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INTRODUCTION 1 
 2 
The goal of this report is to review, reconcile, and consolidate existing American Medical 3 
Association (AMA) policy on resident/fellow contracts and duty hours, eliminate duplication, and 4 
ensure that current policies are coherent and relevant. For each policy recommendation, a succinct 5 
but cogent justification is provided to support the proposed action. The most recent policy was 6 
deemed to supersede contradictory past AMA policies, and the language of each proposed policy 7 
was edited so that it is coherent and easily understood, without altering its meaning or intent. 8 
 9 
POLICIES INCLUDED IN THIS REPORT 10 
 11 
The following AMA policies are addressed in this report: 12 
 13 

1. D-310.987, “Impact of ACGME Resident Duty Hour Limits on Physician Well-Being and 14 
Patient Safety” 15 

2. H-310.907, “AMA Duty Hours Policy” 16 
3. H-310.912, “Residents and Fellows’ Bill of Rights” 17 
4. H-310.922, “Determining Residents’ Salaries” 18 
5. H-310.929, “Principles for Graduate Medical Education” 19 
6. H-310.932, “Annual Contracts for Continuing Residents” 20 
7. H-310.947, “Revision of the ‘General Requirements’ of the Essentials of Accredited 21 

Residency Programs” 22 
8. H-310.979, “Resident Physician Working Hours and Supervision”  23 
9. H-310.988, “Adequate Resident Compensation” 24 
10. H-310.999, “Guidelines for Housestaff Contracts or Agreements”  25 

 26 
SUMMARY AND RECOMMENDATIONS 27 
 28 
This report encompasses a review of current AMA policies on resident/fellow contracts and duty 29 
hours to ensure such policy is consistent, accurate, and up-to-date. Three of the 10 policies being 30 
addressed in this report are recommended for revision, as shown in Appendix A, with a clean text 31 
version shown in Appendix B:  32 
 33 

• H-310.907, “AMA Duty Hours Policy” 34 
• H-310.912, “Residents and Fellows’ Bill of Rights” 35 
• H-310.929, “Principles for Graduate Medical Education” 36 
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Appendix C lists the seven remaining policies that are proposed for rescission. Relevant aspects of 1 
the following four of these seven policies are recommended for a) incorporation into the three 2 
policies above and b) rescission: 3 
 4 

• D-310.987, “Impact of ACGME Resident Duty Hour Limits on Physician Well-Being and 5 
Patient Safety” 6 

• H-310.922, “Determining Residents’ Salaries” 7 
• H-310.947, “Revision of the ‘General Requirements’ of the Essentials of Accredited 8 

Residency Programs” 9 
• H-310.979, “Resident Physician Working Hours and Supervision” 10 

 11 
The remaining three policies being treated in this report are recommended for rescission and are 12 
not being retained in the three revised policies, as they are superseded by or already reflected in 13 
existing AMA policy:  14 
 15 

• H-310.932, “Annual Contracts for Continuing Residents” 16 
• H-310.988, “Adequate Resident Compensation” 17 
• H-310.999, “Guidelines for Housestaff Contracts or Agreements” 18 

 19 
The Council on Medical Education therefore recommends that the following recommendations be 20 
adopted and that the remainder of the report be filed: 21 
 22 

1. That our American Medical Association (AMA) adopt the proposed revisions shown in 23 
Appendix A, column 1, for the following three policies: 24 
 25 

1) H-310.907, “AMA Duty Hours Policy” (with revised title: “Resident/Fellow 26 
Clinical and Educational Work Hours”)  27 

2) H-310.912, “Residents and Fellows’ Bill of Rights” 28 
3) H-310.929, “Principles for Graduate Medical Education”   29 

(Modify Current HOD Policy) 30 
 31 

2. That our AMA rescind the following seven policies, as shown in Appendix C, and 32 
incorporate relevant portions of four of these policies into existing AMA policy: 33 
 34 

1) D-310.987, “Impact of ACGME Resident Duty Hour Limits on Physician Well-35 
Being and Patient Safety” 36 

2) H-310.922, “Determining Residents’ Salaries” 37 
3) H-310.932, “Annual Contracts for Continuing Residents” 38 
4) H-310.947, “Revision of the ‘General Requirements’ of the Essentials of 39 

Accredited Residency Programs” 40 
5) H-310.979, “Resident Physician Working Hours and Supervision”  41 
6) H-310.988, “Adequate Resident Compensation” 42 
7) H-310.999, “Guidelines for Housestaff Contracts or Agreements”  43 

(Rescind HOD Policy)  44 
 

Fiscal note:  $1,000.  
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APPENDIX A: PROPOSED REVISIONS TO THREE AMA POLICIES RELATED TO 
RESIDENT/FELLOW CONTRACTS AND DUTY HOURS (WORKSHEET VERSION) 
 
Note: The right column shows the original language; the left column shows the recommended 
action and any edits to the original language. 
 
H-310.907, “AMA duty hours policy”  
  

Proposed language for adoption Original language 
Note: Revise title of policy and aspects of policy as noted below, to reflect 2018 terminology from 
the Accreditation Council for Graduate Medical Education (ACGME), with “duty hours” replaced 
by “clinical and educational work hours.” 
 
Policy Title:  
AMA duty hours policy  
Resident/Fellow Clinical and Educational Work 
Hours 
 

Policy Title:  
AMA duty hours policy 

Our AMA adopts the following Principles of 
Resident/Fellow Duty Hours Clinical and 
Educational Work Hours, Patient Safety, and 
Quality of Physician Training:” 

Our AMA adopts the following Principles of 
Resident/Fellow Duty Hours, Patient Safety, and 
Quality of Physician Training: 

1. Our AMA reaffirms supports of the 2003 
2017 Accreditation Council for Graduate 
Medical Education (ACGME) duty hour 
standards for clinical and educational work 
hours (previously referred to as “duty hours”). 

1. Our AMA reaffirms support of the 2003 
Accreditation Council for Graduate Medical 
Education (ACGME) duty hour standards. 
 
(Note: The 2003 standards have been 
superseded by the 2017 standards.) 

2. Our AMA will continue to monitor the 
enforcement and impact of duty clinical and 
educational work hour standards, in the context 
of the larger issues of patient safety and the 
optimal learning environment for residents. 

2. Our AMA will continue to monitor the 
enforcement and impact of duty hour standards, 
in the context of the larger issues of patient 
safety and the optimal learning environment for 
residents. 

3. Our AMA encourages publication and 
supports dissemination of studies in peer-
reviewed publications and educational sessions 
about all aspects of duty clinical and educational 
work hours, to include such topics as extended 
work shifts, handoffs, in-house call and at-home 
call, level of supervision by attending 
physicians, workload and growing service 
demands, moonlighting, protected sleep periods, 
sleep deprivation and fatigue, patient safety, 
medical error, continuity of care, resident well-
being and burnout, development of 
professionalism, resident learning outcomes, and 
preparation for independent practice. 

3. Our AMA encourages publication and 
supports dissemination of studies in peer-
reviewed publications and educational sessions 
about all aspects of duty hours, to include such 
topics as extended work shifts, handoffs, in-
house call and at-home call, level of supervision 
by attending physicians, workload and growing 
service demands, moonlighting, protected sleep 
periods, sleep deprivation and fatigue, patient 
safety, medical error, continuity of care, resident 
well-being and burnout, development of 
professionalism, resident learning outcomes, and 
preparation for independent practice. 

4. Our AMA endorses the study of innovative 
models of duty clinical and educational work 
hour requirements and, pending the outcomes of 

4. Our AMA endorses the study of innovative 
models of duty hour requirements and, pending 
the outcomes of ongoing and future research, 
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Proposed language for adoption Original language 
ongoing and future research, should consider the 
evolution of specialty- and rotation-specific duty 
hours requirements that are evidence-based and 
will optimize patient safety and competency-
based learning opportunities. 

should consider the evolution of specialty- and 
rotation-specific duty hours requirements that 
are evidence-based and will optimize patient 
safety and competency-based learning 
opportunities. 

5. Our AMA encourages the ACGME to: (unchanged) 
a) Decrease the barriers to reporting of both duty 
clinical and educational work hour violations 
and resident intimidation. 

a) Decrease the barriers to reporting of both duty 
hour violations and resident intimidation. 

b) Ensure that readily accessible, timely and 
accurate information about duty clinical and 
educational work hours is not constrained by the 
cycle of ACGME survey visits. 

b) Ensure that readily accessible, timely and 
accurate information about duty hours is not 
constrained by the cycle of ACGME survey 
visits. 

c) Use, where possible, recommendations from 
respective specialty societies and evidence-
based approaches to any future revision or 
introduction of resident duty clinical and 
educational work hour rules. 

c) Use, where possible, recommendations from 
respective specialty societies and evidence-
based approaches to any future revision or 
introduction of resident duty hour rules. 

d) Broadly disseminate aggregate data from the 
annual ACGME survey on the educational 
environment of resident physicians, 
encompassing all aspects of duty clinical and 
educational work hours. 

d) Broadly disseminate aggregate data from the 
annual ACGME survey on the educational 
environment of resident physicians, 
encompassing all aspects of duty hours. 

6. Our AMA recognizes the ACGME for its 
work in ensuring an appropriate balance 
between resident education and patient safety, 
and encourages the ACGME to continue to: 

(unchanged) 

a) Offer incentives to programs/institutions to 
ensure compliance with duty clinical and 
educational work hour standards. 

a) Offer incentives to programs/institutions to 
ensure compliance with duty hour standards. 

b) Ensure that site visits include meetings with 
peer-selected or randomly selected residents and 
that residents who are not interviewed during 
site visits have the opportunity to provide 
information directly to the site visitor. 

(unchanged) 

c) Collect data on at-home call from both 
program directors and resident/fellow 
physicians; release these aggregate data 
annually; and develop standards to ensure that 
appropriate education and supervision are 
maintained, whether the setting is in-house or at-
home. 

(unchanged) 

d) Ensure that resident/fellow physicians receive 
education on sleep deprivation and fatigue. 

(unchanged) 

7. Our AMA supports the following statements 
related to duty clinical and educational work 
hours: 

7. Our AMA supports the following statements 
related to duty hours: 

a) Resident physician Ttotal duty clinical and 
educational work hours must not exceed 80 

a) Resident physician total duty hours must not 
exceed 80 hours per week, averaged over a four-
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Proposed language for adoption Original language 
hours per week, averaged over a four-week 
period (Note: ?”Total duty clinical and 
educational work hours’” includes providing 
direct patient care or supervised patient care that 
contributes to meeting educational goals; 
participating in formal educational activities; 
providing administrative and patient care 
services of limited or no educational value; and 
time needed to transfer the care of patients). 

week period (Note: ?Total duty hours’ includes 
providing direct patient care or supervised 
patient care that contributes to meeting 
educational goals; participating in formal 
educational activities; providing administrative 
and patient care services of limited or no 
educational value; and time needed to transfer 
the care of patients). 

b) Scheduled on-call assignments should not 
exceed 24 hours. Residents may remain on-duty 
for an additional 4 hours to complete the transfer 
of care, patient follow-up, and education; 
however, residents may not be assigned new 
patients, cross-coverage of other providers’ 
patients, or continuity clinic during that time. 

(unchanged) 

c) Time spent in the hospital by residents on at-
home call must count towards the 80-hour 
maximum weekly hour limit, and on-call 
frequency must not exceed every third night 
averaged over four weeks. The frequency of at-
home call is not subject to the every-third-night 
limitation, but must satisfy the requirement for 
one-day-in-seven free of duty, when averaged 
over four weeks. 

(unchanged) 

d) At-home call must not be so frequent or 
taxing as to preclude rest or reasonable personal 
time for each resident. 

(unchanged) 

e) Residents are permitted to return to the 
hospital while on at-home call to care for new or 
established patients. Each episode of this type of 
care, while it must be included in the 80-hour 
weekly maximum, will not initiate a new “off-
duty period.” 

(unchanged) 

f) Given the different education and patient care 
needs of the various specialties and changes in 
resident responsibility as training progresses, 
duty clinical and educational work hour 
requirements should allow for flexibility for 
different disciplines and different training levels 
to ensure appropriate resident education and 
patient safety; for example, allowing exceptions 
for certain disciplines, as appropriate, to the 16-
hour shift limit for first-year residents, or 
allowing a limited increase to the total number 
of duty clinical and educational work hours 
when need is demonstrated. 

f) Given the different education and patient care 
needs of the various specialties and changes in 
resident responsibility as training progresses, 
duty hour requirements should allow for 
flexibility for different disciplines and different 
training levels to ensure appropriate resident 
education and patient safety; for example, 
allowing exceptions for certain disciplines, as 
appropriate, to the 16-hour shift limit for first-
year residents, or allowing a limited increase to 
the total number of duty hours when need is 
demonstrated. 
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Proposed language for adoption Original language 
g) Resident physicians should be ensured a 
sufficient duty-free interval prior to returning to 
duty. 

(unchanged) 

h) Duty Clinical and educational work hour 
limits must not adversely impact resident 
physician participation in organized educational 
activities. Formal educational activities must be 
scheduled and available within total duty 
clinical and educational work hour limits for all 
resident physicians. 

h) Duty hour limits must not adversely impact 
resident physician participation in organized 
educational activities. Formal educational 
activities must be scheduled and available 
within total duty hour limits for all resident 
physicians. 

i) Scheduled time providing patient care services 
of limited or no educational value should be 
minimized. 

(unchanged) 

j) Accurate, honest, and complete reporting of 
resident duty clinical and educational work 
hours is an essential element of medical 
professionalism and ethics. 

j) Accurate, honest, and complete reporting of 
resident duty hours is an essential element of 
medical professionalism and ethics. 

k) 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 clinical and 
educational work hour regulations, and opposes 
any regulatory or legislative proposals to limit 
the duty work hours of practicing physicians. 

k) 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. 

l) Increased financial assistance for 
residents/fellows, such as subsidized child care, 
loan deferment, debt forgiveness, and tax 
credits, may help mitigate the need for 
moonlighting. At the same time, resident/fellow 
physicians in good standing with their programs 
should be afforded the opportunity for internal 
and external moonlighting that complies with 
ACGME policy. 

(unchanged) 

m) Program directors should establish 
guidelines for scheduled work outside of the 
residency program, such as moonlighting, and 
must approve and monitor that work such that it 
does not interfere with the ability of the resident 
to achieve the goals and objectives of the 
educational program. 

(unchanged) 

n) The costs of duty clinical and educational 
work hour limits should be borne by all health 

n) The costs of duty hour limits should be borne 
by all health care payers. 
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Proposed language for adoption Original language 
care payers. Individual resident compensation 
and benefits must not be compromised or 
decreased as a result of changes in the graduate 
medical education system. 

(j) Individual resident compensation and 
benefits must not be compromised or decreased 
as a result of these recommended changes in the 
graduate medical education system.  
H-310.979 

o) The general public should be made aware of 
the many contributions of resident/fellow 
physicians to high-quality patient care and the 
importance of trainees’ realizing their limits 
(under proper supervision) so that they will be 
able to competently and independently practice 
under real-world medical situations.  

(unchanged) 

8. Our AMA is in full support of the 
collaborative partnership between allopathic and 
osteopathic professional and accrediting bodies 
in developing a unified system of 
residency/fellowship accreditation for all 
residents and fellows, with the overall goal of 
ensuring patient safety. 

(unchanged) 

9. Our AMA will actively participate in ongoing 
efforts to monitor the impact of clinical and 
educational work hour limitations to ensure that 
patient safety and physician well-being are not 
jeopardized by excessive demands on post-
residency physicians. 

Our American Medical Association will actively 
participate in ongoing efforts to monitor the 
impact of resident duty hour limitations to 
ensure that patient safety and physician well-
being are not jeopardized by excessive demands 
on post-residency physicians.  
D-310.987 

CME Rep. 5, A-14 
 
  

https://policysearch.ama-assn.org/policyfinder/detail/H-310.979?uri=%2FAMADoc%2FHOD.xml-0-2563.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-310.987?uri=%2FAMADoc%2Fdirectives.xml-0-997.xml
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H-310.912, “Residents and Fellows’ Bill of Rights” 
   

Proposed language for adoption Original language 
1. Our AMA continues to advocate for 
improvements in the ACGME Institutional and 
Common Program Requirements that support 
AMA policies as follows: a) adequate financial 
support for and guaranteed leave to attend 
professional meetings; b) submission of training 
verification information to requesting agencies 
within 30 days of the request; c) adequate 
compensation with consideration to local cost-
of-living factors and years of training, and to 
include the orientation period; d) health 
insurance benefits to include dental and vision 
services; e) paid leave for all purposes (family, 
educational, vacation, sick) to be no less than 
six weeks per year; and f) stronger due process 
guidelines. 

(unchanged) 

2. Our AMA encourages the ACGME to ensure 
access to educational programs and curricula as 
necessary to facilitate a deeper understanding by 
resident physicians of the US health care system 
and to increase their communication skills. 

(unchanged) 

3. Our AMA regularly communicates to 
residency and fellowship programs and other 
GME stakeholders through various publication 
methods (e.g., the AMA GME e-letter) this 
Residents and/Fellow Physicians’ Bill of Rights. 

3. Our AMA regularly communicates to 
residency and fellowship programs and other 
GME stakeholders through various publication 
methods (e.g., the AMA GME e-letter) this 
Residents and Fellows’ Bill of Rights. 

4. Our AMA: a) will promote residency and 
fellowship training programs to evaluate their 
own institution’s process for repayment and 
develop a leaner approach. This includes 
disbursement of funds by direct deposit as 
opposed to a paper check and an online system 
of applying for funds; b) encourages a system of 
expedited repayment for purchases of $200 or 
less (or an equivalent institutional threshold), 
for example through payment directly from their 
residency and fellowship programs (in contrast 
to following traditional workflow for 
reimbursement); and c) encourages training 
programs to develop a budget and strategy for 
planned expenses versus unplanned expenses, 
where planned expenses should be estimated 
using historical data, and should include trainee 
reimbursements for items such as educational 
materials, attendance at conferences, and 
entertaining applicants. Payment in advance or 

(unchanged) 
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Proposed language for adoption Original language 
within one month of document submission is 
strongly recommended. 
5. Our AMA encourages teaching institutions to 
explore benefits to residents and fellows that 
will reduce personal cost of living expenditures, 
such as allowances for housing, childcare, and 
transportation. 

(unchanged) 

6. Our AMA adopts the following ‘Residents 
and Fellows’ Bill of Rights’ as applicable to all 
resident and fellow physicians in ACGME-
accredited training programs: 

(unchanged) 

RESIDENTS AND/FELLOW PHYSICIANSs’ 
BILL OF RIGHTS 

RESIDENTS AND FELLOWs’ BILL OF 
RIGHTS 

Residents and fellows have a right to: (unchanged) 
A. An education that fosters professional 
development, takes priority over service, and 
leads to independent practice. 

(unchanged) 

With regard to education, residents and fellows 
should expect: (1) A graduate medical education 
experience that facilitates their professional and 
ethical development, to include regularly 
scheduled didactics for which they are released 
from clinical duties. Service obligations should 
not interfere with educational opportunities and 
clinical education should be given priority over 
service obligations; (2) Faculty who devote 
sufficient time to the educational program to 
fulfill their teaching and supervisory 
responsibilities; (3) Adequate clerical and 
clinical support services that minimize the 
extraneous, time-consuming work that draws 
attention from patient care issues and offers no 
educational value; (4) 24-hour per day access to 
information resources to educate themselves 
further about appropriate patient care; and (5) 
Resources that will allow them to pursue 
scholarly activities to include financial support 
and education leave to attend professional 
meetings. 

(unchanged) 

B. Appropriate supervision by qualified faculty 
with progressive resident responsibility toward 
independent practice. 

(unchanged) 

With regard to supervision, residents and 
fellows should expect supervision by physicians 
and non-physicians who are adequately 
qualified and which allows them to assume 
progressive responsibility appropriate to their 
level of education, competence, and experience. 

With regard to supervision, residents and 
fellows should expect supervision by physicians 
and non-physicians who are adequately 
qualified and which allows them to assume 
progressive responsibility appropriate to their 
level of education, competence, and experience. 
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Proposed language for adoption Original language 
It is neither feasible nor desirable to develop 
universally applicable and precise requirements 
for supervision of residents. 

(i) Is neither feasible nor desirable to develop 
universally applicable and precise requirements 
for supervision of residents. As stated in the 
ACGME Common Program Requirements 
(VI.B) “the program must ensure that qualified 
faculty provide appropriate supervision of 
residents in patient care activities.”  
H-310.979 

C. Regular and timely feedback and evaluation 
based on valid assessments of resident 
performance. 

(unchanged) 

With regard to evaluation and assessment 
processes, residents and fellows should expect: 
(1) Timely and substantive evaluations during 
each rotation in which their competence is 
objectively assessed by faculty who have 
directly supervised their work; (2) To evaluate 
the faculty and the program confidentially and 
in writing at least once annually and expect that 
the training program will address deficiencies 
revealed by these evaluations in a timely 
fashion; (3) Access to their training file and to 
be made aware of the contents of their file on an 
annual basis; and (4) Training programs to 
complete primary verification/credentialing 
forms and recredentialing forms, apply all 
required signatures to the forms, and then have 
the forms permanently secured in their 
educational files at the completion of training or 
a period of training and, when requested by any 
organization involved in credentialing process, 
ensure the submission of those documents to the 
requesting organization within thirty days of the 
request. 

(unchanged) 

D. A safe and supportive workplace with 
appropriate facilities. 

(unchanged) 

With regard to the workplace, residents and 
fellows should have access to: (1) A safe 
workplace that enables them to fulfill their 
clinical duties and educational obligations; (2) 
Secure, clean, and comfortable on-call rooms 
and parking facilities which are secure and well-
lit; (3) Opportunities to participate on 
committees whose actions may affect their 
education, patient care, workplace, or contract. 

(unchanged) 

E. Adequate compensation and benefits that 
provide for resident well-being and health. 

(unchanged) 

(1) With regard to contracts, residents and 
fellows should receive: a. Information about the 

(unchanged) 

https://policysearch.ama-assn.org/policyfinder/detail/H-310.979?uri=%2FAMADoc%2FHOD.xml-0-2563.xml
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Proposed language for adoption Original language 
interviewing residency or fellowship program 
including a copy of the currently used contract 
clearly outlining the conditions for 
(re)appointment, details of remuneration, 
specific responsibilities including call 
obligations, and a detailed protocol for handling 
any grievance; and b. At least four months 
advance notice of contract non-renewal and the 
reason for non-renewal. 
(2) With regard to compensation, residents and 
fellows should receive: a. Compensation for 
time at orientation; and b. Salaries 
commensurate with their level of training and 
experience,. Compensation should and that 
reflect cost of living differences based on 
geographical differences, local economic 
factors, such as housing, transportation, and 
energy costs (which affect the purchasing power 
of wages), and include appropriate adjustments 
for changes in the cost of living. 

 (2) With regard to compensation, residents and 
fellows should receive: a. Compensation for 
time at orientation; and b. Salaries 
commensurate with their level of training and 
experience, and that reflect cost of living 
differences based on geographical differences. 
Our 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.  
H-310.922 

(3) With Regard to Benefits, Residents and 
Fellows Must Be Fully Informed of and Should 
Receive: a. Quality and affordable 
comprehensive medical, mental health, dental, 
and vision care for residents and their families, 
as well as professional liability insurance and 
disability insurance to all residents for 
disabilities resulting from activities that are part 
of the educational program; b. An institutional 
written policy on and eEducation on in the signs 
of excessive fatigue, clinical depression, and 
substance abuse and dependence, and other 
physician impairment issues; c. Confidential 
access to mental health and substance abuse 
services; d. A guaranteed, predetermined 

(3) With Regard to Benefits, Residents and 
Fellows Should Receive: a. Quality and 
affordable comprehensive medical, mental 
health, dental, and vision care; b. Education on 
the signs of excessive fatigue, clinical 
depression, and substance abuse and 
dependence; c. Confidential access to mental 
health and substance abuse services; d. A 
guaranteed, predetermined amount of paid 
vacation leave, sick leave, maternity and 
paternity leave and educational leave during 
each year in their training program the total 
amount of which should not be less than six 
weeks; and e. Leave in compliance with the 
Family and Medical Leave Act. 

https://policysearch.ama-assn.org/policyfinder/detail/H-310.922?uri=%2FAMADoc%2FHOD.xml-0-2506.xml
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Proposed language for adoption Original language 
amount of paid vacation leave, sick leave, 
maternity and paternity family and medical 
leave and educational/professional leave during 
each year in their training program, the total 
amount of which should not be less than six 
weeks; and e. Leave in compliance with the 
Family and Medical Leave Act. ; and f. The 
conditions under which sleeping quarters, meals 
and laundry or their equivalent are to be 
provided.   

The AMA supports the following principles of 
the ACGME Institutional Requirements: 
Candidates for residencies must be fully 
informed of benefits including financial support, 
vacations, professional leave, parental leave, 
sick leave, professional liability insurance, 
hospital and health insurance, disability 
insurance, and other insurance benefits for the 
residents and their family and the conditions 
under which living quarters, meals and laundry 
or their equivalent are to be provided. 
Institutions sponsoring graduate medical 
education must provide access to insurance, 
where available, to all residents for disabilities 
resulting from activities that are part of the 
educational program. Institutions should have a 
written policy and an educational program 
regarding physician impairment, including 
substance abuse. 
H-310.947 

F. Duty Clinical and educational work hours 
that protect patient safety and facilitate resident 
well-being and education. 

F. Duty hours that protect patient safety and 
facilitate resident well-being and education. 

With regard to duty clinical and educational 
work hours, residents and fellows should 
experience: (1) A reasonable work schedule that 
is in compliance with duty-clinical and 
educational work hour requirements set forth by 
the ACGME or other relevant accrediting body; 
and (2) At-home call that is not so frequent or 
demanding such that rest periods are 
significantly diminished or that duty-clinical 
and educational work hour requirements are 
effectively circumvented. Refer to AMA Policy 
H-310.907, “Resident/Fellow Clinical and 
Educational Work Hours,” for more 
information. 

With regard to duty hours, residents and fellows 
should experience: (1) A reasonable work 
schedule that is in compliance with duty-hour 
requirements set forth by the ACGME or other 
relevant accrediting body; and (2) At-home call 
that is not so frequent or demanding such that 
rest periods are significantly diminished or that 
duty-hour requirements are effectively 
circumvented. 

G. Due process in cases of allegations of 
misconduct or poor performance. 

(unchanged) 

With regard to the complaints and appeals 
process, residents and fellows should have the 
opportunity to defend themselves against any 
allegations presented against them by a patient, 
health professional, or training program in 
accordance with the due process guidelines 
established by the AMA. 

(unchanged) 

H. Access to and protection by institutional and 
accreditation authorities when reporting 
violations. 

(unchanged) 

https://policysearch.ama-assn.org/policyfinder/detail/H-310.947?uri=%2FAMADoc%2FHOD.xml-0-2531.xml
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Proposed language for adoption Original language 
With regard to reporting violations to the 
ACGME, residents and fellows should: (1) Be 
informed by their program at the beginning of 
their training and again at each semi-annual 
review of the resources and processes available 
within the residency program for addressing 
resident concerns or complaints, including the 
program director, Residency Training 
Committee, and the designated institutional 
official; (2) Be able to file a formal complaint 
with the ACGME to address program violations 
of residency training requirements without fear 
of recrimination and with the guarantee of due 
process; and (3) Have the opportunity to address 
their concerns about the training program 
through confidential channels, including the 
ACGME concern process and/or the annual 
ACGME Resident Survey. 

(unchanged) 

CME Rep. 8, A-11 Appended: Res. 303, A-14 Reaffirmed: Res. 915, I-15 Appended: CME Rep. 
04, A-16 

 
  



 CME Rep. 6-I-18 -- page 14 of 39 
 

H-310.929, “Principles for Graduate Medical Education” 
 

Proposed language for adoption  Original language 
Our AMA urges the Accreditation Council for 
Graduate Medical Education (ACGME) to 
incorporate these principles in the revised “ its 
Institutional Requirements” of the Essentials of 
Accredited Residencies of Graduate Medical 
Education, if they are not already present. 

Our AMA urges the Accreditation Council for 
Graduate Medical Education to incorporate 
these principles in the revised “Institutional 
Requirements” of the Essentials of Accredited 
Residencies of Graduate Medical Education, if 
they are not already present. 

(1) PURPOSE OF GRADUATE MEDICAL 
EDUCATION AND ITS RELATIONSHIP TO 
PATIENT CARE. There must be objectives for 
residency education in each specialty that 
promote the development of the knowledge, 
skills, attitudes, and behavior necessary to 
become a competent practitioner in a recognized 
medical specialty. 
 
Exemplary patient care is a vital component for 
any residency/fellowship program. Graduate 
medical education enhances the quality of 
patient care in the institution sponsoring an 
accredited program. Graduate medical education 
must never compromise the quality of patient 
care. Institutions sponsoring residency programs 
and the director of each program must assure the 
highest quality of care for patients and the 
attainment of the program’s educational 
objectives for the residents. 

(1) PURPOSE OF GRADUATE MEDICAL 
EDUCATION. There must be objectives for 
residency education in each specialty that 
promote the development of the knowledge, 
skills, attitudes, and behavior necessary to 
become a competent practitioner in a recognized 
medical specialty. 
 
 
(a) Exemplary patient care is a vital component 
for any program of graduate medical education. 
Graduate medical education enhances the 
quality of patient care in the institution 
sponsoring an accredited residency program. 
Graduate medical education must never 
compromise the quality of patient care. 
(b) Institutions sponsoring residency programs 
and the director of each program must assure the 
highest quality of care for patients and the 
attainment of the program’s educational 
objectives for the residents. 
H-310.979 

(2) RELATION OF ACCREDITATION TO 
THE PURPOSE OF RESIDENCY TRAINING. 
Accreditation requirements should relate to the 
stated purpose of a residency program and to the 
knowledge, skills, attitudes, and behaviors that a 
resident physician should have on completing 
residency education. 

(unchanged) 

(3) EDUCATION IN THE BROAD FIELD OF 
MEDICINE. GME should provide a resident 
physician with broad clinical experiences that 
address the general competencies and 
professionalism expected of all physicians, 
adding depth as well as breadth to the 
competencies introduced in medical school. 

(unchanged) 

(4) SCHOLARLY ACTIVITIES FOR 
RESIDENTS. Graduate medical education 
should always occur in a milieu that includes 
scholarship. Resident physicians should learn to 
appreciate the importance of scholarly activities 

(unchanged) 

https://policysearch.ama-assn.org/policyfinder/detail/H-310.979?uri=%2FAMADoc%2FHOD.xml-0-2563.xml
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Proposed language for adoption  Original language 
and should be knowledgeable about scientific 
method. However, the accreditation 
requirements, the structure, and the content of 
graduate medical education should be directed 
toward preparing physicians to practice in a 
medical specialty. Individual educational 
opportunities beyond the residency program 
should be provided for resident physicians who 
have an interest in, and show an aptitude for, 
academic and research pursuits. The continued 
development of evidence-based medicine in the 
graduate medical education curriculum 
reinforces the integrity of the scientific method 
in the everyday practice of clinical medicine. 
(5) FACULTY SCHOLARSHIP. All residency 
faculty members must engage in scholarly 
activities and/or scientific inquiry. Suitable 
examples of this work must not be limited to 
basic biomedical research. Faculty can comply 
with this principle through participation in 
scholarly meetings, journal club, lectures, and 
similar academic pursuits. 

(unchanged) 

(6) INSTITUTIONAL RESPONSIBILITY FOR 
PROGRAMS. Specialty-specific GME must 
operate under a system of institutional 
governance responsible for the development and 
implementation of policies regarding the 
following; the initial authorization of programs, 
the appointment of program directors, 
compliance with the Essentials for Accredited 
Residencies in Graduate Medical Education 
accreditation requirements of the ACGME, the 
advancement of resident physicians, the 
disciplining of resident physicians when this is 
appropriate, the maintenance of permanent 
records, and the credentialing of resident 
physicians who successfully complete the 
program. If an institution closes or has to reduce 
the size of a residency program, the institution 
must inform the residents as soon as possible. 
Institutions must make every effort to allow 
residents already in the program to complete 
their education in the affected program. When 
this is not possible, institutions must assist 
residents to enroll in another program in which 
they can continue their education. Programs 
must also make arrangements, when necessary, 
for the disposition of program files so that future 
confirmation of the completion of residency 
education is possible. Institutions should allow 

(6) INSTITUTIONAL RESPONSIBILITY FOR 
PROGRAMS. Specialty-specific GME must 
operate under a system of institutional 
governance responsible for the development and 
implementation of policies regarding the 
following; the initial authorization of programs, 
the appointment of program directors, 
compliance with the Essentials for Accredited 
Residencies in Graduate Medical Education, the 
advancement of resident physicians, the 
disciplining of resident physicians when this is 
appropriate, the maintenance of permanent 
records, and the credentialing of resident 
physicians who successfully complete the 
program. If an institution closes or has to reduce 
the size of a residency program, the institution 
must inform the residents as soon as possible. 
Institutions must make every effort to allow 
residents already in the program to complete 
their education in the affected program. When 
this is not possible, institutions must assist 
residents to enroll in another program in which 
they can continue their education. Programs 
must also make arrangements, when necessary, 
for the disposition of program files so that future 
confirmation of the completion of residency 
education is possible. Institutions should allow 
residents to form housestaff organizations, or 
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Proposed language for adoption  Original language 
residents to form housestaff organizations, or 
similar organizations, to address patient care 
and resident work environment concerns. 
Institutional committees should include resident 
members. 

similar organizations, to address patient care 
and resident work environment concerns. 
Institutional committees should include resident 
members. 

(7) COMPENSATION OF RESIDENT 
PHYSICIANS. All residents should be 
compensated. Residents should receive fringe 
benefits, including, but not limited to, health, 
disability, and professional liability insurance 
and parental leave and should have access to 
other benefits offered by the institution. 
Residents must be informed of employment 
policies and fringe benefits, and their access to 
them. Restrictive covenants must not be 
required of residents or applicants for residency 
education. 

(unchanged) 

(8) LENGTH OF TRAINING. The usual 
duration of an accredited residency in a 
specialty should be defined in the “Program 
Requirements.” The required minimum duration 
should be the same for all programs in a 
specialty and should be sufficient to meet the 
stated objectives of residency education for the 
specialty and to cover the course content 
specified in the Program Requirements. The 
time required for an individual resident 
physician’s education might be modified 
depending on the aptitude of the resident 
physician and the availability of required 
clinical experiences. 

(unchanged) 

(9) PROVISION OF FORMAL 
EDUCATIONAL EXPERIENCES. Graduate 
medical education must include a formal 
educational component in addition to supervised 
clinical experience. This component should 
assist resident physicians in acquiring the 
knowledge and skill base required for practice 
in the specialty. The assignment of clinical 
responsibility to resident physicians must permit 
time for study of the basic sciences and clinical 
pathophysiology related to the specialty. 

(unchanged) 

(10) INNOVATION OF GRADUATE 
MEDICAL EDUCATION. The requirements 
for accreditation of residency training should 
encourage educational innovation and continual 
improvement. New topic areas such as 
continuous quality improvement (CQI), 
outcome management, informatics and 

(unchanged) 
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Proposed language for adoption  Original language 
information systems, and population-based 
medicine should be included as appropriate to 
the specialty. 
(11) THE ENVIRONMENT OF GRADUATE 
MEDICAL EDUCATION. Sponsoring 
organizations and other GME programs must 
create an environment that is conducive to 
learning. There must be an appropriate balance 
between education and service. Resident 
physicians must be treated as colleagues. 

(unchanged) 

(12) SUPERVISION OF RESIDENT 
PHYSICIANS. Program directors must 
supervise and evaluate the clinical performance 
of resident physicians. The policies of the 
sponsoring institution, as enforced by the 
program director, and specified in the ACGME 
Institutional Requirements and related 
accreditation documents, must ensure that the 
clinical activities of each resident physician are 
supervised to a degree that reflects the ability of 
the resident physician and the level of 
responsibility for the care of patients that may 
be safely delegated to the resident. The 
sponsoring institution’s GME Committee must 
monitor programs’ supervision of residents and 
ensure that supervision is consistent with: (A) 
Provision of safe and effective patient care; (B) 
Educational needs of residents; (C) Progressive 
responsibility appropriate to residents’ level of 
education, competence, and experience; and (D) 
Other applicable Common and 
specialty/subspecialty specific Program 
Requirements. The program director, in 
cooperation with the institution, is responsible 

(12) SUPERVISION OF RESIDENT 
PHYSICIANS. Program directors must 
supervise the clinical performance of resident 
physicians. The policies of the sponsoring 
institution, as enforced by the program director, 
must ensure that the clinical activities of each 
resident physician are supervised to a degree 
that reflects the ability of the resident physician. 
Integral to resident supervision is the necessity 
for frequent evaluation of residents by faculty, 
with discussion between faculty and resident. It 
is a cardinal principle that responsibility for the 
treatment of each patient and the education of 
resident and fellow physicians lies with the 
physician/faculty to whom the patient is 
assigned and who supervises all care rendered to 
the patient by residents and fellows. 
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Proposed language for adoption  Original language 
for maintaining work schedules for each 
resident based on the intensity and variability of 
assignments in conformity with ACGME 
Review Committee recommendations, and in 
compliance with the ACGME clinical and 
educational work hour standards.  Integral to 
resident supervision is the necessity for frequent 
evaluation of residents by faculty, with 
discussion between faculty and resident. It is a 
cardinal principle that responsibility for the 
treatment of each patient and the education of 
resident and fellow physicians lies with the 
physician/faculty to whom the patient is 
assigned and who supervises all care rendered to 
the patient by residents and fellows. Each 
patient’s attending physician must decide, 
within guidelines established by the program 
director, the extent to which responsibility may 
be delegated to the resident, and the appropriate 
degree of supervision of the resident’s 
participation in the care of the patient. The 
attending physician, or designate, must be 
available to the resident for consultation at all 
times. 

(c) Institutional commitment to graduate 
medical education must be evidenced by 
compliance with Section III.B.4 of the ACGME 
Institutional Requirements, effective July 1, 
2007: The sponsoring institution’s GME 
Committee must [m]onitor programs’ 
supervision of residents and ensure that 
supervision is consistent with: (i) Provision of 
safe and effective patient care; (ii) Educational 
needs of residents; (iii) Progressive 
responsibility appropriate to residents’ level of 
education, competence, and experience; and (iv) 
Other applicable Common and 
specialty/subspecialty specific Program 
Requirements. 
(d) The program director must be responsible 
for the evaluation of the progress of each 
resident and for the level of responsibility for 
the care of patients that may be safely delegated 
to the resident. 
(e) Each patient’s attending physician must 
decide, within guidelines established by the 
program director, the extent to which 
responsibility may be delegated to the resident, 
and the appropriate degree of supervision of the 
resident’s participation in the care of the patient. 
The attending physician, or designate, must be 
available to the resident for consultation at all 
times. 
(f) The program director, in cooperation with 
the institution, is responsible for maintaining 
work schedules for each resident based on the 
intensity and variability of assignments in 
conformity with Residency Review Committee 
(RRC) recommendations, and in compliance 
with the ACGME duty hour standards. 
H-310.979 

(13) EVALUATION OF RESIDENTS AND 
SPECIALTY BOARD CERTIFICATION. 
Residency program directors and faculty are 
responsible for evaluating and documenting the 
continuing development and competency of 
residents, as well as the readiness of residents to 
enter independent clinical practice upon 
completion of training. Program directors 
should also document any deficiency or concern 
that could interfere with the practice of 
medicine and which requires remediation, 
treatment, or removal from training. Inherent 
within the concept of specialty board 

(unchanged) 

https://policysearch.ama-assn.org/policyfinder/detail/H-310.979?uri=%2FAMADoc%2FHOD.xml-0-2563.xml
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Proposed language for adoption  Original language 
certification is the necessity for the residency 
program to attest and affirm to the competence 
of the residents completing their training 
program and being recommended to the 
specialty board as candidates for examination. 
This attestation of competency should be 
accepted by specialty boards as fulfilling the 
educational and training requirements allowing 
candidates to sit for the certifying examination 
of each member board of the ABMS.  
(14) GRADUATE MEDICAL EDUCATION 
IN THE AMBULATORY SETTING. Graduate 
medical education programs must provide 
educational experiences to residents in the 
broadest possible range of educational sites, so 
that residents are trained in the same types of 
sites in which they may practice after 
completing GME. It should include experiences 
in a variety of ambulatory settings, in addition 
to the traditional inpatient experience. The 
amount and types of ambulatory training is a 
function of the given specialty. 

(unchanged) 

(15) VERIFICATION OF RESIDENT 
PHYSICIAN EXPERIENCE. The program 
director must document a resident physician’s 
specific experiences and demonstrated 
knowledge, skills, attitudes, and behavior, and a 
record must be maintained within the institution. 

(unchanged) 

CME Rep. 9, A-99 Reaffirmed: CME Rep. 2, A-09 Reaffirmed: CME Rep. 14, A-09 
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APPENDIX B: PROPOSED REVISIONS TO THREE AMA POLICIES RELATED TO 
RESIDENT/FELLOW CONTRACTS AND DUTY HOURS (CLEAN TEXT VERSION) 
 
H-310.907, “Resident/Fellow Clinical and Educational Work Hours” 
 
Our AMA adopts the following Principles of Resident/Fellow Clinical and Educational Work 
Hours, Patient Safety, and Quality of Physician Training:” 
 

1. Our AMA supports the 2017 Accreditation Council for Graduate Medical Education 
(ACGME) standards for clinical and educational work hours (previously referred to as 
“duty hours”). 

 
2. Our AMA will continue to monitor the enforcement and impact of clinical and educational 

work hour standards, in the context of the larger issues of patient safety and the optimal 
learning environment for residents. 

 
3. Our AMA encourages publication and supports dissemination of studies in peer-reviewed 

publications and educational sessions about all aspects of clinical and educational work 
hours, to include such topics as extended work shifts, handoffs, in-house call and at-home 
call, level of supervision by attending physicians, workload and growing service demands, 
moonlighting, protected sleep periods, sleep deprivation and fatigue, patient safety, 
medical error, continuity of care, resident well-being and burnout, development of 
professionalism, resident learning outcomes, and preparation for independent practice. 

 
4. Our AMA endorses the study of innovative models of clinical and educational work hour 

requirements and, pending the outcomes of ongoing and future research, should consider 
the evolution of specialty- and rotation-specific requirements that are evidence-based and 
will optimize patient safety and competency-based learning opportunities. 

 
5. Our AMA encourages the ACGME to: 

 
a) Decrease the barriers to reporting of both clinical and educational work hour violations 

and resident intimidation. 
 

b) Ensure that readily accessible, timely and accurate information about clinical and 
educational work hours is not constrained by the cycle of ACGME survey visits. 
 

c) Use, where possible, recommendations from respective specialty societies and 
evidence-based approaches to any future revision or introduction of clinical and 
educational work hour rules. 
 

d) Broadly disseminate aggregate data from the annual ACGME survey on the 
educational environment of resident physicians, encompassing all aspects of clinical 
and educational work hours. 

 
6. Our AMA recognizes the ACGME for its work in ensuring an appropriate balance between 

resident education and patient safety, and encourages the ACGME to continue to: 
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a) Offer incentives to programs/institutions to ensure compliance with clinical and 
educational work hour standards. 
 

b) Ensure that site visits include meetings with peer-selected or randomly selected 
residents and that residents who are not interviewed during site visits have the 
opportunity to provide information directly to the site visitor. 
 

c) Collect data on at-home call from both program directors and resident/fellow 
physicians; release these aggregate data annually; and develop standards to ensure that 
appropriate education and supervision are maintained, whether the setting is in-house 
or at-home. 

 
d) Ensure that resident/fellow physicians receive education on sleep deprivation and 

fatigue. 
 

7. Our AMA supports the following statements related to clinical and educational work 
hours: 

 
a) Total clinical and educational work hours must not exceed 80 hours per week, 

averaged over a four-week period (Note: “Total clinical and educational work hours” 
includes providing direct patient care or supervised patient care that contributes to 
meeting educational goals; participating in formal educational activities; providing 
administrative and patient care services of limited or no educational value; and time 
needed to transfer the care of patients). 
 

b) Scheduled on-call assignments should not exceed 24 hours. Residents may remain on-
duty for an additional 4 hours to complete the transfer of care, patient follow-up, and 
education; however, residents may not be assigned new patients, cross-coverage of 
other providers’ patients, or continuity clinic during that time. 
 

c) Time spent in the hospital by residents on at-home call must count towards the 80-hour 
maximum weekly hour limit, and on-call frequency must not exceed every third night 
averaged over four weeks. The frequency of at-home call is not subject to the every-
third-night limitation, but must satisfy the requirement for one-day-in-seven free of 
duty, when averaged over four weeks. 
 

d) At-home call must not be so frequent or taxing as to preclude rest or reasonable 
personal time for each resident. 
 

e) Residents are permitted to return to the hospital while on at-home call to care for new 
or established patients. Each episode of this type of care, while it must be included in 
the 80-hour weekly maximum, will not initiate a new “off-duty period.” 
 

f) Given the different education and patient care needs of the various specialties and 
changes in resident responsibility as training progresses, clinical and educational work 
hour requirements should allow for flexibility for different disciplines and different 
training levels to ensure appropriate resident education and patient safety; for example, 
allowing exceptions for certain disciplines, as appropriate, or allowing a limited 
increase to the total number of clinical and educational work hours when need is 
demonstrated. 
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g) Resident physicians should be ensured a sufficient duty-free interval prior to returning 
to duty. 
 

h) Clinical and educational work hour limits must not adversely impact resident physician 
participation in organized educational activities. Formal educational activities must be 
scheduled and available within total clinical and educational work hour limits for all 
resident physicians. 
 

i) Scheduled time providing patient care services of limited or no educational value 
should be minimized. 
 

j) Accurate, honest, and complete reporting of clinical and educational work hours is an 
essential element of medical professionalism and ethics. 
 

k) 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 clinical and educational work hour regulations, and 
opposes any regulatory or legislative proposals to limit the work hours of practicing 
physicians. 
 

l) Increased financial assistance for residents/fellows, such as subsidized child care, loan 
deferment, debt forgiveness, and tax credits, may help mitigate the need for 
moonlighting. At the same time, resident/fellow physicians in good standing with their 
programs should be afforded the opportunity for internal and external moonlighting 
that complies with ACGME policy. 
 

m) Program directors should establish guidelines for scheduled work outside of the 
residency program, such as moonlighting, and must approve and monitor that work 
such that it does not interfere with the ability of the resident to achieve the goals and 
objectives of the educational program. 
 

n) The costs of clinical and educational work hour limits should be borne by all health 
care payers. Individual resident compensation and benefits must not be compromised 
or decreased as a result of changes in the graduate medical education system. 
 

o) The general public should be made aware of the many contributions of resident/fellow 
physicians to high-quality patient care and the importance of trainees’ realizing their 
limits (under proper supervision) so that they will be able to competently and 
independently practice under real-world medical situations.  

 
8. Our AMA is in full support of the collaborative partnership between allopathic and 

osteopathic professional and accrediting bodies in developing a unified system of 
residency/fellowship accreditation for all residents and fellows, with the overall goal of 
ensuring patient safety. 
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9. Our AMA will actively participate in ongoing efforts to monitor the impact of clinical and 

educational work hour limitations to ensure that patient safety and physician well-being are 
not jeopardized by excessive demands on post-residency physicians, including program 
directors and attending physicians. 
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H-310.912, “Residents and Fellows’ Bill of Rights” 
 

1. Our AMA continues to advocate for improvements in the ACGME Institutional and 
Common Program Requirements that support AMA policies as follows: a) adequate 
financial support for and guaranteed leave to attend professional meetings; b) submission 
of training verification information to requesting agencies within 30 days of the request; c) 
adequate compensation with consideration to local cost-of-living factors and years of 
training, and to include the orientation period; d) health insurance benefits to include dental 
and vision services; e) paid leave for all purposes (family, educational, vacation, sick) to be 
no less than six weeks per year; and f) stronger due process guidelines. 
 

2. Our AMA encourages the ACGME to ensure access to educational programs and curricula 
as necessary to facilitate a deeper understanding by resident physicians of the US health 
care system and to increase their communication skills. 
 

3. Our AMA regularly communicates to residency and fellowship programs and other GME 
stakeholders this Resident/Fellows Physicians’ Bill of Rights. 
 

4. Our AMA: a) will promote residency and fellowship training programs to evaluate their 
own institution’s process for repayment and develop a leaner approach. This includes 
disbursement of funds by direct deposit as opposed to a paper check and an online system 
of applying for funds; b) encourages a system of expedited repayment for purchases of 
$200 or less (or an equivalent institutional threshold), for example through payment 
directly from their residency and fellowship programs (in contrast to following traditional 
workflow for reimbursement); and c) encourages training programs to develop a budget 
and strategy for planned expenses versus unplanned expenses, where planned expenses 
should be estimated using historical data, and should include trainee reimbursements for 
items such as educational materials, attendance at conferences, and entertaining applicants. 
Payment in advance or within one month of document submission is strongly 
recommended. 
 

5. Our AMA encourages teaching institutions to explore benefits to residents and fellows that 
will reduce personal cost of living expenditures, such as allowances for housing, childcare, 
and transportation. 
 

6. Our AMA adopts the following ‘Residents and Fellows’ Bill of Rights’ as applicable to all 
resident and fellow physicians in ACGME-accredited training programs: 

 
RESIDENT/FELLOW PHYSICIANS’ BILL OF RIGHTS 
 
Residents and fellows have a right to: 
 
A. An education that fosters professional development, takes priority over service, and leads to 
independent practice. 
 
With regard to education, residents and fellows should expect: (1) A graduate medical education 
experience that facilitates their professional and ethical development, to include regularly 
scheduled didactics for which they are released from clinical duties. Service obligations should not 
interfere with educational opportunities and clinical education should be given priority over service 
obligations; (2) Faculty who devote sufficient time to the educational program to fulfill their 
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teaching and supervisory responsibilities; (3) Adequate clerical and clinical support services that 
minimize the extraneous, time-consuming work that draws attention from patient care issues and 
offers no educational value; (4) 24-hour per day access to information resources to educate 
themselves further about appropriate patient care; and (5) Resources that will allow them to pursue 
scholarly activities to include financial support and education leave to attend professional meetings. 
 
B. Appropriate supervision by qualified faculty with progressive resident responsibility toward 
independent practice. 
 
With regard to supervision, residents and fellows should expect supervision by physicians and non-
physicians who are adequately qualified and which allows them to assume progressive 
responsibility appropriate to their level of education, competence, and experience. It is neither 
feasible nor desirable to develop universally applicable and precise requirements for supervision of 
residents. 
 
C. Regular and timely feedback and evaluation based on valid assessments of resident 
performance. 
 
With regard to evaluation and assessment processes, residents and fellows should expect: (1) 
Timely and substantive evaluations during each rotation in which their competence is objectively 
assessed by faculty who have directly supervised their work; (2) To evaluate the faculty and the 
program confidentially and in writing at least once annually and expect that the training program 
will address deficiencies revealed by these evaluations in a timely fashion; (3) Access to their 
training file and to be made aware of the contents of their file on an annual basis; and (4) Training 
programs to complete primary verification/credentialing forms and recredentialing forms, apply all 
required signatures to the forms, and then have the forms permanently secured in their educational 
files at the completion of training or a period of training and, when requested by any organization 
involved in credentialing process, ensure the submission of those documents to the requesting 
organization within thirty days of the request. 
 
D. A safe and supportive workplace with appropriate facilities. 
 
With regard to the workplace, residents and fellows should have access to: (1) A safe workplace 
that enables them to fulfill their clinical duties and educational obligations; (2) Secure, clean, and 
comfortable on-call rooms and parking facilities which are secure and well-lit; (3) Opportunities to 
participate on committees whose actions may affect their education, patient care, workplace, or 
contract. 
 
E. Adequate compensation and benefits that provide for resident well-being and health. 
 
(1) With regard to contracts, residents and fellows should receive: a. Information about the 
interviewing residency or fellowship program including a copy of the currently used contract 
clearly outlining the conditions for (re)appointment, details of remuneration, specific 
responsibilities including call obligations, and a detailed protocol for handling any grievance; and 
b. At least four months advance notice of contract non-renewal and the reason for non-renewal. 
 
(2) With regard to compensation, residents and fellows should receive: a. Compensation for time at 
orientation; and b. Salaries commensurate with their level of training and experience,. 
Compensation should reflect cost of living differences based on local economic factors, such as 
housing, transportation, and energy costs (which affect the purchasing power of wages), and 
include appropriate adjustments for changes in the cost of living. 
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(3) With Regard to Benefits, Residents and Fellows Must Be Fully Informed of and Should 
Receive: a. Quality and affordable comprehensive medical, mental health, dental, and vision care 
for residents and their families, as well as professional liability insurance and disability insurance 
to all residents for disabilities resulting from activities that are part of the educational program; b. 
An institutional written policy on and education in the signs of excessive fatigue, clinical 
depression, substance abuse and dependence, and other physician impairment issues; c. 
Confidential access to mental health and substance abuse services; d. A guaranteed, predetermined 
amount of paid vacation leave, sick leave, family and medical leave and educational/professional 
leave during each year in their training program, the total amount of which should not be less than 
six weeks; e. Leave in compliance with the Family and Medical Leave Act; and f. The conditions 
under which sleeping quarters, meals and laundry or their equivalent are to be provided.   
 
F. Clinical and educational work hours that protect patient safety and facilitate resident well-being 
and education. 
 
With regard to clinical and educational work hours, residents and fellows should experience: (1) A 
reasonable work schedule that is in compliance with clinical and educational work hour 
requirements set forth by the ACGME; and (2) At-home call that is not so frequent or demanding 
such that rest periods are significantly diminished or that clinical and educational work hour 
requirements are effectively circumvented. Refer to AMA Policy H-310.907, “Resident/Fellow 
Clinical and Educational Work Hours,” for more information. 
 
G. Due process in cases of allegations of misconduct or poor performance. 
 
With regard to the complaints and appeals process, residents and fellows should have the 
opportunity to defend themselves against any allegations presented against them by a patient, 
health professional, or training program in accordance with the due process guidelines established 
by the AMA. 
 
H. Access to and protection by institutional and accreditation authorities when reporting violations. 
 
With regard to reporting violations to the ACGME, residents and fellows should: (1) Be informed 
by their program at the beginning of their training and again at each semi-annual review of the 
resources and processes available within the residency program for addressing resident concerns or 
complaints, including the program director, Residency Training Committee, and the designated 
institutional official; (2) Be able to file a formal complaint with the ACGME to address program 
violations of residency training requirements without fear of recrimination and with the guarantee 
of due process; and (3) Have the opportunity to address their concerns about the training program 
through confidential channels, including the ACGME concern process and/or the annual ACGME 
Resident Survey.  
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H-310.929, “Principles for Graduate Medical Education” 
 
Our AMA urges the Accreditation Council for Graduate Medical Education (ACGME) to 
incorporate these principles in its Institutional Requirements, if they are not already present. 
 
(1) PURPOSE OF GRADUATE MEDICAL EDUCATION AND ITS RELATIONSHIP TO 
PATIENT CARE. There must be objectives for residency education in each specialty that promote 
the development of the knowledge, skills, attitudes, and behavior necessary to become a competent 
practitioner in a recognized medical specialty. 
 
Exemplary patient care is a vital component for any residency/fellowship program. Graduate 
medical education enhances the quality of patient care in the institution sponsoring an accredited 
program. Graduate medical education must never compromise the quality of patient care. 
Institutions sponsoring residency programs and the director of each program must assure the 
highest quality of care for patients and the attainment of the program’s educational objectives for 
the residents. 
 
(2) RELATION OF ACCREDITATION TO THE PURPOSE OF RESIDENCY TRAINING. 
Accreditation requirements should relate to the stated purpose of a residency program and to the 
knowledge, skills, attitudes, and behaviors that a resident physician should have on completing 
residency education. 
 
(3) EDUCATION IN THE BROAD FIELD OF MEDICINE. GME should provide a resident 
physician with broad clinical experiences that address the general competencies and 
professionalism expected of all physicians, adding depth as well as breadth to the competencies 
introduced in medical school. 
 
(4) SCHOLARLY ACTIVITIES FOR RESIDENTS. Graduate medical education should always 
occur in a milieu that includes scholarship. Resident physicians should learn to appreciate the 
importance of scholarly activities and should be knowledgeable about scientific method. However, 
the accreditation requirements, the structure, and the content of graduate medical education should 
be directed toward preparing physicians to practice in a medical specialty. Individual educational 
opportunities beyond the residency program should be provided for resident physicians who have 
an interest in, and show an aptitude for, academic and research pursuits. The continued 
development of evidence-based medicine in the graduate medical education curriculum reinforces 
the integrity of the scientific method in the everyday practice of clinical medicine. 
 
(5) FACULTY SCHOLARSHIP. All residency faculty members must engage in scholarly 
activities and/or scientific inquiry. Suitable examples of this work must not be limited to basic 
biomedical research. Faculty can comply with this principle through participation in scholarly 
meetings, journal club, lectures, and similar academic pursuits. 
 
(6) INSTITUTIONAL RESPONSIBILITY FOR PROGRAMS. Specialty-specific GME must 
operate under a system of institutional governance responsible for the development and 
implementation of policies regarding the following; the initial authorization of programs, the 
appointment of program directors, compliance with the accreditation requirements of the ACGME, 
the advancement of resident physicians, the disciplining of resident physicians when this is 
appropriate, the maintenance of permanent records, and the credentialing of resident physicians 
who successfully complete the program. If an institution closes or has to reduce the size of a 
residency program, the institution must inform the residents as soon as possible. Institutions must 
make every effort to allow residents already in the program to complete their education in the 



 CME Rep. 6-I-18 -- page 28 of 39 
 

affected program. When this is not possible, institutions must assist residents to enroll in another 
program in which they can continue their education. Programs must also make arrangements, when 
necessary, for the disposition of program files so that future confirmation of the completion of 
residency education is possible. Institutions should allow residents to form housestaff 
organizations, or similar organizations, to address patient care and resident work environment 
concerns. Institutional committees should include resident members. 
 
(7) COMPENSATION OF RESIDENT PHYSICIANS. All residents should be compensated. 
Residents should receive fringe benefits, including, but not limited to, health, disability, and 
professional liability insurance and parental leave and should have access to other benefits offered 
by the institution. Residents must be informed of employment policies and fringe benefits, and 
their access to them. Restrictive covenants must not be required of residents or applicants for 
residency education. 
 
(8) LENGTH OF TRAINING. The usual duration of an accredited residency in a specialty should 
be defined in the “Program Requirements.” The required minimum duration should be the same for 
all programs in a specialty and should be sufficient to meet the stated objectives of residency 
education for the specialty and to cover the course content specified in the Program Requirements. 
The time required for an individual resident physician’s education might be modified depending on 
the aptitude of the resident physician and the availability of required clinical experiences. 
 
(9) PROVISION OF FORMAL EDUCATIONAL EXPERIENCES. Graduate medical education 
must include a formal educational component in addition to supervised clinical experience. This 
component should assist resident physicians in acquiring the knowledge and skill base required for 
practice in the specialty. The assignment of clinical responsibility to resident physicians must 
permit time for study of the basic sciences and clinical pathophysiology related to the specialty. 
 
(10) INNOVATION OF GRADUATE MEDICAL EDUCATION. The requirements for 
accreditation of residency training should encourage educational innovation and continual 
improvement. New topic areas such as continuous quality improvement (CQI), outcome 
management, informatics and information systems, and population-based medicine should be 
included as appropriate to the specialty. 
 
(11) THE ENVIRONMENT OF GRADUATE MEDICAL EDUCATION. Sponsoring 
organizations and other GME programs must create an environment that is conducive to learning. 
There must be an appropriate balance between education and service. Resident physicians must be 
treated as colleagues. 
 
(12) SUPERVISION OF RESIDENT PHYSICIANS. Program directors must supervise and 
evaluate the clinical performance of resident physicians. The policies of the sponsoring institution, 
as enforced by the program director, and specified in the ACGME Institutional Requirements and 
related accreditation documents, must ensure that the clinical activities of each resident physician 
are supervised to a degree that reflects the ability of the resident physician and the level of 
responsibility for the care of patients that may be safely delegated to the resident. The sponsoring 
institution’s GME Committee must monitor programs’ supervision of residents and ensure that 
supervision is consistent with: (A) Provision of safe and effective patient care; (B) Educational 
needs of residents; (C) Progressive responsibility appropriate to residents’ level of education, 
competence, and experience; and (D) Other applicable Common and specialty/subspecialty specific 
Program Requirements. The program director, in cooperation with the institution, is responsible for 
maintaining work schedules for each resident based on the intensity and variability of assignments 
in conformity with ACGME Review Committee recommendations, and in compliance with the 
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ACGME clinical and educational work hour standards.  Integral to resident supervision is the 
necessity for frequent evaluation of residents by faculty, with discussion between faculty and 
resident. It is a cardinal principle that responsibility for the treatment of each patient and the 
education of resident and fellow physicians lies with the physician/faculty to whom the patient is 
assigned and who supervises all care rendered to the patient by residents and fellows. Each 
patient’s attending physician must decide, within guidelines established by the program director, 
the extent to which responsibility may be delegated to the resident, and the appropriate degree of 
supervision of the resident’s participation in the care of the patient. The attending physician, or 
designate, must be available to the resident for consultation at all times. 
 
(13) EVALUATION OF RESIDENTS AND SPECIALTY BOARD CERTIFICATION. Residency 
program directors and faculty are responsible for evaluating and documenting the continuing 
development and competency of residents, as well as the readiness of residents to enter 
independent clinical practice upon completion of training. Program directors should also document 
any deficiency or concern that could interfere with the practice of medicine and which requires 
remediation, treatment, or removal from training. Inherent within the concept of specialty board 
certification is the necessity for the residency program to attest and affirm to the competence of the 
residents completing their training program and being recommended to the specialty board as 
candidates for examination. This attestation of competency should be accepted by specialty boards 
as fulfilling the educational and training requirements allowing candidates to sit for the certifying 
examination of each member board of the ABMS.  
 
(14) GRADUATE MEDICAL EDUCATION IN THE AMBULATORY SETTING. Graduate 
medical education programs must provide educational experiences to residents in the broadest 
possible range of educational sites, so that residents are trained in the same types of sites in which 
they may practice after completing GME. It should include experiences in a variety of ambulatory 
settings, in addition to the traditional inpatient experience. The amount and types of ambulatory 
training is a function of the given specialty. 
 
(15) VERIFICATION OF RESIDENT PHYSICIAN EXPERIENCE. The program director must 
document a resident physician’s specific experiences and demonstrated knowledge, skills, attitudes, 
and behavior, and a record must be maintained within the institution. 
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APPENDIX C: AMA POLICIES AND DIRECTIVES PROPOSED FOR RESCISSION 
 
Note: The following seven policies are recommended for rescission. The original language is 
shown in the left column; the rationale for rescission is in the right column. 
 
D-310.987, “Impact of ACGME Resident Duty Hour Limits on Physician Well-Being and Patient 
Safety”  
 

Original language Rationale for rescission 
Our American Medical Association will actively 
participate in ongoing efforts to monitor the 
impact of resident duty hour limitations to 
ensure that patient safety and physician well-
being are not jeopardized by excessive demands 
on post-residency physicians. 

Still relevant, but rescind and append to H-
310.907 (9), “AMA duty hours policy.” 
 

Res. 314, A-03 Reaffirmation A-12 
 
H-310.922, “Determining Residents’ Salaries” 
 

Original language Rationale for rescission 
Our 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. 

Still relevant, but rescind and incorporate into 
H-310.912 (E.2), “Residents and Fellows’ Bill 
of Rights.” 

Res. 303, A-06 Modified: CME Rep. 04, A-16 
 
H-310.932, “Annual Contracts for Continuing Residents” 
 

Original language Rationale for rescission 
Our AMA urges the ACGME to require resident 
training programs to provide their residents with 
notice of non-renewal of contracts no later than 
four months prior to the end of their contract. 

Still relevant, but rescind; already reflected in 
H-310.912 (E), “Residents and Fellows’ Bill of 
Rights,” as follows: 
 
“(1) With regard to contracts, residents and 
fellows should receive: … b. At least four 
months advance notice of contract non-renewal 
and the reason for non-renewal.” 

Sub. Res. 310, A-99 Reaffirmed: CME Rep. 2, A-09 
 
H-310.947, “Revision of the ‘General Requirements’ of the Essentials of Accredited Residency 
Programs” 
 

Original language Rationale for rescission 
The AMA supports the following principles of 
the ACGME Institutional Requirements: 
Candidates for residencies must be fully 
informed of benefits including financial support, 

Still relevant, but rescind and incorporate into 
H-310.912 (E.3), “Residents and Fellows’ Bill 
of Rights.” 
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vacations, professional leave, parental leave, 
sick leave, professional liability insurance, 
hospital and health insurance, disability 
insurance, and other insurance benefits for the 
residents and their family and the conditions 
under which living quarters, meals and laundry 
or their equivalent are to be provided. 
Institutions sponsoring graduate medical 
education must provide access to insurance, 
where available, to all residents for disabilities 
resulting from activities that are part of the 
educational program. Institutions should have a 
written policy and an educational program 
regarding physician impairment, including 
substance abuse. 

Note: This policy is also reflected in ACGME 
Institution Requirements, effective July 1, 
2018, under IV.A.3., III.B.7.b), and IV.B. 

CME Rep. Q, A-93 Modified: CME Rep. 2, A-03 Reaffirmed: CME Rep. 2, A-13 
 
H-310.979, “Resident Physician Working Hours and Supervision” 
   

Original language Rationale for rescission 
(1) Our AMA supports the following principles 
regarding the supervision of residents and the 
avoidance of the harmful effects of excessive 
fatigue and stress:  

Still relevant, but rescind and incorporate 
relevant aspects into other policies, as noted 
below.  

(a) Exemplary patient care is a vital component 
for any program of graduate medical education. 
Graduate medical education enhances the 
quality of patient care in the institution 
sponsoring an accredited residency program. 
Graduate medical education must never 
compromise the quality of patient care. 

Incorporate into H-310.929 (1), “Principles for 
Graduate Medical Education.”  

(b) Institutions sponsoring residency programs 
and the director of each program must assure the 
highest quality of care for patients and the 
attainment of the program’s educational 
objectives for the residents. 
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Original language Rationale for rescission 
(c) Institutional commitment to graduate 
medical education must be evidenced by 
compliance with Section III.B.4 of the ACGME 
Institutional Requirements, effective July 1, 
2007: The sponsoring institution’s GME 
Committee must [m]onitor programs’ 
supervision of residents and ensure that 
supervision is consistent with: (i) Provision of 
safe and effective patient care; (ii) Educational 
needs of residents; (iii) Progressive 
responsibility appropriate to residents’ level of 
education, competence, and experience; and (iv) 
Other applicable Common and 
specialty/subspecialty specific Program 
Requirements. 
(d) The program director must be responsible 
for the evaluation of the progress of each 
resident and for the level of responsibility for 
the care of patients that may be safely delegated 
to the resident. 
(e) Each patient’s attending physician must 
decide, within guidelines established by the 
program director, the extent to which 
responsibility may be delegated to the resident, 
and the appropriate degree of supervision of the 
resident’s participation in the care of the patient. 
The attending physician, or designate, must be 
available to the resident for consultation at all 
times. 
(f) The program director, in cooperation with 
the institution, is responsible for maintaining 
work schedules for each resident based on the 
intensity and variability of assignments in 
conformity with Residency Review Committee 
(RRC) recommendations, and in compliance 
with the ACGME duty hour standards. 

Incorporate relevant aspects into H-310.929 
(12), “Principles for Graduate Medical 
Education.”  
 

(g) The program director, with institutional 
support, must assure for each resident effective 
counseling as stated in Section II.D.4.k of the 
Institutional requirements: “Counseling 
services: The Sponsoring Institution should 
facilitate residents’ access to confidential 
counseling, medical, and psychological support 
services.” 

Rescind; already reflected in H-295.858, 
“Access to Confidential Health Services for 
Medical Students and Physicians,” as follows: 
 
“A. Provide or facilitate the immediate 
availability of urgent and emergent access to 
low-cost, confidential health care, including 
mental health and substance use disorder 
counseling services, that: (1) include appropriate 
follow-up; (2) are outside the trainees’ grading 
and evaluation pathways; and (3) are available 
(based on patient preference and need for 
assurance of confidentiality) in reasonable 
proximity to the education/training site, at an 
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Original language Rationale for rescission 
external site, or through telemedicine or other 
virtual, online means.” 

(h) As stated in the ACGME Institutional 
Requirements (II.F.2.a-c), “The Sponsoring 
Institution must provide services and develop 
health care delivery systems to minimize 
residents’ work that is extraneous to their GME 
programs’ educational goals and objectives.” 
These include patient support services, 
laboratory/pathology/radiology services, and 
medical records.  

Rescind; already reflected in H-310.912 (A), 
“Residents and Fellows’ Bill of Rights,” as 
follows: 
 
“With regard to education, residents and fellows 
should expect: . . . (3) Adequate clerical and 
clinical support services that minimize the 
extraneous, time-consuming work that draws 
attention from patient care issues and offers no 
educational value.” 
 
Also reflected in H-310.907 (7), “AMA duty 
hours policy,” as follows: 
 
“i) Scheduled time providing patient care 
services of limited or no educational value 
should be minimized.” 

(i) Is neither feasible nor desirable to develop 
universally applicable and precise requirements 
for supervision of residents. As stated in the 
ACGME Common Program Requirements 
(VI.B) “the program must ensure that qualified 
faculty provide appropriate supervision of 
residents in patient care activities.” 

Incorporate into H-310.912 (B), “Residents and 
Fellows’ Bill of Rights.” 

(j) Individual resident compensation and 
benefits must not be compromised or decreased 
as a result of these recommended changes in the 
graduate medical education system. 

Incorporate into H-310.907 (7.n), “AMA duty 
hours policy.” 

(2) These problems should be addressed within 
the present system of graduate medical 
education, without regulation by agencies of 
government. 

Rescind; already reflected in H-310.907 (7), 
“AMA duty hours policy,” as follows: 
 
“k) 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.” 

CME Rep. C, I-87; Modified: Sunset Report, I-97; Modified and Reaffirmed: CME Rep. 2, A-08 
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H-310.988, “Adequate Resident Compensation” 
 

Original language Rationale for rescission 
The AMA believes that housestaff should 
receive adequate compensation by their training 
programs. 

Still relevant, but rescind; already reflected in 
H-310.912 (E.2), “Residents and Fellows’ Bill 
of Rights,” and H-310.929 (7), “Principles for 
Graduate Medical Education.” 

Sub. Res. 124, A-85 Reaffirmed by CLRPD Rep. 2, I-95 Reaffirmed: CME Rep. 2, A-05 
Reaffirmed: CME Rep. 1, A-15 

 
H-310.999, “Guidelines for Housestaff Contracts or Agreements” 
 

Original language Rationale for rescission 
The “Essentials of Approved Residencies, “ 
approved by the House of Delegates in 1970, 
includes a section on relationships of housestaff 
and institutions. The following outline is 
intended to promote additional guidance to all 
parties in establishing the conditions under which 
house officers learn and provide services to 
patients. 

Rescind; superseded by more recent AMA 
policy, including H-310.929, “Principles for 
Graduate Medical Education,” H-310.912, 
“Residents and Fellows’ Bill of Rights,”  
H-225.950, “AMA Principles for Physician 
Employment,” Code of Medical Ethics 9.2.4, 
“Disputes Between Medical Supervisors & 
Trainees,” H-225.942, “Physician and Medical 
Staff Member Bill of Rights,” along with the 
AMA Annotated Model Physician-Hospital 
Employment Agreement and AMA Annotated 
Model Physician-Group Practice Employment 
Agreement (see https://www.ama-assn.org/life-
career/understanding-employment-contracts).  

Training programs have been central to the 
process of graduate medical education which has 
produced a high level of medical competence in 
the United States. The American Medical 
Association recognizes that the integrity of these 
programs is a primary objective in achieving the 
best possible care of the patient. It is, therefore, 
incumbent upon members of the housestaff and 
the institutions in which they are being trained to 
be aware of the parameters and responsibilities 
applicable to their training programs. In the 
absence of such awareness, unreasonable 
expectations may arise to threaten the harmony 
between hospital and housestaff in the 
performance of their joint mission. 

 

It should be emphasized that these guidelines are 
not intended as a fixed formula. Guidelines that 
seek to cover public, voluntary and proprietary 
hospitals necessarily entail so many variables 
from training institution to training institution 
that no single form of contract or agreement 
would be universally applicable. This set of 
guidelines has, therefore, been developed to 

 

https://www.ama-assn.org/life-career/understanding-employment-contracts
https://www.ama-assn.org/life-career/understanding-employment-contracts
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cover the more significant substantive provisions 
of a housestaff contract or agreement. 
The subjects included in the Guidelines are not 
intended to be the only subjects important or 
appropriate for a contract or agreement. 
Moreover, the definition of the respective 
responsibilities, rights and obligations of the 
parties involved can assume various forms: 
individual contracts or agreements, group 
contracts or agreements, or as a part of the rules 
of government of the institution. 

 

II. Proposed Terms and Conditions A. Parties to 
the Contract or Agreement (1) Contracts or 
agreements may be formed between individuals 
or groups, and institutions. Such a group might 
be a housestaff organization. (2) The two parties 
to an agreement or contract may be a single 
institution or a group of institutions, and an 
individual member of the housestaff, an informal 
group of the housestaff, or a formally constituted 
group or association of the housestaff, as 
determined by the housestaff organization. 

 

B. General Principles (1) Contracts or 
agreements are legal documents and must 
conform to the laws, rules, and regulation to 
which the institutions are subject. Position, salary 
and all other benefits should remain in effect 
insofar as possible without regard to rotational 
assignments even when the member of the 
housestaff is away from the parent institution. 
Exceptions required by law or regulations should 
be clearly delineated to the house officer at the 
time of the appointment. Changes in the number 
of positions in each year of a training program 
should be made so as not to affect adversely 
persons already in, or accepted in, that program. 
The agreement should provide fair and equitable 
conditions of employment for all those 
performing the duties of interns, residents and 
fellows. When a general contract or agreement is 
in effect between an association and an 
institution, individual contracts or agreements 
should be consistent. (2) Adequate prior 
notification of either party’s intent not to review 
the contract or agreement should be required, and 
the date of such notification should be included 
in the contract or agreement. (3) The institution 
and the individual members of the housestaff 
must accept and recognize the right of the 
housestaff to determine the means by which the 
housestaff may organize its affairs, and both 
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parties should abide by that determination; 
provided that the inherent right of a member of 
the housestaff to contract and negotiate freely 
with the institution, individually or collectively, 
for terms and conditions of employment and 
training should not be denied or infringed. No 
contract should require or prescribe that members 
of the housestaff shall or shall not be members of 
an association or union. 
C. Obligation of the Housestaff (1) Members of 
the housestaff agree to fulfill the educational 
requirements of the graduate training programs, 
and accept the obligation to use their efforts to 
provide safe, effective and compassionate patient 
care as assigned or required under the 
circumstances as delineated in the ACGME 
“Essentials of Approved Residencies” and 
previously approved standards of the AMA 
Council on Medical Education. (2) Members of 
the housestaff should comply with the laws, 
regulations, and policies to which the institution 
is subject. 

 

D. Obligation of the Institution (1) The institution 
agrees to provide an educational program that 
meets the standards of the ACGME “Essentials 
of Approved Residencies.” (2) The institution 
agrees to maintain continuously its staff and its 
facilities in compliance with all of the standards 
in the ACGME “Essentials of Approved 
Residencies.” 

 

E. Salary for Housestaff (1) The salary to be paid 
and the frequency of payment should be 
specified. The salary schedule should be 
published. The basis for increments and the time 
of the increments should be specified. (2) In 
determining the salary level of a member of the 
housestaff, prior educational experience should 
be considered, and a determination made as to 
whether credit should be given. (3) The 
responsibilities of senior residents should be 
recognized in salary differentials. 

 

F. Hours of Work 
There should be recognition of the fact that long 
duty hours extending over an unreasonably long 
period of time or onerous on-call schedules are 
not consistent with the primary objective of 
education or the efficient delivery of optimal 
patient care. The institution should commit itself 
to fair scheduling of duty time for all members of 
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the housestaff, including the provision of 
adequate off-duty hours. 
G. Off-Duty Activities The contract or agreement 
should provide that a member of the housestaff is 
free to use his off-duty hours as he sees fit, 
including engaging in outside employment if 
permitted by the terms of the original contract or 
agreement, so long as such activity does not 
interfere with his obligations to the institution or 
to the effectiveness of the educational program to 
which he has been appointed. 

 

H. Vacation and Leave The AMA encourages 
residency programs across the country to permit 
and schedule off-duty time separate from 
personal vacation time to enable residents to 
attend educational and/or organized medicine 
conferences. The amount of vacation, sick leave, 
and educational leave to which each member of 
the housestaff is entitled should be specified. 
Vacations should be expressed in terms of 
customary working days as defined by the 
institution. If vacations may be taken only at 
certain times of the year, this restriction should 
be stated. Any requirements for scheduling 
vacation time should also be stated. Provisions 
may also cover leaves for maternity, paternity, 
bereavement, military duty, examinations and 
preparations therefor, and educational 
conferences. Reimbursement for tuition and 
expenses incurred at educational conferences 
should be considered. The agreement should set 
forth any progressive increases in the amount of 
time allowed for vacation, sick leave, and 
educational leave. Educational leave should not 
be deducted from vacation time. 

 

I. Insurance Benefits Insurance benefits should 
be set forth with particularity and should be 
tailored to the specific needs of the housestaff. 
Some of the more common insurance benefit 
provisions are (1) hospitalization and basic 
medical coverage for the member of the 
housestaff, spouse, and minor children; (2) major 
medical coverage for the member of the 
housestaff, spouse, and minor children; and (3) 
group life insurance, and dismemberment and 
disability insurance for the member of the 
housestaff only. It should also be specified 
whether the institution will pay the full amount of 
premiums or only a portion of the premiums, the 
balance to be paid by the member of the 
housestaff. Co-paid benefits should be 
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established, separately from other hospital 
employee benefits, as a means of maximizing 
benefits. In some instances, free care for the 
housestaff and their families at the training 
institutions may be provided. In lieu of insurance 
benefits, the contract or agreement may provide 
for fixed annual payments to a housestaff 
association for each member of the housestaff so 
that the housestaff association may determine and 
provide for insurance or other benefits for the 
housestaff. 
J. Professional Liability Insurance The contract 
or agreement should specify the amount of 
professional liability insurance that the institution 
will provide for each member of the housestaff 
together with the limits of liability applicable to 
such coverage. It might also be appropriate to 
provide in the contract or agreement that the 
housestaff and the institution will cooperate fully 
with the insurance company in the handling of 
any professional liability claim. 

 

K. Committee Participation Insofar as possible, 
the institution should agree to provide for 
appropriate participation by the housestaff on the 
various committees within the institution. This 
participation should be on committees 
concerning institutional, professional and 
administrative matters including grievance and 
disciplinary proceedings. Members should have 
full voting rights. Representatives of the 
housestaff should be selected by the members of 
the housestaff. 

 

L. Grievance Procedures The contract or 
agreement should require and publish a grievance 
procedure. A grievance procedure typically 
involves the following: (1) A definition of the 
term “grievance” (e.g., any dispute or 
controversy about the interpretation or 
application of the contract, any rule or regulation, 
or any policy or practice). (2) The timing, 
sequence, and end point of the grievance 
procedure. (3) The right to legal or other 
representation. (4) The right of an individual 
member of the housestaff or a housestaff 
association to initiate a grievance procedure and 
the obligation of the housestaff to maintain 
patient care during the grievance procedure. (5) 
A statement of the bases and procedures for the 
final decision on grievances (end point), and 
agreement of both parties to abide by the 
decision. (6) Should costs arise in the grievance 
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procedure, a prior agreement as to how these 
costs will be apportioned between the parties. 
M. Disciplinary Hearings and Procedure With 
respect to disciplinary procedures, the provisions 
of Article VIII - Hearing and Appellate Review 
Procedure of the JCAHO Guidelines for the 
Formulation of Medical Staff Bylaws, Rules, and 
Regulations shall be applicable to the housestaff 
in the same manner as they are to all other 
members of the medical staff with the proviso 
that the Hearing and Appeals Committees shall 
contain appropriate representation of the 
housestaff. 

 

N. Description of the Educational Program The 
specific details of the operation of the 
educational experience should be made available 
to each prospective candidate. These data should 
include specific descriptions of training 
programs, including numbers of resident 
positions at each level of training, copies of 
existing housestaff contracts or agreements, 
approval status of programs to which candidate is 
applying, methods of evaluation, procedures for 
grievances and disciplinary action, and 
commitments for further training. 

 

O. Patient-Care Issues The quality of patient-care 
services and facilities may be specified in the 
contract, and could include such matters as 
adequate equipment, bedspace, clinical staffing, 
and clinical staff structuring. 

 

P. Other Provisions The agreement should 
provide for adequate, comfortable, safe, and 
sanitary facilities. 

 

The foregoing provisions are not all-inclusive. 
Depending upon the institution’s size, resources, 
location, and affiliations, if any, and also 
depending upon the relationship between the 
institution and the housestaff association, other 
provisions may be included, such as: (1) 
Maintenance of existing benefits and practices 
not otherwise expressly covered; (2) Housing, 
meals, laundry, uniforms, living-out and 
telephone allowances; (3) Adequate office space, 
facilities, and supporting services for housestaff 
affairs; (4) Housestaff association seminars and 
meetings 

 

BOT Rep. H, I-74; Reaffirmed: CLRPD Rep. C, A-89; Appended: Res.323, I-97; Reaffirmation A-
00; Reaffirmation A-08 

   


	Introduction
	Policies Included in this Report
	Summary and Recommendations
	Appendix A: Proposed Revisions to Three AMA Policies Related to Resident/Fellow Contracts and Duty Hours (Worksheet Version)
	H-310.907, “AMA duty hours policy”
	H-310.912, “Residents and Fellows’ Bill of Rights”
	H-310.929, “Principles for Graduate Medical Education”

	Appendix B: Proposed Revisions to Three AMA Policies Related to Resident/Fellow Contracts and Duty Hours (Clean Text Version)
	H-310.907, “Resident/Fellow Clinical and Educational Work Hours”
	H-310.912, “Residents and Fellows’ Bill of Rights”
	H-310.929, “Principles for Graduate Medical Education”

	Appendix C: AMA Policies and Directives Proposed for Rescission
	D-310.987, “Impact of ACGME Resident Duty Hour Limits on Physician Well-Being and Patient Safety”
	H-310.922, “Determining Residents’ Salaries”
	H-310.932, “Annual Contracts for Continuing Residents”
	H-310.947, “Revision of the ‘General Requirements’ of the Essentials of Accredited Residency Programs”
	H-310.979, “Resident Physician Working Hours and Supervision”
	H-310.988, “Adequate Resident Compensation”
	H-310.999, “Guidelines for Housestaff Contracts or Agreements”


