialty societies to
promote the training of both lay public and professional responders in essential techniques of bleeding
control; and be it further

RESOLVED, That our AMA encourage, through state medical and specialty societies, the provision of
hemorrhage control kits (including pressure bandages, hemostatic dressings, tourniquets and gloves) for
law enforcement, fire, rescue and emergency medical personnel; and be it further

RESOLVED, That our AMA advocate for the inclusion of hemorrhage control supplies (including pressure
bandages, hemostatic dressings and tourniquets) on all commercial aircraft.

MSS Position: Support

MSS Policy Justifying Position: 145.001MSS Handgun Violence; 460.019MSS Removing Restrictions on
Federal Funding for Firearm Research; formal support for H-145.975 Firearm Safety and Research,
Reduction in Firearm Violence, and Enhancing Access to Mental Health Care; formal support for H-
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515.979 Violence as a Public Health Issue; H-145.997 Firearms as a Public Health Problem in the United
States - Injuries and Death

520 — Medical Marijuana Use in Women of Reproductive Age

RESOLVED, That our American Medical Association adopt the American College of Obstetrics and
Gynecology Committee on Obstetric Practice’s policies on marijuana use during pregnancy and lactation,
as follows:

1. Before and during pregnancy, all women should be asked about their use of tobacco, alcohol, other
drugs (including marijuana), and medications used for nonmedical reasons.

2. Women reporting marijuana use should be counseled about concerns regarding potential adverse
health consequences of use during pregnancy.

3. Women who are pregnant or contemplating pregnancy should be encouraged to avoid marijuana
use.

4. Pregnant women or women contemplating pregnancy should be encouraged to avoid use of
marijuana for medicinal purposes in favor of an alternative therapy for which there are better
pregnancy-specific safety data.

5. There are insufficient data to evaluate the effects of marijuana use on infants during lactation and
breastfeeding, and in the absence of such data, marijuana use is discouraged; and be it further

RESOLVED, That our AMA encourage continuing medical education for licensed physicians who certify
patients to use medicinal marijuana, include training about the risks of marijuana on reproduction,
pregnancy, and breastfeeding; and be it further

RESOLVED, That our AMA encourage physicians who certify patients to use medicinal marijuana counsel
women and men of reproductive age on the risks that marijuana use has on reproduction, pregnancy,
and breastfeeding; and be it further

RESOLVED, That our AMA encourage physicians who certify female patients to receive marijuana for
medical use to assess their patients’ pregnancy status and contraceptive method at each visit; and be it
further

RESOLVED, That our AMA request and recommend that appropriate scientific agencies proceed with
necessary research on the health effects of medicinal marijuana.

MSS Position: Support Resolved 5

MSS Policy Justifying Position: 95.008 MSS Cannabis and the Regulatory Void; 95.003MSS Marijuana:
Medical Use and Research

Reference Committee F — AMA Finance and Governance

BOT Report 1 —Annual Report
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MSS Position: Support

MSS Policy Justifying Position: None

BOT Report 4 — AMA 2017 Dues

The Board of Trustees recommends no change to the dues levels for 2017, that the following be adopted
and that the remainder of this report be filed:

Regular Members $ 420

Physicians in Their Second Year of Practice $ 315
Physicians in Military Service $ 280

Physicians in Their First Year of Practice $ 210
Semi-Retired Physicians $ 210

Fully Retired Physicians $ 84

Physicians in Residency Training $ 45

Medical Students $ 20

MSS Position: Support

MSS Policy Justifying Position: 655.031MSS Reevaluating AMA-MSS Membership Benefits; 655.025MSS
Increasing the Efficiency of Student Membership Application Processing

BOT Report 18 — Increasing Collaboration Between Physicians and the Public to Address Problems in
Health Care Delivery

The Board of Trustees recommends that AMA Policy H-160.904, “Increasing Collaboration Between
Physicians and the Public to Address Problems in Health Care Delivery,” be amended by substitution to
read as follows and that the remainder of the report be filed:

Our American Medical Association will continue to consider and implement the most strategic and
sustainable approaches to stay engaged with physician and non-physician stakeholders essential to our
endeavor to improve the delivery of quality medical care.

MSS Position: Support

MSS Policy Justifying Position: 270.022MSS Promoting Transparency to Stimulate Improved Quality;
295.167MSS Quality Improvement Education in Medical Schools and Residency Programs

Report of the House of Delegates Committee on Compensation of the Officers
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The Committee on Compensation of the Officers recommends that the following be adopted and the
remainder of the report filed.

1. That there be no changes to the Officers’ compensation for the period beginning July 1, 2016 through
June 30, 2017.

MSS Position: Support

MSS Policy Justifying Position: None

601 — Childcare at the AMA Meetings

RESOLVED, That our American Medical Association survey recent attendees of the AMA Section
meetings as well as the HOD on whether or not they have brought their children to AMA meetings and
on the desire and need for onsite childcare and report back on these results at the 2016 Interim
Meeting.

MSS Position: Support with amendment to survey all AMA members

MSS Policy Justifying Position: 60.021MSS Implementation and Funding of Childcare Services for
Patients; 295.057MSS Child Care Resource Information for Medical Students; 295.072MSS Emergency
Child Care

604 — Laymen’s Medical Advice Policy

RESOLVED, That our American Medical Association support a public campaign to promote patient
recognition that when seeking medical advice, they are best served through partnership with their
personal physician.

MSS Position: Support

MSS Policy Justifying Position: 140.030MSS Ethical Physician Conduct in the Media; 140.002MSS
Bioethical Determinations

608 — Including Medical Students in STEPS Forward to Prevent Burn Out and Promote STEPS Forward in
Medical Schools Nationwide

RESOLVED, That our American Medical Association modify the STEPS Forward program to include
medical students; and be it further

RESOLVED, That our AMA promote the STEPS Forward program as a tool to implement strategies to
prevent burnout in medical schools nationwide; and be it further

RESOLVED, That our AMA encourage medical students to promote the STEPS Forward program within
medical schools.

MSS Position: Support
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MSS Policy Justifying Position: 345.005MSS Increased Emphasis on Mental Health and Psychosocial
Support in Medical School Curriculum; 345.009MSS Implementation of an Annual Mental Health
Awareness and Suicide Prevention Program at Medical Schools; 295.001MSS Support Groups; formal
support for D-310.968 Physician and Medical Student Burnout

Reference Committee G — Medical Practice
CMS Report 5 — Virtual Supervision of “Incident to” Services

The Council on Medical Service recommends that the following be adopted in lieu of Resolution 713-A-
15, and that the remainder of the report be filed.

1. That our American Medical Association (AMA) supports pilot programs in the Medicare program to
enable virtual supervision of “incident to” services that require direct supervision if they abide by the
following principles:

a) The physician billing “incident to” must fulfill other requirements of direct supervision of “incident to”
services, including first seeing the patient and initiating the course of treatment, and providing
subsequent services at a rate that shows active participation in and management of the course of
treatment.

b) The extent of supervision provided by the physician should conform to the applicable medical
practice act in the state where the patient receives services.

c) Non-physician practitioners and employees providing “incident to” services must follow existing
requirements for the provision of “incident to” services, including abiding by state licensure laws and
state medical practice laws and requirements in the state in which the patient receives services.

d) The delivery of “incident to” services must be consistent with state scope of practice laws.

e) Virtual supervision of “incident to” services must require the supervising physician to be connected
through real-time audio and video technology with the room in which the “incident to” service is
provided, to ensure that the physician is immediately able to provide assistance and direction during the
provision of the service.

f) Virtual supervision of “incident to” services must follow evidence-based practice guidelines, to the
degree they are available, to ensure patient safety, quality of care and positive health outcomes.

g) Physicians providing virtual supervision of “incident to” services should visit the sites in person where
patients receive procedures from non-physician practitioners or employees.

h) Physicians providing virtual supervision of “incident to” services must establish protocols for
arranging for emergency services, including having an agreement with a physician at the site at which
“incident to” services are provided, to ensure the provision of immediate assistance.

i) Patients receiving “incident to” services that are virtually supervised must have access to the
certification, licensure and/or board certification qualifications of the health care practitioners who are
providing and supervising the care in advance of their visit.
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2. That our AMA encourages national medical specialty societies to develop best practices and protocols
for virtual supervision of “incident to” services, including specifying which services and procedures
would not qualify for this practice.

MSS Position: Support

MSS Policy Justifying Position: 480.001MSS Medical Technology Assessment; 480.010MSS Web-Based
Tele-Health Initiatives and Possible Interference with the Traditional Physician-Patient Relationship

CMS Report 7 — Prior Authorization Simplification and Standardization

The Council on Medical Service recommends that the following be adopted and that the remainder of
the report be filed:

1. That our American Medical Association (AMA) reaffirm Policies D-330.909 and D-320.988, which call
for study of the time burdens associated with administrative tasks such as prior authorization (PA).

2. That our AMA reaffirm Policies H-130.970, H-285.998, and H-320.968, which address the timeliness of
health plans’ responses to PA requests and prohibit PA requirements for emergency services.

3. That our AMA reaffirm Policy H-320.961, which calls for the AMA to support legislation or regulations
that would prevent the retrospective denial of payment for any services for which a physician previously
obtained PA.

4. That our AMA reaffirm Policies H-320.944 and Policy H-160.906, which call for the AMA to support the
adoption of standard electronic transactions to facilitate PA automation.

5. That our AMA address the negative impact of medication step therapy programs on patient access to
needed treatment by supporting state legislation that places limitations and restrictions around the use
of such programs and their interference with a physician’s best clinical judgement.

6. That our AMA, in collaboration with state medical associations and national medical specialty
societies and relevant patient groups, create a set of best practices for PA and possible alternative
approaches to utilization control; advocate that accreditation organizations include these concepts in
their program criteria; and urge health plans to abide by these best practices in their PA programs and
to pilot PA alternative programs.

MSS Position: Support

MSS Policy Justifying Position: 120.012MSS Prior Authorization Reform; 95.010MSS Eliminating “Fail
First” Policy in Addiction Treatment

702 — Study of Current Trends in Clinical Documentation

RESOLVED, That our American Medical Association study how modern clinical documentation
requirements, methodologies, systems, and standards have affected the quality and content of clinical
documentation; and be it further
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RESOLVED, That our AMA study current practices for clinical documentation training for physicians as
well as in graduate and undergraduate medical education.

MSS Position: Support

MSS Policy Justifying Position: 165.018MSS Study of Current Trends in Clinical Documentation (HOD
resolution is MSS-authored)

703 — Voluntary Reporting of Complications from Medical Tourism

RESOLVED, That our American Medical Association ask the appropriate organizations to maintain a de-
identified database for the voluntary reporting of outcomes resulting from medical procedures
performed abroad.

MSS Position: Support

MSS Policy Justifying Position: 250.025MSS Voluntary Reporting of Complications from Medical Tourism
(HOD resolution is MSS-authored)

704 — Stem Cell Tourism

RESOLVED, That our AMA (1) study best practices for physicians to advise patients seeking to engage in
stem cell tourism and how to guide them in risk assessment; and (2) encourage further research on stem
cell tourism, and urge physicians to educate themselves on these issues.

MSS Position: Support

MSS Policy Justifying Position: 170.017MSS Stem Cell Tourism (HOD resolution is MSS-authored)

712 — Remove Pricing Barriers to Treatment for Hepatitis C (HCV)

RESOLVED, That our American Medical Association advocate with Congress and federal agencies, for any
necessary combination of legislation, regulation, negotiation with the pharmaceutical industry, and
federal subsidies, to lower the cost of treatment for all Americans infected with Hepatitis C virus using
highly effective oral medications, to a price level that would make treatment affordable and accessible.

MSS Position: Support

MSS Policy Justifying Position: 440.040MSS Increased Advocacy for Hepatitis C Virus Education,
Prevention, Screening, and Treatment; 100.014MSS Drug Pricing Reform; formal support for H-110.988
Controlling the Skyrocketing Costs of Generic Prescription Drugs; formal support for H-110.996 Cost of
Prescription Drugs
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Reference Committee on Constitution and Bylaws
BOT Report 7 — Supporting Autonomy for Patients with Differences of Sex Development

The Board of Trustees recommends that the following be adopted in lieu of Resolution 3-A-16 and the
remainder of this report be filed:

That our American Medical Association support optimal management of DSD through individualized,
multidisciplinary care that: (1) seeks to foster the well-being of the child and the adult he or she will
become; (2) respects the rights of the patient to participate in decisions and, except when life-
threatening circumstances require emergency intervention, defers medical or surgical intervention until
the child is able to participate in decision making; and (3) provides psychosocial support to promote
patient and family well-being.

MSS Position: Support

MSS Policy Justifying Position: 245.020MSS Supporting Autonomy for Patients with Differences of Sex
Development

CEJA Report 1 — Collaborative Care

In light of the foregoing analysis, the Council on Ethical and Judicial Affairs recommends that the
following be adopted and the remainder of this report be filed:

In health care, teams that collaborate effectively can enhance the quality of care for individual patients.
By being prudent stewards and delivering care efficiently, teams also have the potential to expand
access to care for populations of patients. Such teams are defined by their dedication to providing
patient-centered care, protecting the integrity of the patient-physician relationship, sharing mutual
respect and trust, communicating effectively, sharing accountability and responsibility, and upholding
common ethical values as team members.

An effective team requires the vision and direction of an effective leader. In medicine, this means having
a clinical leader who will ensure that the team as a whole functions effectively and facilitates decision-
making. Physicians are uniquely situated to serve as clinical leaders. By virtue of their thorough and
diverse training, experience, and knowledge, physicians have a distinctive appreciation of the breadth of
health issues and treatments that enables them to synthesize the diverse professional perspectives and
recommendations of the team into an appropriate, coherent plan of care for the patient.

As leaders within health care teams, physicians individually should:
(a) Model ethical leadership by:

(i) understanding the range of their own and other team members' skills and expertise and roles
in the patient's care;

(ii) clearly articulating individual responsibilities and accountability;

(iii) encouraging insights from other members and being open to adopting them; and
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(iv) mastering broad teamwork skills.

(b) Promote core team values of honesty, discipline, creativity, humility, and curiosity and commitment
to continuous improvement.

(c) Help clarify expectations to support systematic, transparent decision making.

(d) Encourage open discussion of ethical and clinical concerns and foster a team culture in which each
member’s opinion is heard and considered and team members share accountability for decisions and
outcomes.

(e) Communicate appropriately with the patient and family and respect their unique relationship as
members of the team.

As leaders within health care institutions, physicians individually and collectively should:

(f) Advocate for the resources and support health care teams need to collaborate effectively in providing
high-quality care for the patients they serve, including education about the principles of effective
teamwork and training to build teamwork skills.

(g) Encourage their institutions to identify and constructively address barriers to effective collaboration.

(h) Promote the development and use of institutional policies and procedures, such as an institutional
ethics committee or similar resource, to address constructively conflicts within teams that adversely
affect patient care.

MSS Position: Support

MSS Policy Justifying Position: 160.014MSS Recognizing the Important Role of Physician Extenders in the
Multidisciplinary Patient Care Team; 385.002MSS The Patient-Centered Medical Home Concept;
295.177MSS Shared Decision-Making in Medical Education; formal support for H-160.919 Principles of
the Patient-Centered Medical Home

001 — Support for the Decriminalization and Treatment of Suicide Attempts Amongst Military Personnel

RESOLVED, That our American Medical Association support efforts to decriminalize suicide attempts in
the military; and be it further

RESOLVED, That our AMA support efforts to provide treatment for survivors of suicide attempt in lieu of
punishment in the military.

MSS Position: Support

MSS Policy Justifying Position: 340.010MSS Support for the Decriminalization and Treatment of Suicide
Attempts Amongst Military Personnel (HOD resolution is MSS-authored)

002 — Living Organ Donation at the Time of Imminent Death
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RESOLVED, That our American Medical Association study the implications of the removal of barriers to
living organ donation at the time of imminent death.

MSS Position: Support

MSS Policy Justifying Position: 370.017MSS Living Organ Donation at the Time of Imminent Death (HOD
resolution is MSS-authored)

003 — Study of the Current Uses and Ethical Implications of Expanded Access Programs

RESOLVED, That our American Medical Association study the implementation of expanded access
programs, accelerated approval mechanisms, and payment reform models meant to increase access of
experimental therapies; and be it further

RESOLVED, That our AMA study the ethics of expanded access programs, accelerated approval
mechanisms, and payment reform models meant to increase access of experimental therapies.

MSS Position: Support

MSS Policy Justifying Position: 140.032MSS Study of the Current Uses and Ethical Implications of
Expanded Access Programs (HOD resolution is MSS-authored)

004 — Addressing Patient Spirituality in Medicine

RESOLVED, That our American Medical Association support inquiry into, as well as discussion and
consideration of, individual patient spirituality as an important component of health; and be it further

RESOLVED, That our AMA encourage expanded patient access to spiritual care services and resources
beyond trained healthcare professionals.

MSS Position: Support

MSS Policy Justifying Position: 65.021MSS Addressing Patient Spirituality in Medicine (HOD resolution is
MSS-authored)

005 — No Compromise on Anti-Female Genital Mutilation Policy

RESOLVED, That our American Medical Association reaffirm its policy against female genital mutilation
(FGM); and be it further

RESOLVED, That, due to the public debate in 2016 over whether the medical community sanctions a
proposed ‘nicking procedure,” our AMA must further clarify its current position on FGM to explicitly
state that our AMA condemns any and all ritual procedures including, but not limited to, ‘nicking’ or
‘genital alteration’ procedures done to the genitals of women and girls; and be it further

RESOLVED, That our AMA, on behalf of the medical community, actively advocate against the practice of
FGM in all its forms (including the recently proposed ‘nicking’ and ‘alteration’ procedures) and
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effectively add the voice of America’s physicians to the voices of many anti-FGM human rights activists
and their organizations which advocate for the survivors and victims of FGM; and be it further

RESOLVED, That our AMA partner in this public advocacy with reputable anti-FGM activists and survivors
including, but not limited to, Jaha Dukureh of the Tahirih Justice Center, Waris Dirie of Desert Flower
Foundation, Layla Hussein of the Maya Center and the Dahlia Project, and Nimco Ali of the Daughters of
Eve or Safe Hands for Girls to name a few; and be it further

RESOLVED, That our AMA educate its membership and the American public about the harm of FGM
prominently through its website and provide resources about the ethics and medical harm of any and all
forms of FGM.

MSS Position: Support

MSS Policy Justifying Position: 525.002MSS Surgical Modification of Female Genitalia

008 — Blood Donor Deferral Criteria
RESOLVED, That our AMA amend AMA policy H-50.973 by addition and deletion to read as follows:
Blood Donor Deferral Criteria H-50.973

AMA: (1) supports the use of rational, scientifically-based blood and tissue donation deferral
periods that are fairly and consistently applied to donors according to their levelef individual
risk; and (2) opposes the-currentdifetime a deferral on blood and tissue donations from men
who have sex with men not based in science; and (3) supports research into Individual Risk
Assessment criteria for blood donation.

RESOLVED, That our AMA advocate for the elimination of current deferral policy and ask the Food and
Drug Administration to develop recommendations for Individual Risk Assessment during the public
commentary period.

MSS Position: Support

MSS Policy Justifying Position: 50.004MSS Blood Donor Deferral Criteria Revisions (HOD resolution is
MSS-authored)

Reference Committee B — Legislative Advocacy
BOT Report 2 — AMA Support for State Medical Societies’ Efforts to Implement MICRA-type Legislation

The Board of Trustees recommends that the following be adopted in lieu of Resolution 214-1-15 and that
the remainder of the report be filed.

1. That our American Medical Association (AMA) reaffirm Policy H-435.967, “Report of the Special Task
Force and the Advisory Panel on Professional Liability.”
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2. That our AMA support the efforts of interested state medical associations to defeat efforts to replace
a state medical liability system with a no-fault liability or Patient Compensation System.

MSS Position: Support Resolved 1, oppose Resolved 2

MSS Policy Justifying Position: 435.004MSS A No-Fault Professional Liability System; 435.010MSS
Quantifying Medical Tort Reform; formal support for H-435.967 Report of the Special Task Force and the
Advisory Panel on Professional Liability; formal support for D-435.984 Tort Reform

201 — Removing Restrictions on Federal Funding for Firearm Violence Research

RESOLVED, That our American Medical Association provide an informational report on recent and
current organizational actions taken on our existing AMA policies (e.g. H-145.997) regarding removing
the restrictions on federal funding for firearms violence research, with additional recommendations on
any ongoing or proposed upcoming actions.

MSS Position: Support

MSS Policy Justifying Position: 460.019MSS Removing Restrictions on Federal Funding for Firearm
Research (HOD resolution is MSS-authored)

202 — Inclusion of Sexual Orientation and Gender Identity Information in Electronic Health Records

RESOLVED, That our American Medical Association advocate for inclusion of sexual orientation and
gender in electronic health records (EHRs).

MSS Position: Support

MSS Policy Justifying Position: 315.005MSS Promoting Inclusive Gender, Sex, and Sexual Orientation
Options on Medical Documentation

203 — Universal Prescriber Access to Prescription Drug Monitoring Programs

RESOLVED, That our American Medical Association support legislation and regulatory action that would
authorize all prescribers of controlled substances, including residents, to have access to their state
prescription drug monitoring program.

MSS Position: Support

MSS Policy Justifying Position: Caucus vote taken to support (2/3); 120.009MSS Restrictions on Use of
Physician Prescribing Data for Commercial Purposes

205 — AMA Study of the Affordable Care Act
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RESOLVED, That our American Medical Association study, and using our extensive HOD policy, identify
what needs to be changed/fixed with the ACA; and be it further

RESOLVED, That our AMA compile a policy compendium of AMA HOD Policy or links to that policy, to
provide to legislators, think tanks, and the public with reliable accurate ideas and knowledge; and be it
further

RESOLVED, That a comprehensive report on how to change and improve the ACA be presented back to
the House of Delegates at the 2017 Annual Meeting.

MSS Position: Support

MSS Policy Justifying Position: 165.007MSS Steps in Advancing towards Affordable Universal Access to
Health Insurance; 165.009MSS Evaluation of the Principles of the Health Care Access Resolution;
165.012MSS Covering the Uninsured as AMA’s Top Priority; 165.015MSS Maintaining Insurance
Coverage and Empowering State Choice; 165.004MSS Health Insurance Premium Subsidies for
Affordable Universal Coverage

206 — Advocacy and Studies on Affordable Care Act Section 1332 (State Innovation Waivers)

RESOLVED, That our American Medical Association advocate that the “deficit-neutrality” component of
the current HHS rule for Section 1332 waiver qualification be considered only on long-term, aggregate
cost savings of states’ innovations as opposed to having costs during any particular year, including in
initial “investment” years of a program, reduce the ultimate likelihood of waiver approval; and be it
further

RESOLVED, That our AMA study reforms that can be introduced under Section 1332 of the Affordable
Care Act in isolation and/or in combination with other federal waivers to improve healthcare benefits,
access and affordability for the benefit of patients, healthcare providers and states, and encourages
state societies to do the same.

MSS Position: Support

MSS Policy Justifying Position: 270.030MSS Advocacy and Studies on ACA Section 1332 (State Innovation
Waivers) to Improve States’ Abilities to Innovate and Improve Healthcare Benefits, Access and
Affordability (HOD resolution is MSS-authored)

209 — Affordable Care Act Revisit

RESOLVED, That our American Medical Association House of Delegates no longer support the Affordable
Care Act (ACA) in its current form and to work for replacement or substantial revision of the act to
include these changes:

- Allowing health insurance to be sold across state lines

- Allowing all businesses to self-insure and to purchase insurance through business health plans or
association health plans
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- Improving the individual mandate with a refundable tax credit that would be used to purchase health
insurance

- Improving health-related savings accounts so as to help ACA insureds afford their higher deductibles
and co-pays

- Reversing cuts to traditional Medicare and Medicare Advantage programs

- Encouraging states to develop alternatives to Medicaid by using federal funds granted under provisions
of the ACA

- Eliminating all exemptions, loopholes, discounts, subsidies and other schemes to be fair to those who
cannot access such breaks in their insurance costs; and be it further

RESOLVED, That our AMA maintain the following provisions to the ACA if it is replaced:
- Full coverage of preventive services

- Family insurance coverage of children living in a household until age 26

- Elimination of lifetime benefit caps

- Guaranteed insurability

MSS Position: Oppose

MSS Policy Justifying Position: 165.007MSS Steps in Advancing towards Affordable Universal Access to
Health Insurance; 165.009MSS Evaluation of the Principles of the Health Care Access Resolution;
165.012MSS Covering the Uninsured as AMA’s Top Priority; 165.019MSS Protecting Patient Access to
Health Insurance and Affordable Care; 165.015MSS Maintaining Insurance Coverage and Empowering
State Choice; 165.004MSS Health Insurance Premium Subsidies for Affordable Universal Coverage;
160.022MSS Reducing Barriers to Preventive Health Care Delivery and Compensation; formal support for
H-165.848 Individual Responsibility To Obtain Health Insurance; formal support for H-165.855 Medical
Care for Patients with Low Incomes

212 - Promoting Inclusive Gender, Sex, and Sexual Orientation Options on Medical Documentation

RESOLVED, That our American Medical Association support the inclusion of a patient’s biological sex,
gender identity, sexual orientation, preferred gender pronoun(s), and (if applicable) surrogate
identifications in medical documentation and related forms in a culturally-sensitive and voluntary
manner; and be it further

RESOLVED, That our AMA advocate for collection of patient data that is inclusive of sexual
orientation/gender identity for the purposes of research into patient health.

MSS Position: Support

MSS Policy Justifying Position: 315.005MSS Promoting Inclusive Gender, Sex, and Sexual Orientation
Options on Medical Documentation (HOD resolution is MSS-authored)
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214 - Firearm-Related Injury and Death: Adopt a Call to Action

RESOLVED, That our American Medical Association endorse the specific recommendations made by an
interdisciplinary, inter-professional group of leaders from the American Academy of Family Physicians,
American Academy of Pediatrics, American College of Emergency Physicians, American Congress of
Obstetricians and Gynecologists, American College of Physicians, American College of Surgeons,
American Psychiatric Association, American Public Health Association, and the American Bar Association
in the publication “Firearm-Related Injury and Death in the United States: A Call to Action From 8 Health
Professional Organizations and the American Bar Association,” which is aimed at reducing the health
and public health consequences of firearms and lobby for their adoption.

MSS Position: Support

MSS Policy Justifying Position: 145.001MSS Handgun Violence; 145.012MSS Use of Individualized
Violence Risk Assessments in Reporting of Mental Health Professionals for Firearm Background Checks;
145.013MSS Strengthening our Gun Policies on Background Checks and the Mentally Ill; 270.004MSS
Policy on the "Gag Rule”; 145.004MSS Prevention of Unintentional Firearm Accidents in Children;
145.011MSS Gun Safety Counseling in Undergraduate Medical Education; formal support for H-145.975
Firearm Safety and Research, Reduction in Firearm Violence, and Enhancing Access to Mental Health
Care; formal support for H-145.997 Firearms as a Public Health Problem in the United States - Injuries
and Death; formal support for H-145.984 Data on Firearm Deaths and Injuries; formal support for D-
145.999 Epidemiology of Firearm Injuries

215 — Parental Leave

RESOLVED, That our American Medical Association study the health implications among patients if the
United States were to modify one or more of the following aspects of the Family and Medical Leave Act:

- a reduction in the number of employees from 50 employees;
- anincrease in the number of covered weeks from 12 weeks; and
- creating a new benefit of paid parental leave.

RESOLVED, That our AMA study the effects of FMLA expansion on physicians in varied practice
environments.

MSS Position: Support

MSS Policy Justifying Position: 270.032 Paid Parental Leave; 270.003MSS Broadening Access to Paid
Family Leave to Improve Health Outcomes and Health Disparities; 310.049MSS Equal Paternal and
Maternal Leave for Medical Residents

223 — Emergency Post Election Support for Principles of the Patient Protection and Affordable Care Act
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RESOLVED, That our American Medical Association make a public statement that any health care reform
legislation considered by Congress ensure continued improvement in patient access to care and patient
health insurance coverage by maintaining:

1) Guaranteed insurability, including those with pre-existing conditions, without medical underwriting,
2) Income-dependent tax credits to subsidize private health insurance for eligible patients,

3) Federal funding for the expansion of Medicaid to 138% of the federal poverty level in states willing to
accept expansion, as per current AMA policy (D-290.979),

4) Maintaining dependents on family insurance plans until the age of 26,

5) Coverage for preventive health services,

6) Medical loss ratios set at no less than 85% to protect patients from excessive insurance costs.
MSS Position: Support

MSS Policy Justifying Position: 165.019MSS Protecting Patient Access to Health Insurance and Affordable
Care; 165.007MSS Steps in Advancing towards Affordable Universal Access to Health Insurance;
165.009MSS Evaluation of the Principles of the Health Care Access Resolution; 165.012MSS Covering the
Uninsured as AMA’s Top Priority; 165.015MSS Maintaining Insurance Coverage and Empowering State
Choice; 165.004MSS Health Insurance Premium Subsidies for Affordable Universal Coverage;
160.022MSS Reducing Barriers to Preventive Health Care Delivery and Compensation; formal support for
H-165.848 Individual Responsibility To Obtain Health Insurance; formal support for H-165.855 Medical
Care for Patients with Low Incomes

224 — Protecting Patient Access to Health Insurance and Affordable Care

RESOLVED, That our American Medical Association advocate that any health care reform legislation
considered by Congress ensures continued improvement in patient access to care and patient health
insurance coverage by maintaining: (1) Guaranteed insurability, including those with pre-existing
conditions, without medical underwriting, (2) Income-dependent tax credits to subsidize private health
insurance for eligible patients, (3) Federal funding for the expansion of Medicaid to 138% of the federal
poverty level in states willing to accept expansion, as per current AMA policy (D-290.979), (4)
Maintaining dependents on family insurance plans until the age of 26, (5) Coverage for preventive
health services, (6) Medical loss ratios set at no less than 85% to protect patients from excessive
insurance costs; and (7) Coverage for mental health and substance use disorder services at parity with
medical and surgical benefits.

MSS Position: Support

MSS Policy Justifying Position: 165.019MSS Protecting Patient Access to Health Insurance and Affordable
Care (HOD resolution is MSS-authored)

226 — Continuing AMA Advocacy on the Patient Protection and Affordable Care Act
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RESOLVED, That our American Medical Association actively and in a timely manner engage the new
Administration in discussions about the future of the Patient Protection and Affordable Care Act,
emphasizing the AMA’s body of policy on health system reform.

MSS Position: Support

MSS Policy Justifying Position: 165.019MSS Protecting Patient Access to Health Insurance and Affordable
Care; 165.007MSS Steps in Advancing towards Affordable Universal Access to Health Insurance;
165.009MSS Evaluation of the Principles of the Health Care Access Resolution; 165.012MSS Covering the
Uninsured as AMA'’s Top Priority; 165.015MSS Maintaining Insurance Coverage and Empowering State
Choice; 165.004MSS Health Insurance Premium Subsidies for Affordable Universal Coverage

Reference Committee C — Medical Education
CME Report 1 — Access to Confidential Health Services for Medical Students and Physicians

The Council on Medical Education therefore recommends that the following recommendations be
adopted in lieu of Resolutions 901-1-15, 913-I-15, and 304-A-16, and the remainder of the report be
filed.

1. That our American Medical Association (AMA) ask the Liaison Committee on Medical Education,
Commission on Osteopathic College Accreditation, American Osteopathic Association, and Accreditation
Council for Graduate Medical Education to encourage medical schools and residency/fellowship
programs, respectively, to:

1) Provide or facilitate the immediate availability of urgent and emergent access to low-cost,
confidential health care and mental health counseling services that: a) include appropriate
follow-up; b) are outside the trainees’ grading and evaluation pathways; and c) are available
(based on patient preference and need for assurance of confidentiality) in reasonable proximity
to the education/training site, at an external site, or through telemedicine or other virtual,
online means;

2) Ensure that residency/fellowship programs are abiding by all duty hour restrictions, as these
regulations exist in part to ensure the mental and physical health of trainees;

3) Encourage and promote routine health screening among medical students and
resident/fellow physicians, and consider designating some segment of already-allocated
personal time off (if necessary, during scheduled work hours) specifically for routine health
screening and preventive services, including physical, mental, and dental care; and

4) Remind trainees and practicing physicians to avail themselves of any needed resources, both
within and external to their institution, to provide for their mental and physical health and well-
being, as a component of their professional obligation to ensure their own fitness for duty and
the need to prioritize patient safety and quality of care by ensuring appropriate self-care, not
working when sick, and following generally accepted guidelines for a healthy lifestyle.
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2. That our AMA urge state medical boards to accept “safe haven” non-reporting for physicians seeking
licensure or relicensure who are undergoing treatment for mental health issues, to help ensure
confidentiality of such treatment for the individual physician while providing assurance of patient safety.

3. That Policy H-345.973, “Mental Health Services for Medical Students and Resident and Fellow
Physicians,” be amended by addition and deletion, as follows.

Medical and Mental Health Services for Medical Students and Resident and Fellow Physicians

Our AMA promotes the availability of timely, confidential, accessible, and affordable medical
and mental health services for medical students and resident and fellow physicians, to include
needed diagnostic, preventive, and therapeutic services. Information on where and how to
access these services should be readily available at all education/training sites, and these
services should be provided at sites in reasonable proximity to the sites where the
education/training takes place.

4. That Policy H-295.872, “Expansion of Student Health Services,” be rescinded, as it is (in part) already
reflected in current LCME standards and (in part) now incorporated into Policy H-345.973, Mental
Health Services for Medical Students and Resident and Fellow Physicians.

5. That Policy D-405.992, “Physician Health and Wellness,” and D-405.996, “Physician Well-Being and
Renewal,” be rescinded, as these directives have been accomplished, are superseded by other policy, or
are no longer relevant.

6. That Policy D-405.983, “Medical Students and Residents as Patients,” be rescinded, as having been
fulfilled by this report.

MSS Position: Support with amendment- “That our AMA encourage medical schools to create mental
health awareness and suicide prevention screening programs that would: 1) be available to all medical
students on an opt-out basis, 2) ensure anonymity, confidentiality, and protection from
administration, 3) provide proactive intervention for identified at-risk students by mental health
professionals, and 4) educate students and faculty about personal mental health and factors that may
contribute to suicidal ideation.”

MSS Policy Justifying Position: 345.009MSS Implementation of an Annual Mental Health Awareness and
Suicide Prevention Program at Medical Schools; 140.031MSS Accommodations for Treatment of Medical
Students and Resident; 345.004MSS Stigmatization of Mental Health Disorders within the Medical
Profession; 345.007MSS Improving Physician Mental Health and Reducing Stigma through Revision of
Medical Licensure Applications; 315.002 MSS Privacy of Student Electronic Medical Records at Medical
School Affiliated Hospitals; 295.164MSS Medical Student Access to Comprehensive Mental Health and
Substance Abuse Treatment; 295.137MSS Expansion of Student Health Services

302 — Protecting the Rights of Breastfeeding Resident and Fellows

RESOLVED, That our American Medical Association work with appropriate bodies, such as the
Accreditation Council for Graduate Medical Education (ACGME), to mandate language in housestaff
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manuals or similar policy references of all training programs on the protected time and locations for milk
expression and storage of breast milk; and be it further

RESOLVED, That our AMA work with appropriate bodies, such as the ACGME and the Association of
American Medical Colleges, to include language related to the learning and work environments for
breast feeding mothers in regular program reviews.

MSS Position: Support

MSS Policy Justifying Position: 245.002MSS AMA Support for Breastfeeding; 245.013MSS Promoting
Breastfeeding in Hospitals; 270.017MSS Support for Legislation for Businesses to Provide Breastfeeding
Employees Time, Facilities and Equipment for Breastfeeding; formal support for H-245.982 AMA Support
for Breastfeeding

303 — Primary Care and Mental Health Training in Residency

RESOLVED, That our American Medical Association advocate for the incorporation of integrated mental
health and primary care services into existing psychiatry and primary care training programs’ clinical
settings; and be it further

RESOLVED, That our AMA encourage primary care and psychiatry residency training programs to create
and expand opportunities for residents to obtain clinical experience working in an integrated mental
health and primary care model, such as the collaborative care model; and be it further

RESOLVED, That our AMA advocate for appropriate reimbursement to support the practice of integrated
physical and mental health care in clinical care settings.

MSS Position: Support

MSS Policy Justifying Position: 345.003MSS Improving Pediatric Mental Health Screening; 345.005MSS
Increased Emphasis on Mental Health and Psychosocial Support in Medical School Curriculum

304 — Improving Access to Care and Health Outcomes

RESOLVED, That our American Medical Association support training opportunities for students and
residents to learn cultural competency from community health workers.

MSS Position: Support

MSS Policy Justifying Position: 200.018MSS Incorporating Community Health Workers into the U.S.
Health Care System; 295.081MSS Promoting Culturally Competent Health Care

305 - Privacy Personal Use and Funding of Mobile Devices
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RESOLVED, That our American Medical Association encourage further research in integrating mobile
devices in clinical care, particularly to address challenges of reducing work burden while maintain clinical
autonomy for residents and fellows; and be it further

RESOLVED, That our AMA collaborate with the Accreditation Council for Graduate Medical Education to
develop germane policies, especially with consideration of potential financial burden and personal
privacy of trainees, to ensure a more uniform regulation of mobile devices in medical education and
clinical training; and be it further

RESOLVED, That our AMA encourage medical schools and residency programs to educate all trainees on
proper hygiene and professional guidelines in using personal devices in clinical environment.

MSS Position: Support Resolved 1

MSS Policy Justifying Position: 480.017MSS Secure Text Messaging Between Healthcare Providers;
480.001MSS Medical Technology Assessment; 480.009MSS Safe, Effective Smartphone Applications;
480.012MSS Preserving the Role of Physicians and Patients in the Evolution of Health Information
Technology; 480.013MSS The Role of Medical Students in the Development of Health Information
Technology

308 — Promoting and Reaffirming Domestic Medical School Clerkship Education

RESOLVED, That our AMA pursue legislative and/or regulatory avenues that promote the regulation of
the financial compensation which medical schools can provide for clerkship positions in order to
facilitate fair competition amongst medical schools and prevent unnecessary increases in domestically-
trained medical student debt; and be it further

RESOLVED, That our AMA support the expansion of partnerships of foreign medical schools with
hospitals in regions which lack local medical schools in order to maximize the cumulative clerkship
experience for all students; and be it further

RESOLVED, That our AMA reaffirm policies D-295.320, D-295.931, and D-295.937.
MSS Position: Support

MSS Policy Justifying Position: 295.187MSS Promoting and Reaffirming Domestic Medical School
Clerkship Education (HOD resolution is MSS-authored)

312 - Eliminating the Tax Liability for Payment of Student Loans

RESOLVED, That our American Medical Association work with the Internal Revenue Service to eliminate
the tax liability when private employers provide the funds to repay student loans for physicians who
agree to work in an underserved area.

MSS Position: Support
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MSS Policy Justifying Position: 305.001MSS Medical Student Loan Program; 305.003MSS Loan
Forgiveness Program; 305.008 MSS Voluntary Service-Payback Programs; 305.077MSS Increasing Public
Service Opportunities for Specialists; 305.080MSS Novel Mechanism to Reduce Medical Student Debt

Reference Committee F — Finance and Governance
CLRPD Report 1 — Minority Affairs Section and Integrated Physician Practice Section, Five-Year Reviews

The Council on Long Range Planning and Development recommends that our American Medical
Association renew delineated section status for the Minority Affairs Section and the Integrated Physician
Practice Section through 2021 with the next review no later than the 2021 Interim Meeting and that the
remainder of this report be filed.

MSS Position: Support

MSS Policy Justifying Position: 295.005MSS Availability of Medical Education; 350.001MSS Minority and
Disadvantaged Medical Student Recruitment and Retention Programs; 350.003MSS Minority
Representation in the Medical Profession; 350.011MSS Continued Support for Diversity in Medical
Education; formal support for H-350.979 Increase the Representation of Minority and Economically
Disadvantaged Populations in the Medical Profession; formal support for D-200.985 Strategies for
Enhancing Diversity in the Physician Workforce

602 — Equality

RESOLVED, That all future meetings and conferences organized and/or sponsored by our American
Medical Association, not yet contracted, only be held in towns, cities, counties, and states that do not
have discriminatory policies based on race, color, religion, ethnic origin, national origin, language, creed,
sex, sexual orientation, gender, gender identity and gender expression, disability, or age.

MSS Position: Support referral

MSS Policy Justifying Position: Caucus vote taken to support referral (2/3); 65.002MSS
Nondiscrimination Based on Sexual Orientation

603 — Support a Study on the Minimum Competencies and Scope of Medical Scribe Utilization

RESOLVED, That our American Medical Association partner with The Joint Commission and other
stakeholders to study the minimum skills and competencies required of a medical scribe regarding
documentation performance and clinical boundaries of medical scribe utilization.

MSS Position: Support

MSS Policy Justifying Position: 275.012MSS Support A Study on the Minimum Competencies and Scope
of Medical Scribe Utilization (HOD resolution is MSS-authored)
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Reference Committee J — Medical Service, Medical Practice, and Insurance
CMS Report 1 — Infertility Benefits for Veterans

The Council on Medical Service recommends that the following be adopted in lieu of Resolution 223-I-15
and that the remainder of the report be filed:

1. That our American Medical Association (AMA) support lifting the congressional ban on the
Department of Veterans Affairs (VA) from covering in vitro fertilization (IVF) costs for veterans who have
become infertile due to service-related injuries.

2. That our AMA encourage interested stakeholders to collaborate in lifting the congressional ban on the
VA from covering IVF costs for veterans who have become infertile due to service-related injuries.

3. That our AMA encourage the Department of Defense (DOD) to offer service members fertility
counseling and information on relevant health care benefits provided through TRICARE and the VA at
pre-deployment and during the medical discharge process.

4. That our AMA support efforts by the DOD and VA to offer service members comprehensive health
care services to preserve their ability to conceive a child and provide treatment within the standard of
care to address infertility due to service-related injuries.

MSS Position: Support

MSS Policy Justifying Position: 520.005MSS Ensuring High Quality Care for All Veterans and Their
Families; formal support for H-510.985 Access to Health Care for Veterans; formal support for H-510.991
Veterans Administration Health System

CMS Report 2 — Health Care while Incarcerated

The Council on Medical Service recommends that the following be adopted in lieu of Resolution 118-A-
16 and that the remainder of the report be filed:

1. That our American Medical Association (AMA) reaffirm Policy D-430.997, which supports the
accreditation standards developed by the National Commission on Correctional Heath Care (NCCHC) to
improve the quality of physical and behavioral health care services to incarcerated individuals and
encourages all correctional systems to support NCCHC accreditation.

2. That our AMA advocate for adequate payment to health care providers, including primary care and
mental health professionals, to encourage improved access to comprehensive physical and behavioral
health care services to juveniles and adults throughout the incarceration process from intake to re-entry
into the community.

3. That our AMA support partnerships and information sharing between correctional systems,
community health systems and state insurance programs to provide access to a continuum of health
care services for individuals in the correctional system.

4. That our AMA encourage state Medicaid agencies to accept and process Medicaid applications from
individuals who are incarcerated.
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5. That our AMA encourage state Medicaid agencies to work with their local departments of corrections,
prisons, and jails to assist incarcerated individuals who may not have been enrolled in Medicaid at the
time of their incarceration to apply and receive an eligibility determination for Medicaid.

6. That our AMA encourage states to suspend rather than terminate an individual’s Medicaid eligibility
upon intake into the criminal justice system and throughout the incarceration process, and to reinstate
coverage when the individual transitions back into the community.

7. That our AMA rescind Policy D-430.994, which requested the study accomplished by this report.
MSS Position: Support

MSS Policy Justifying Position: 20.010MSS Comprehensive HIV Programs in Correctional Facilities;
95.006MSS Comprehensive Evidence-Based Drug Treatment in Prisons; 315.004MSS Implementing the
Use of EHR in Jail Health Services; 345.006MSS Reduced Incarceration and Improved Treatment of
Individuals with Mental Iliness or lllicit Drug Dependence; formal support for H-430.988 Prevention and
Control of HIV/AIDS and Tuberculosis in Correctional Facilities

CMS Report 4 — Concurrent Hospice and Curative Care

The Council on Medical Service recommends that the following be adopted in lieu of Resolution 804-1-15
and the remainder of the report be filed:

1. That our American Medical Association (AMA) reaffirm Policy H-85.966, which maintains that hospice
care should provide the patient and family with appropriate physical and emotional support, but not
preclude the use of appropriate palliative therapies to continue to treat underlying disease.

2. That our AMA support continued study and pilot testing by the Centers for Medicare & Medicaid
Services (CMS) of a variety of models for providing and paying for concurrent hospice, palliative and
curative care.

3. That our AMA encourage CMS to identify ways to optimize patient access to palliative care, which
relieves suffering and improves quality of life for people with serious illnesses, regardless of whether
they can be cured, and to provide appropriate coverage and payment for these services.

4. That our AMA encourage physicians to be familiar with local hospice and palliative care resources and
their benefit structures, and to refer seriously ill patients accordingly.

MSS Position: Support

MSS Policy Justifying Position: 160.031MSS Concurrent Hospice and Life-Prolonging Care; formal support
for H-55.999 Symptomatic and Supportive Care for Patients with Cancer

CMS Report 5 — Incorporating Value into Pharmaceutical Pricing

The Council on Medical Service recommends that the following be adopted in lieu of Resolution 712-A-
16, and that the remainder of the report be filed.



Interim 2016 Delegates’ Report

1. That our American Medical Association (AMA) reaffirm Policies H-155.960 and H-185.939, which
support the use of value-based insurance design, determining patient cost-sharing requirements based
on the clinical value of a treatment.

2. That our AMA reaffirm Policy H-450.933, which establishes guidelines to help maximize opportunities
for clinical data registries to enhance the quality of care provided to patients.

3. That our AMA reaffirm Policies H-460.909 and D-390.961 in support of adequate investments in
comparative effectiveness research.

4. That our AMA support value-based pricing programs, initiatives and mechanisms for pharmaceuticals
that are guided by the following principles:

a) Value-based prices of pharmaceuticals should be determined by objective, independent
entities;

b) Value-based prices of pharmaceuticals should be evidence-based and be the result of valid
and reliable inputs and data that incorporate rigorous scientific methods, including clinical trials,
clinical data registries, comparative effectiveness research, and robust outcome measures that
capture short- and long-term clinical outcomes;

c) Processes to determine value-based prices of pharmaceuticals must be transparent, easily
accessible to physicians and patients, and provide practicing physicians and researchers a
central and significant role;

d) Processes to determine value-based prices of pharmaceuticals should limit administrative
burdens on physicians and patients;

e) Processes to determine value-based prices of pharmaceuticals should incorporate
affordability criteria to help assure patient affordability as well as limit system-wide budgetary
impact; and

f) Value-based pricing of pharmaceuticals should allow for patient variation and physician
discretion.

5. That our AMA support the inclusion of the cost of alternatives and cost-effectiveness analysis in
comparative effectiveness research.

6. That our AMA support direct purchasing of pharmaceuticals used to treat or cure diseases that pose
unique public health threats, including hepatitis C, in which lower drug prices are assured in exchange
for a guaranteed market size.

MSS Position: Support

MSS Policy Justifying Position: 460.011MSS Comparative Effectiveness Research; 100.014MSS Drug
Pricing Reform; 480.001MSS Medical Technology Assessment; formal support for D-330.954 Prescription
Drug Prices and Medicare

CMS Report 6 — Integration of Mobile Health Applications and Devices into Practice
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The Council on Medical Service recommends that the following be adopted and the remainder of the
report be filed:

1. That our American Medical Association (AMA) reaffirm Policy H-480.946, which outlines principles to
guide the appropriate coverage of and payment for telemedicine services.

2. That our AMA reaffirm Policy H-100.980, which supports a strong and adequately funded US Food and
Drug Administration to ensure that safe and effective medical products are made available to the
American public as efficiently as possible.

3. That our AMA support the establishment of coverage, payment and financial incentive mechanisms to
support the use of mobile health applications (mHealth apps) and associated devices, trackers and
sensors by patients, physicians and other providers that:

a) support the establishment or continuation of a valid patient-physician relationship;

b) have a clinical evidence base to support their use in order to ensure mHealth app safety and
effectiveness;

c) follow evidence-based practice guidelines, to the degree they are available, to ensure patient
safety, quality of care and positive health outcomes;

d) support care delivery that is patient-centered, promotes care coordination and facilitates
team-based communication;

e) support data portability and interoperability in order to promote care coordination through
medical home and accountable care models;

f) abide by state licensure laws and state medical practice laws and requirements in the state in
which the patient receives services facilitated by the app;

g) require that physicians and other health practitioners delivering services through the app be
licensed in the state where the patient receives services, or be providing these services as
otherwise authorized by that state’s medical board; and

h) ensure that the delivery of any services via the app be consistent with state scope of practice
laws.

4. That our AMA support that mHealth apps and associated devices, trackers and sensors must abide by
applicable laws addressing the privacy and security of patients’ medical information.

5. That our AMA encourage the mobile app industry and other relevant stakeholders to conduct
industry-wide outreach and provide necessary educational materials to patients to promote increased
awareness of the varying levels of privacy and security of their information and data afforded by
mHealth apps, and how their information and data can potentially be collected and used.

6. That our AMA encourage the mHealth app community to work with the AMA, national medical
specialty societies, and other interested physician groups to develop app transparency principles,
including the provision of a standard privacy notice to patients if apps collect, store and/or transmit
protected health information.
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7. That our AMA encourage physicians to consult with qualified legal counsel if unsure of whether an
mHealth app meets Health Insurance Portability and Accountability Act standards and also inquire about
any applicable state privacy and security laws.

8. That our AMA encourage physicians to alert patients to the potential privacy and security risks of any
mHealth apps that he or she prescribes or recommends, and document the patient’s understanding of
such risks.

9. That our AMA assess the potential liability risks to physicians for using, recommending, or prescribing
mHealth apps, including risk under federal and state medical liability, privacy, and security laws.

10. That our AMA support further development of research and evidence regarding the impact that
mHealth apps have on quality, costs, patient safety and patient privacy.

11. That our AMA encourage national medical specialty societies to develop guidelines for the
integration of mHealth apps and associated devices into care delivery.

MSS Position: Support

MSS Policy Justifying Position: 140.029 Ethical Parameters for Recommending Mobile Medical
Applications; 480.009MSS Safe, Effective Smartphone Applications; 480.001MSS Medical Technology
Assessment; 480.017MSS Secure Text Messaging Between Healthcare Providers; formal support for D-
480.975 Guidelines for Mobile Medical Applications and Devices

801 - Increasing Access to Medical Devices for Insulin-Dependent Diabetics

RESOLVED, That our American Medical Association work with relevant stakeholders to encourage the
development of plans for inclusion in the Medicare Advantage Value Based Insurance Design Model that
reduce copayments/coinsurance for diabetes prevention, medication, supplies, and equipment including
pumps and continuous glucose monitors, while adhering to the principles established in AMA Policy,
Value-Based Insurance Design, H-185.939.

MSS Position: Support

MSS Policy Justifying Position: 180.017MSS Increasing Access to Medical Devices for Insulin-Dependent
Diabetics (HOD resolution is MSS-authored)

802 — Eliminating Fail First Policy in Addiction Treatment

RESOLVED, That our American Medical Association advocate for the elimination of the “fail first” policy
implemented by insurance companies for addiction treatment.

MSS Position: Support

MSS Policy Justifying Position: 95.010MSS Eliminating “Fail First” Policy in Addiction Treatment (HOD
resolution is MSS-authored)
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804 — Parity in Reproductive Health Insurance Coverage for Same-Sex Couples

RESOLVED, That our American Medical Association support parity in insurance coverage for fertility
treatments for same-sex couples, when insurance provides coverage for fertility treatments; and be it
further

RESOLVED, That our AMA support local and state efforts to promote parity in reproductive health
insurance coverage for same-sex couples when insurance provides coverage for fertility treatments.

MSS Position: Support

MSS Policy Justifying Position: 65.008MSS Nondiscriminatory Policy for the Health Care Needs of the
Homosexual Population; 65.009MSS Same-Sex and/or Opposite Sex Non-Married Partner; 65.013MSS
Marriage-Based Health Disparities Among Gay, Lesbian, Bisexual, and Transgender Families; 65.014MSS
Marriage Equality and Repeal of the Defense of Marriage Act

808 — A Study on the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
Survey and Healthcare Disparities

RESOLVED, That our American Medical Association study the potential healthcare disparities caused by
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) in Medicare
reimbursement.

MSS Position: Support

MSS Policy Justifying Position: 390.005MSS Opposing Medicare Reimbursement Based Off of Patient
Satisfaction Score (HOD resolution is MSS-authored)

809 — Addressing the Exploitation of Restricted Distribution Systems by Pharmaceutical Manufacturers

RESOLVED, That our American Medical Association advocate with interested parties for legislative or
regulatory measures that require prescription drug manufacturers to seek Federal Drug Administration
and Federal Trade Commission approval before establishing a restricted distribution system; and be it
further

RESOLVED, That our AMA support the mandatory provision of samples of approved out-of-patent drugs
upon request to generic manufacturers seeking to perform bioequivalence assays; and be it further

RESOLVED, That our AMA advocate with interested parties for legislative or regulatory measures that
expedite the FDA approval process for generic drugs, including but not limited to application review
deadlines and generic priority review voucher programs.

MSS Position: Support

MSS Policy Justifying Position: 270.031MSS Addressing the Exploitation of Restricted Distribution
Systems by Pharmaceutical Manufacturers (HOD resolution is MSS-authored)
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812 — Enact Rules and Payment Mechanisms to Encourage Appropriate Hospice and Palliative Care
Usage

RESOLVED, That our American Medical Association (AMA) amend existing AMA Policy H-85.955, Hospice
Care, by addition to read as follows:

Our AMA: (1) approves of the physician-directed hospice concept to enable the terminally ill to
die in a more homelike environment than the usual hospital; and urges that this position be
widely publicized in order to encourage extension and third party coverage of this provision for
terminal care; (2) encourages physicians to be knowledgeable of patient eligibility criteria for
hospice benefits and, realizing that prognostication is inexact, to make referrals based on their
best clinical judgment; (3) supports modification of hospice regulations so that it will be
reasonable for organizations to qualify as hospice programs under Medicare; (4) believes that
each patient admitted to a hospice program should have his or her designated attending
physician who, in order to provide continuity and quality patient care, is allowed and
encouraged to continue to guide the care of the patient in the hospice program; (5) supports
changes in Medicaid regulation and reimbursement of palliative care and hospice services to
broaden eligibility criteria concerning the length of expected survival for pediatric patients and
others, to allow provision of concurrent life-prolonging and palliative care, and to provide
respite care for family care givers; and (6) advocates that the Centers for Medicare and
Medicaid Services enact rules and payment mechanisms to encourage appropriate hospice and
palliative care utilization for eligible patients; and (7) seeks amendment of the Medicare law to
eliminate the six-month prognosis under the Medicare Hospice benefit and support
identification of alternative criteria, meanwhile supporting extension of the prognosis
requirement from 6 to 12 months as an interim measure.

MSS Position: Support

MSS Policy Justifying Position: 160.031MSS Concurrent Hospice and Life-Prolonging Care; formal support
for H-55.999 Symptomatic and Supportive Care for Patients with Cancer

Reference Committee K — Science and Public Health
BOT Report 9 — Product-Specific Direct-to-Consumer Advertising of Prescription Drugs

The Board of Trustees recommends that the following statements be adopted in lieu of Second Resolve,
Resolution 927-1-15 and Resolution 514-A-16, and the remainder of the report be filed.

1. That Policy H-105.988, “Direct-to-Consumer (DTC) Advertising (DTCA) of Prescription Drugs and
Implantable Devices,” be amended by addition and deletion to read as follows:

It is the policy of our AMA:

1. to support a ban on direct-to-consumer advertising for prescription drugs and implantable
medical devices.
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2. That until such a ban is in place, :—FhateurAMA-considers-acceptable-only-those our AMA
opposes product-claimspecific DTCA advertisements that does not satisfy the following

guidelines:

(a) The advertisement should be indication-specific and enhance consumer education about
beth the drug or implantable medical device, and the disease, disorder, or condition for which
the drug or device is used.

(b) In addition to creating awareness about a drug or implantable medical device for the
treatment or prevention of a disease, disorder, or condition, the advertisement should convey a
clear, accurate and responsible health education message by providing objective information
about the benefits and risks of the drug or implantable medical device for a given indication.
Information about benefits should reflect the true efficacy of the drug or implantable medical
device as determined by clinical trials that resulted in the drug’s or device’s approval for
marketing.

(c) The advertisement should clearly indicate that the product is a prescription drug or
implantable medical device to distinguish such advertising from other advertising for non-
prescription products.

(d) The advertisement should not encourage self-diagnosis and self-treatment, but should refer
patients to their physicians for more information. A statement, such as “Your physician may
recommend other appropriate treatments,” is recommended.

(e) The advertisement should exhibit fair balance between benefit and risk information when
discussing the use of the drug or implantable medical device product for the disease, disorder,
or condition. The amount of time or space devoted to benefit and risk information, as well as its
cognitive accessibility, should be comparable.

(f) The advertisement should present information about warnings, precautions, and potential
adverse reactions associated with the drug or implantable medical device product in a manner
(e.g., at a reading grade level) such that it will be understood by a majority of consumers,
without distraction of content, and will help facilitate communication between physician and
patient.

(g) The advertisement should not make comparative claims for the product versus other
prescription drug or implantable medical device products; however, the advertisement should
include information about the availability of alternative non-drug or non-operative management
options such as diet and lifestyle changes, where appropriate, for the disease, disorder, or
condition.

(h) In general, product-claimspecific DTCA advertisements should not use an actor to portray a
health care professional who promotes the drug or implantable medical device product,
because this portrayal may be misleading and deceptive. If actors portray health care
professionals in DTCA advertisements, a disclaimer should be prominently displayed.

(i) The use of actual health care professionals, either practicing or retired, in DTCA to endorse a
specific drug or implantable medical device product is discouraged but if utilized, the
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advertisement must include a clearly visible disclaimer that the health care professional is
compensated for the endorsement.

(j) The advertisement should be targeted for placement in print, broadcast, or other electronic
media so as to avoid audiences that are not age appropriate for the messages involved.

(k) In addition to the above, the advertisement must comply with all other applicable Food and
Drug Administration (FDA) regulations, policies and guidelines.

3. That the FDA review and pre-approve all DTCA advertisements for prescription drugs or
implantable medical device products before pharmaceutical and medical device manufacturers
(sponsors) run the ads, both to ensure compliance with federal regulations and consistency with
FDA-approved labeling for the drug or implantable medical device product.

4. That the Congress provide sufficient funding to the FDA, either through direct appropriations
or through prescription drug or implantable medical device user fees, to ensure effective
regulation of DTCA.

5. That DTCA advertisements for newly approved prescription drug or implantable medical
device products not be run until sufficient post-marketing experience has been obtained to
determine product risks in the general population and until physicians have been appropriately
educated about the drug or implantable medical device. The time interval for this moratorium
on DTCA for newly approved drugs or implantable medical devices should be determined by the
FDA, in negotiations with the drug or medical device product’s sponsor, at the time of drug or
implantable medical device approval. The length of the moratorium may vary from drug to drug
and device to device depending on various factors, such as: the innovative nature of the drug or
implantable medical device; the severity of the disease that the drug or implantable medical
device is intended to treat; the availability of alternative therapies; and the intensity and
timeliness of the education about the drug or implantable medical device for physicians who are
most likely to prescribe it.

6. That our AMA opposes any manufacturer (drug or device sponsor) incentive programs for
physician prescribing and pharmacist dispensing that are run concurrently with DTCA
advertisements.

7. That our AMA encourages the FDA, other appropriate federal agencies, and the
pharmaceutical and medical device industries to conduct or fund research on the effect of
DTCA, focusing on its impact on the patient-physician relationship as well as overall health
outcomes and cost benefit analyses; research results should be available to the public.

8. That our AMA supports the concept that when companies engage in DTCA, they assume an
increased responsibility for the informational content and an increased duty to warn consumers,
and they may lose an element of protection normally accorded under the learned intermediary
doctrine.
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9. That our AMA encourages physicians to be familiar with the above AMA guidelines for
product-claimspeeific DTCA and with the Council on Ethical and Judicial Affairs {€EJA} Ethical
Opinion E-5-8459.6.7 and to adhere to the ethical guidance provided in that Opinion.

10. That the Congress should request the Agency for Healthcare Research and Quality (AHRQ} or
other appropriate entity to perform periodic evidence-based reviews of DTCA in the United
States to determine the impact of DTCA on health outcomes and the public health. If DTCA is
found to have a negative impact on health outcomes and is detrimental to the public health, the
Congress should consider enacting legislation to increase DTCA regulation or, if necessary, to
prohibit DTCA in some or all media. In such legislation, every effort should be made to not
violate protections on commercial speech, as provided by the First Amendment to the U.S.
Constitution.

11. That our AMA supports eliminating the costs for DTCA of prescription drugs as a deductible
business expense for tax purposes.

12. That our AMA continues to monitor DTCA, including new research findings, and work with
the FDA and the pharmaceutical and medical device industries to make policy changes regarding
DTCA, as necessary.

13. That our AMA supports “help-seeking” or “disease awareness” advertisements (i.e.,
advertisements that discuss a disease, disorder, or condition and advise consumers to see their
physicians, but do not mention a drug or implantable medical device or other medical product
and are not regulated by the FDA).

2. That Policy H-105.986, “Ban Direct-to-Consumer Advertisements of Prescription Drugs and
Implantable Devices,” be rescinded as it is now incorporated into amended Policy H-105.988.

MSS Position: Support

MSS Policy Justifying Position: 105.003MSS Opposing Tax Deductions for Direct To Consumer
Advertising; 295.130MSS Educating Medical Students about the Pharmaceutical Industry; formal support
for H-105.988 Direct-to-Consumer (DTC) Advertising of Prescription Drugs and Implantable Devices

CSAPH Report 3 — Genome Editing and its Potential Clinical Use

The Council on Science and Public Health recommends that the following statements be adopted and
the remainder of the report be filed.

1. That our American Medical Association (AMA) encourage continued research into the therapeutic use
of genome editing.

2. That our AMA urge continued development of consensus international principles, grounded in science
and ethics, to determine permissible therapeutic applications of germline genome editing.

MSS Position: Support

MSS Policy Justifying Position: 460.004MSS Human Genome Project; formal support for H-440.911
Medicine/Public Health Initiative
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CSAPH Report 4 — Hormone Therapies: Off-Label Uses and Unapproved Formulations

The Council on Science and Public Health recommends the following recommendations be adopted in
lieu of Resolution 512-A-15 and the remainder of the report be filed:

1. That Policy D-120.969 be amended by addition and deletion to read as follows:

D-120.969 FBA-Oversight of Bicidentical Compounded Hormone {BH) Therapy Preparations

Our AMA will: (1) recognizes the term “bioidentical hormone” as a marketing term not grounded in
science; use of the term “compounded hormone therapv is preferred (22) will urge that renewed
attention be devoted to the ; purity
and potency desageaceuracy of al compounded hormone therapv —blordeniaeaJ—hermene—
formulations; (23) will urge continued attention to the-FBA-terequire mandatory reporting by-drug
manufacturersHhcluding-compoundingpharmacies; of adverse events related to the use of
compounded hormone therapies —b+9+e|enfe+eal—hormenes—, (%-)—urge—the—FDA—te—eFeafee—a—FegrstFy—ef

ad e-aven atedto use-of compounded-bioide al-hormone oreparations; (4)
recommends that physicians and other prescribers fully inform patients of the potential side effects and
risks of the use of compounded hormone replacement therapy; and (5) will request that when drug
ingredients with black box warnings are used in compounded products, patients should be informed
about the EDAreguire-theinclusion-of uniformpatientinformationsuch-as warnings and precautions
associated with the use of such drug |ngred|ent54ﬂ-paekagmg—e#eempe&nded—b+erdenheakhermene—

2. Our AMA supports that patients be informed that compounded products are not FDA-approved.

3. That our AMA urge the United States Pharmacopeia to re-examine the validity of the current estriol
monograph.

MSS Position: Support

MSS Policy Justifying Position: 460.012MSS Encouraging Research Into the Impact of Long-Term
Administration of Hormone Replacement Therapy in Transgender Patients; 100.001MSS Ethical
Concerns and Development of New Medications

902 — Removing Restrictions on Federal Public Health Crisis Research

RESOLVED, That our American Medical Association recognize the importance of timely research and
open discourse in combatting public health crises; and be it further

RESOLVED, That our AMA oppose efforts to restrict funding or suppress the findings of biomedical and
public health research for the purpose of influencing political discourse.

MSS Position: Support
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MSS Policy Justifying Position: 460.018MSS Removing Restrictions on Federal Public Health Crisis
Research (HOD resolution is MSS-authored)

903 — Prevention of Newborn Falls in Hospitals

RESOLVED, That our American Medical Association support implementation of newborn fall prevention
plans and post-fall procedures through clinically proven, high-quality, and cost-effective approaches.

MSS Position: Support

MSS Policy Justifying Position: 215.005MSS Prevention of Newborn Falls in Hospitals (HOD resolution is
MSS-authored)

904 — Improving Mental Health at Colleges and Universities for Undergraduates

RESOLVED, That our American Medical Association support accessibility and de-stigmatization as
strategies in mental health measures implemented by colleges and universities, in order to improve the
provision of care and increase its use by those in need; and be it further

RESOLVED, That our AMA support colleges and universities in publicizing the importance of mental
health resources, with an emphasis on the availability and efficacy of such resources; and be it further

RESOLVED, That our AMA support collaborations of university mental health specialists and local health
centers in order to provide a larger pool of resources, such that any student be able to access care in a
timely and affordable manner.

MSS Position: Support

MSS Policy Justifying Position: 345.011MSS Improving Mental Health at Colleges and Universities for
Undergraduates (HOD resolution is MSS-authored)

905 - Chronic Traumatic Encephalopathy (CTE) Awareness

RESOLVED, That our American Medical Association amend part one of H-470.954 by addition and
deletion to read as follows:

Reduction of Sports-Related Injury and Concussion H-470.954:

1. Our AMA will: (a) work with appropriate agencies and organizations to promote awareness of
programs to reduce concussion and other sports-related injuries across the lifespan; and (b)
promote awareness that even mild cases of traumatic brain injury may have serious and
prolonged consequences:; and (c) promote education for physicians and the public on the
detection, treatment and prognosis of chronic traumatic encephalopathy (CTE).; and be it
further
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RESOLVED, That our AMA work with interested agencies and organizations to advocate for further
research into the causes of and treatments for chronic traumatic encephalopathy (CTE).

MSS Position: Support

MSS Policy Justifying Position: 470.007MSS Athlete Concussion Management and Chronic Traumatic
Encephalopathy Prevention; 10.010MSS Return to Play After Suspected Concussion; 470.008MSS
Encouraging the Research and Development of Concussion Tracking Technology in the Sport of Football

906 — Universal Color Scheme for Respiratory Inhalers

RESOLVED, That our American Medical Association work with leading respiratory inhaler manufacturing
companies and health agencies such as the Federal Drug Administration and the American Pharmacists
Association to develop consensus of a universal color scheme for short-acting beta-2 agonist respiratory
inhalers that are used as “rescue inhalers” in the United States; and be it further

RESOLVED, That our AMA work with leading respiratory inhaler manufacturing companies to ensure the
universal color scheme for respiratory inhalers would allow for the least disruption possible to current
inhaler colors, taking into account distribution of each brand and impact on current users if color were
to change; and be it further

RESOLVED, That our AMA work with leading respiratory inhaler manufacturing companies to ensure that
universal color scheme for respiratory inhalers be designed for adherence and sustainability, including
governance for future companies entering the respiratory inhaler market, and reserving colors for
possible new drug classes in the future.

MSS Position: Support

MSS Policy Justifying Position: 115.002MSS Advocacy for a System of Improved and Standardized
Instructions for Drug Labels in order to Promote Health Literacy and Patient Well-Being

907 - Clinical Implications and Policy Considerations of Cannabis Use

RESOLVED, That our American Medical Association amend policy H-95.998 by addition and deletion to
read as follows:

AMA Policy Statement on Cannabis H-95.998:

Our AMA believes that (1) cannabis is a dangerous drug and as such is a public health concern;

(2) sale-of-cannabissheuld-netbelegalized{3} public health based strategies, rather than

incarceration, should be utilized in the handling of individuals possessing cannabis for personal
use; and {4} (3) additional research should be encouraged.; and be it further

RESOLVED, That our AMA to amend policy D-95.976 by deletion to read as follows:

Cannabis - Expanded AMA Advocacy D-95.976
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1. Our AMA will educate the media and legislators as to the health effects of cannabis use as
elucidated in CSAPH Report 2, I-13, A Contemporary View of National Drug Control Policy, and
CSAPH Report 3, I-09, Use of Cannabis for Medicinal Purposes, and as additional scientific
evidence becomes available.

2. Our AMA urges legislatures to delay initiating full legalization of any cannabis product until
further research is completed on the public health, medical, economic and social consequences
of use of cannabis and, instead, support the expansion of such research.

3. Our AMA will also increase its efforts to educate the press, legislators and the public
regarding its policy position that stresses a "public health", as contrasted with a "criminal,"
approach to cannabis.

4. Our AMA shall encourage model legislation that would require placing the following warning

on all cannabis products not approved by the U.S. Food and Drug Administration: "Marijuana

has a high potential for abuse. -has-ne-scientificaly-proven-currently-accepted-medical-usefor
. . I. . I 'l sl tE 5.ll

MSS Position: Support

MSS Policy Justifying Position: Caucus vote taken to support based on policy (simple majority);
95.008MSS Cannabis and the Regulatory Void; 95.003MSS Marijuana: Medical Use and Research

908 — Faith and Mental Health

RESOLVED, That our American Medical Association advocate and support mental health and faith
community partnerships that will provide a platform for faith leaders to get educated about psychiatric
and substance abuse disorders and mental health providers understand the role of faith in recovery; and
be it further

RESOLVED, That our AMA study and support a partnership to foster respectful, collaborative
relationships between psychiatrists, other mental health providers and the faith-based community to
improve quality care for individuals and families with mental health and substance abuse problems.

MSS Position: Support

MSS Policy Justifying Position: 65.021MSS Addressing Patient Spirituality in Medicine; 345.002MSS An
Initiative to Encourage Mental Health Education in Public Schools and Reducing Stigma and Increasing
Detection of Mental llinesses; 200.018MSS Incorporating Community Health Workers into the U.S.
Health Care System; formal support for D-345.994 Increasing Detection of Mental lliness and
Encouraging Education

909 — Promoting Retrospective and Cohort Studies on Pregnant Women and Their Children

RESOLVED, That our American Medical Association recommend to the US Department of Health and
Human Services that the Federal Policy for the Protection of Human Subjects, or “Common Rule”, be
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updated to define pregnant women as “scientifically complex” rather than a “vulnerable population” for
research purpose; and be it further

RESOLVED, That our AMA urge the federal government to prioritize clinical research and generation and
dissemination of data, emphasizing retrospective and cohort studies, on common medications’ effects
on underlying medical conditions across the entire continuum from pregnancy through lactation and
development to better inform prescribing; and be it further

RESOLVED, That our AMA support federal legislation to 1) establish an interagency taskforce within the
Department of Health and Human Services to improve federal interagency and key stakeholder
communication, coordination and collaboration to advance research on medications in pregnancy and
breastfeeding, and 2) to require the United States Food and Drug Administration to provide regular
reports to Congress tracking the inclusion of pregnant and breastfeeding women in clinical trials.

MSS Position: Support Resolved 2

MSS Policy Justifying Position: 525.006MSS Supporting the Inclusion of Pregnant Women in Research;
525.001MSS Inclusion of Women in Clinical Trials; 420.002MSS Substance Abuse During Pregnancy;
440.024MSS Advertising for Herbal Supplements

910 — Disparities in Public Education as a Crisis in Public Health and Civil Rights

RESOLVED That our American Medical Association consider continued educational disparities based on
ethnicity, race and economic status a detriment to the health of the nation; and be it further

RESOLVED That our AMA issue a call to action to all educational private and public stakeholders to come
together to organize and examine, and using any and all available scientific evidence, to propose
strategies, regulation and/or legislation to further the access of all children to a quality public education
as one of the great unmet health and civil rights challenges of the 21st century.

MSS Position: Support

MSS Policy Justifying Position: Caucus vote taken to support (2/3); 295.181MSS Providing Greater
Emphasis on the Social Determinants of Health in Medical School Curriculum; 350.011MSS Continued
Support for Diversity in Medical Education; formal support for D-60.988 Early Childhood and Family
Education as a Mechanism to Advance Family Health; formal support for H-350.979 Increase the
Representation of Minority and Economically Disadvantaged Populations in the Medical Profession;
formal support for H-170.985 Science, Technology, Engineering and Mathematics Education; formal
support for D-200.985 Strategies for Enhancing Diversity in the Physician Workforce; formal support for
H-350.978 Minorities in the Health Professions

911 — Importance of Oral Health in Medical Practice

RESOLVED, That our American Medical Association recognize the importance of managing oral health as
a part of overall patient care; and be it further
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RESOLVED, That our AMA support efforts to educate physicians on oral condition screening and
management, as well as the consequences of poor oral hygiene on mental and physical health; and be it
further

RESOLVED, That our AMA encourage closer collaboration of physicians with dental providers to provide
comprehensive medical care; and be it further

RESOLVED, That the AMA support efforts to increase access to oral health services.
MSS Position: Support

MSS Policy Justifying Position: 440.058MSS Importance of Oral Health in Medical Practice

913 — Improving Genetic Testing and Counseling Services in Hospitals and Healthcare Systems

RESOLVED, That our American Medical Association support efforts to assess the usage of genetic testing
and need for counseling services, physician preparedness in counseling patients or referring them to
board-certified genetics specialists; and be it further

RESOLVED, That our AMA encourage efforts to create and disseminate guidelines for best practice
standards concerning counseling for genetic test results; and be it further

RESOLVED, That our AMA support further research into and open discourse concerning issues in medical
genetics, including the genetic specialist workforce shortage, physician preparedness in the provision of
genetic testing and counseling services, and impact of genetic test results and counseling on patient
satisfaction.

MSS Position: Support

MSS Policy Justifying Position: 200.019MSS Improving Genetic Testing and Counseling Services in
Hospitals and Healthcare Systems (HOD resolution is MSS-authored)

917 — Youth Incarceration in Adult Prisons

RESOLVED, That our American Medical Association oppose incarceration of children (individuals less
than 18 years of age) in adult prisons for non-violent crimes; and be it further

RESOLVED, That our AMA work with appropriate organizations to address age cutoffs for children
(individuals less than 18 years of age) in adult prisons; and be it further

RESOLVED, That our AMA advocate for elimination of the incarceration of children (individuals less than
18 years of age) in adult prisons for non-violent crimes; and be it further

RESOLVED, That our AMA advocate for the passage of legislation that addresses reform for children
(individuals less than 18 years of age) in adult prisons with respect to developing appropriate guidelines
for parole, expungement and sealing of records, and solitary confinement; and be it further



Interim 2016 Delegates’ Report

RESOLVED, That our AMA support early intervention and rehabilitation for children (individuals 18 years
of age or younger) that have been incarcerated in adult prisons.

MSS Position: Support

MSS Policy Justifying Position: Caucus vote taken to support (2/3); 140.028MSS Solitary Confinement;
270.029MSS AMA Support for Justice Reinvestment Initiatives; 345.008MSS Improving the Intersection
Between Law Enforcement and the Mentally lll

921 — Raise the Minimum Age of Legal Access to Tobacco to 21 Years

RESOLVED: That our American Medical Association reaffirm its support for raising the minimum age of
legal access to tobacco products to 21 years.

MSS Position: Support

MSS Policy Justifying Position: 505.009MSS Community Enforcement of Restrictions on Adolescent
Tobacco Use; 490.024MSS Banning Smoking While Driving in Vehicles in which Minors are Present;
formal support for H-495.985 Smokeless Tobacco

922 — Responsible Parenting and Access to Family Planning

RESOLVED, That our American Medical Association reaffirm its commitment to work with all of the
national medical societies and other interested organizations involved in women’s health care to ensure
the education of women on the proper use of Food and Drug Administration-approved methods of
family planning and assure that reproductive counseling is accessible and appropriately funded.

MSS Position: Support

MSS Policy Justifying Position: 75.009MSS Ending Discrimination Against Contraception; 310.048MSS
Training in Reproductive Health Topics as a Requirement for Accreditation of Family Medicine
Residencies; 75.003MSS Contraceptive Programming in the Media; 75.011MSS Informed Consent with
Regards to Advertising and Prescribing Contraceptives; 75.012MSS Recognizing Long-Acting Reversible
Contraceptives (LARCs) as Efficacious and Economical Forms of Contraception; 170.010MSS Abstinence-
Only Education and Federally-Funded Community-Based Initiatives; formal support for H-170.968
Sexuality Education, Abstinence, and Distribution of Condoms in Schools

924 — AMA Advocacy for Environmental Sustainability and Climate

RESOLVED, That our American Medical Association develop a strategy to advocate for governments and
other organizations to promote environmental sustainability and other efforts to halt global climate
change; and be it further

RESOLVED, That our AMA incorporate principles of environmental sustainability within its institutional
mission and business operations; and be it further
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RESOLVED, That our AMA offer programs to physicians to assist them to adopt environmental
sustainability in their practices and to help physicians to share these concepts with their patients and
with their communities.

MSS Position: Support

MSS Policy Justifying Position: 135.012MSS Toward Environmental Responsibility; 135.002MSS
Environmental Protection; 135.003MSS Recycling in the Medical Community; 135.005MSS Promotion of
Conservation Practices within the AMA; 135.006MSS Recycling; 135.013MSS Statement of Sustainability
Principles; formal support for H-135.939 Green Initiatives and the Health Care Community

925 — Graphic Warning Label on all Cigarette Packages

RESOLVED, That our American Medical Association evaluate all opportunities for effective advocacy by
organized medicine to require graphic warning labels depicting the dangers of smoking on all cigarette
packages; and be it further

RESOLVED, That our AMA endorse efforts of the Campaign for Tobacco Free Kids and the Food and Drug
Administration to require tobacco companies to include graphic warning labels depicting the dangers of
smoking on all cigarette packages.

MSS Position: Support

MSS Policy Justifying Position: 500.004MSS Picture-Based Warnings on Tobacco Products; 490.005MSS
"Smoke Free" Educational; formal support for H-490.917 Physician Responsibilities for Tobacco
Cessation; formal support for H-495.985 Smokeless Tobacco

926 — Establishing and Achieving National Goals to Eliminate Lead Poisoning and Prevent Lead Exposures
to Children

RESOLVED, That our American Medical Association call on the United States government to establish
national goals to:

a) Ensure that no child has a blood lead level >5 pg/dL (>50 ppb) by 2021, and

b) Eliminate lead exposures to pregnant women and children, so that by 2030, no child would
have a blood lead level > 1 pg/dL (10 ppb); and

RESOLVED, That our AMA work with the United States government in all its agencies to pursue the
following strategies to achieve this goal:

a) Adopt health-based standards and action levels for lead that rely on the most up-to-date
scientific knowledge to prevent and reduce human exposure to lead, and assure prompt
implementation of the strongest available measures to protect pregnant women and children
from lead toxicity and neurodevelopmental impairment,

b) Identify and remediate current and potential new sources of lead exposure (in dust, air, soil,
water and consumer products) to protect children before they are exposed,
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c) Continue targeted screening of children to identify those who already have elevated blood
lead levels for case management, as well as educational and other services,

d) Eliminate new sources of lead introduced or released into the environment, which may entail
banning or phasing out all remaining uses of lead in products (aviation gas, cosmetics, wheel
weights, industrial paints, batteries, lubricants, and other sources), and the export of products
containing lead, and setting more protective limits on emissions from battery recyclers and
other sources of lead emissions;

e) Provide a dedicated funding stream to enhance the resources available to identify and
eliminate sources of lead exposure, and provide educational, social and clinical services to
mitigate the harms of lead toxicity, particularly to protect and improve the lives of children in
communities that are disproportionately exposed to lead; and,

f) Establish an independent expert advisory committee to develop a long-term national strategy,
including recommendations for funding and implementation, to achieve the national goal of
eliminating lead toxicity in pregnant women and children, defined as blood lead levels above 1
ug/dL (10 ppb).

MSS Position: Support

MSS Policy Justifying Position: 440.057MSS Improving Detection, Awareness, and Prevention of Lead
Contamination in Water; 440.007MSS Lead Based Paints
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