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INTRODUCTION

At the 2018 Annual Meeting, the House of Delegates adopted Policy D-305.967, “The
Preservation, Stability and Expansion of Full Funding for Graduate Medical Education,” which
asks that our AMA:

...investigate the status of implementation of AMA Policies D-305.973, “Proposed Revisions
to AMA Policy on the Financing of Medical Education Programs” and D-305.967, “The
Preservation, Stability and Expansion of Full Funding for Graduate Medical Education” and
report back to the House of Delegates with proposed measures to resolve the problems of
underfunding, inadequate number of residencies and geographic maldistribution of residencies.

BACKGROUND
An Overview of Graduate Medical Education

Graduate medical education (GME) programs account for nearly three-quarters of the U.S.
Department of Health & Human Services’ (HHS) health workforce expenditures, and may be a
strong policy lever to impact patient access to care because the number of medical school graduates
who obtain and complete a residency determines the size of the physician workforce and the types
of residencies they complete determine its specialty composition.! Also, where physicians
complete their residencies often affects where they establish their practices.? As a result, policies
that alter federal funding for GME may impact future physician supply and could be used to
address certain workforce concerns.

Although the federal government is not the sole contributor to GME funding, it is by far the largest
single source, primarily through Medicare funding. Medicare funding to support GME programs
comes from direct GME funding and indirect GME funding. Direct GME (DGME) funding
represents approximately one-third of all Medicare support for GME. It supports the direct costs of
running a residency program and covers salaries for residents and faculty as well as educational
support. Indirect GME payments (IME), which represent the majority of Medicare GME funding,
are calculated based on the size of a hospital, the number of residents supported, and the number of
Medicare inpatients treated. IME payments are in addition to payments an institution receives from
Medicare reimbursement and are meant to offset the costs of maintaining an educational program
that are not captured by Medicare reimbursement. Both IME and DGME payments are derived by
complex formulas and are not designed to account for differences in costs resulting from training
residents of different specialties. The Department of Veterans Affairs, Medicaid, and the Children’s
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Health Insurance Program are other federal sources of GME funding of varying levels. In addition,
the Army, Navy, and Air Force support their own in-house residencies and fellowships to provide
for the future physician workforce needs of those services.

Federal Funding for Graduate Medical Education®

Program Name

Control over trainees Total Funding Number of Trainees Cost Per Traince
MANDATORY FUNDING 7
Medicare GME Payments FY2015 (est): FY2015 (est): FY2015 (est. average):

The number of Medicare-supported residents $103 - $12.5 bilion 85,712 - 87,980 FTE (DGME) slots $112,000 - 129,000

and per-resident payment amount is capped for 85,578 - BB.416 FTE (IME) slots per FTE
each hospital, but hospitals determine staffing
needs and types of residents with the exception
of certain primary care residents. -
h‘l-edi_cﬂ-ide_f‘l-E_P;l-y;nie;ti i N/A. N/A The Medicaid program does N/A. The Medicaid
i i t these program does not
States are permitted to make these payments not require states to repor .
using their own criteria to determine which data, ::‘l“": 5‘:"35 00 FRPATt,
providers are eligible for payments. Bsa; Ca 0
Teaching Health Centers GME FY2018: AY2016-AY2017: N/A,
Payment Program $126.5 million (est) 742 FTE slots

Funding to applicant teaching health centers 771 total residents trained

that meet the program’s eligibility requirements.
DISCRETIONARY FUNDING

Veterans Affairs GME Payments  FY20I7: AY2016-AY2017: FY2015 (est):

VA facilities determine their stoffing needs and $1.78 billion | [,000 FTE slots and $137,7%2Uresident
: rted. > 43,565 residents spent part of

the number and type of residents suppo vl trdineigaria ¥ acilky

Children’s Hospital GME Payment FY2019: FY2016-FY2017 N/A

Program $325bmillion 58 hospitals received payments to

Grant funding awarded to applicant children’s support 7,164 FTE slots

hospitals that meet the program’s eligibility

requirements.

Department of Defense GME FY2012: FY2017: N/A

Payments $16.5 million 3,983 FTE residents

Divisions of the armed forces determine their
staffing needs and the number and type of
residents supported,

Source: CRS analysis of agency data, including review of various agency budget justification and The Robert Graham Center
program data sourced from CMS Medicare hospital cost report data, and GAO report, Physician Workforce: HHS Needs Better
Information to Comprehensively Evaluate Graduate Medical Education Funding (GAQO-18-240, 2018).

Notes: AY = Academic year; Academic year 2016-2017 began on July 1, 2016, and concluded on june 30, 2017. DGME = direct
graduate medical education. est. = estimate. FTE = full time equivalent. FY = fiscal year. IME = Indirect Medical Education. N/A = not
available. VA = the Department of Veterans Affairs.

Data on Medicaid GME funding are limited. The Centers for Medicare & Medicaid Services
(CMS) began collecting information about Medicaid GME payments made through the fee-for-
service delivery system in FY2010 through the CMS-64 data. Other information about Medicaid
GME payments is available from the Association of American Medical Colleges (AAMC) and U.S.
Government Accountability Office (GAO). AAMC conducts a 50-state survey about Medicaid
GME payments every two to three years. According to AAMC’s 2016 50-state survey, in 2015, the
overall level of support for GME continued to grow, reaching $4.26 billion. This represents a
significant increase since 1998, when Medicaid GME support totaled $2.3-$2.4 billion. However,
three states reported in 2015 that they explicitly reduced GME payments; another seven states
reported their total 2015 GME payments decreased by 10 percent or more over 2012 levels.*

The Medicare GME Caps

Medicare’s GME support was initially open-ended, where Medicare would pay for additional full
time equivalent (FTE) residents that hospitals trained. In 1997, GME stakeholders released a
consensus statement arguing that the United States was on the verge of a serious oversupply of
physicians and recommending limiting federal funding of GME positions to more align with the
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number of graduates of accredited U.S. medical schools.® Congress enacted the Balanced Budget
Act of 1997, (P.L. 105-33), which limits Medicare’s GME—most hospitals would receive DGME
and IME support only for the number of allopathic and osteopathic FTE residents it had in training
in 1996; in other words, the number of positions Medicare supported in each hospital in 1996 was
established as the upper limit in terms of the number of positions or slots that Medicare would fund
in those institutions thereafter. Slots, which may be occupied by residents or fellows, do not
directly correspond to a specific individual, as residents or fellows may spend periods of a given
year at different facilities, or doing research. Residents may not be counted simultaneously for
payment by two government programs. Therefore, when residents are located at different facilities,
they are not counted by the sponsoring hospital.

The Medicare cap is not absolute. Medicare provides GME funding to newly constructed hospitals
that introduce residency programs and to existing hospitals that did not previously sponsor
residency training. Furthermore, the GME cap is not calculated and implemented until new
teaching programs’ fifth year; this is meant to offer institutions time to build and scale their
programs to appropriate levels.

Since the Medicare cap was enacted, hospitals have expanded the number of residents they are
training by using non-Medicare sources of support (e.g., hospital, state, or local funds).
Specifically, in the 20 years since the cap was enacted, the number of residency slots has increased
by approximately 27 percent. Generally, these increases have been in subspecialties (i.e., for
fellowship training); subspecialty services tend to generate higher revenue or impose lower cost
burden on hospitals. In addition, Medicare GME slots have been redistributed since the cap was
enacted. For example, the Affordable Care Act included two redistribution programs—the first
redistributed unused slots, and the second continually redistributes slots from closed hospitals.
However, caps on the number of resident trainees imposed by Medicare continue to further restrict
the number of residency positions offered and provide teaching hospitals with little flexibility for
expansion.

Source: https://mkOnrmpcikgb8jxyd19h.kinstacdn.com/wp-content/uploads/2018/04/Main-Match-Result-and-Data-2018.pdf

Furthermore, based on the projected physician shortfall that is expected by 2030, the cap
established in 1997 is outdated and will continue to cause stress on a health care system already


https://mk0nrmpcikgb8jxyd19h.kinstacdn.com/wp-content/uploads/2018/04/Main-Match-Result-and-Data-2018.pdf
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beginning to show signs of strain in communities lacking sufficient numbers of physicians to care
for individuals living in these rural and underserved areas. It is projected that physician demand
will grow faster than supply, leading to a projected total physician shortfall of between 42,600 and
121,300 physicians by 2030. A primary care shortage of between 14,800 and 49,300 physicians is
projected by 2030. With regard to non-primary care specialties, a projected shortfall of between
33,800 and 72,700 physicians is expected, including a shortfall of between 20,700 and 30,500
physicians in 2030 for surgical specialties. Major drivers of these projected trends continue to be an
aging population requiring increasingly complex care concomitant with an aging physician
workforce.®

DISCUSSION
AMA Advocacy

For more than a decade, the AMA has advocated for the modernization of GME, calling for
increased funding for medical residency slots, development of innovative practice models as well
as residency positions that reflect societal needs. Below is an overview of recent advocacy efforts
by the AMA in this area. The advocacy efforts detailed below were taken by the AMA in
accordance to and in concert with the policy directives outlined in AMA Policy D-305.973,
“Proposed Revisions to AMA Policy on the Financing of Medical Education Programs,” and
Policy D-305.967, “The Preservation, Stability and Expansion of Full Funding for Graduate
Medical Education.”

Congressional Advocacy

The AMA advocated in support of the following federal bills that were introduced during the 115%

Congress (2017-2018):

e The Advancing Medical Resident Training in Community Hospitals Act of 2017 (S. 1291/H.R.
4552) — The bill would have closed a loophole in GME cap-setting criteria affecting hospitals
who host small numbers of residents for temporary training assignments. The AMA submitted
a support letter in June 2018.

o The Resident Physician Shortage Act of 2017 (S. 1301/H.R. 2267) — The bill would have
provided 15,000 additional Medicare-supported GME positions over five years. The AMA
submitted a support letter in June 2017.

e The Teaching Health Centers Graduate Medical Education (THCGME) Extension Act of 2017
(S. 1754/H.R. 3394) — The bill would have reauthorized the THCGME program for an
additional three years and support program expansion to serve more rural and underserved
communities. The AMA submitted a support letter in September 2017.

o The Conrad 30 and Physician Access Reauthorization Act (S.898/H.R.2141) — The bill would
have reauthorized the J-1 visa waiver program for an additional three years, protecting patient
access to care in medically underserved areas across the United States. The AMA submitted a
support letter in May 2017. In 2013 and 2015, the AMA also actively supported legislation to
reauthorize Conrad 30.

e Opioid Workforce Act of 2018 (S.2843/H.R. 5818) — The bill would have increased the
number of residency positions eligible for GME under Medicare for hospitals that have
addiction or pain management programs, with an aggregate increase of 1,000 positions over a
five-year period. The AMA submitted a support letter in June 2018.

The AMA is advocating for the following federal bills that have been introduced during the 116"
Congress (2019-2020):


https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-6-6-Letter-to-Pocan-re-Resident-Rotators.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2017-6-16-Letter-to-Heller-re-Physician-Shortage.pdf
https://www.congress.gov/bill/115th-congress/house-bill/3394/cosponsors?q=%7B%22search%22%3A%5B%22H.R.+3394%22%5D%7D&r=1&s=3
https://www.congress.gov/bill/115th-congress/house-bill/2141/cosponsors
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fconrad-state-30-and-physician-access-act-letter-22march2013.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fphysician-workforce-s1189-collins-letter-25june2015.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-6-4-Letter-to-Nelson-re-Opioid-Workforce-Act.pdf
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The Community and Public Health Programs Extensions Act (S. 192) — The bill would
reauthorize $310M for the National Health Service Corps, $126M for THCGME programs, and
$4B for Community Health Centers for each fiscal year from 2019 to 2024. The AMA has
submitted a support letter.

Rural Physician Workforce Production Act of 2019 (S. 289) — The bill would establish a
national per resident payment amount in order to make accepting residents a financially viable
option for rural hospitals.

Training the Next Generation of Primary Care Doctors Act of 2019 (S. 304) — The bill provides
funding for current THCGME programs and supports and funds the creation of new programs
and/or centers, with a priority for those serving rural and medically underserved populations
and areas.

Resident Physician Shortage Reduction Act of 2019 (S. 348) — The bill would provide 15,000
additional Medicare-supported GME positions over five years. The AMA has submitted a

support letter.

The Compendium of GME Initiatives

The AMA has long-focused on ways to improve GME to ensure medical students can fulfill
training requirements and become practicing physicians. The “Compendium of Graduate
Medical Education Initiatives” was created and distributed in 2016. It provides background
regarding the challenges faced by the current GME system and GME initiatives, including
those by the AMA, private, and state-based stakeholders. It also provides a snapshot of AMA’s
advocacy efforts through 2016. The GME Compendium will be updated in 2019 to include
relevant federal and state legislation, regulatory proposals, and state-based initiatives that have
emerged since 2016. The updated version will also reflect any changes in AMA HOD policy.

Cap-Flexibility

o GME cap-flexibility is an emerging policy concept which calls for targeted policy efforts to

provide new teaching hospitals in underserved areas flexibility and additional time in
establishing Medicare-funded GME caps. In October 2017, in accordance with AMA policy
D-305.967 (31), the AMA advocated in a letter to CMS that the agency provide for more
flexibility in the graduate medical education cap-setting deadline, particularly for new
residency programs in underserved areas and/or economically-depressed areas.

Reimagining Residency

In 2013, the AMA instituted the “Accelerating Change in Medical Education” initiative by
making grants to medical schools to support undergraduate medical education innovation.
“Reimagining Residency” is the next phase in this initiative. The aim of this five-year $15-
million grant program is to significantly improve GME through bold, rigorously evaluated
innovations that align residency training with the needs of patients, communities and the
rapidly changing health care environment. Funding will be provided to U.S. medical schools,
GME programs, GME sponsoring institutions, health systems and other organizations
associated with GME to support bold and innovative projects that promote systemic change in
graduate medical education.

SaveGME.org

The AMA created the SaveGME.org webpage in 2013 as a grassroots advocacy platform that
medical students and residents could use to apply pressure to lawmakers in favor of preserving



https://www.congress.gov/116/bills/s192/BILLS-116s192is.pdf
https://searchusan.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-2-27-Letter-to-Senator-Alexander-Murry-re-S192.pdf
https://www.congress.gov/116/bills/s289/BILLS-116s289is.pdf
https://www.congress.gov/116/bills/s304/BILLS-116s304is.pdf
https://www.congress.gov/116/bills/s348/BILLS-116s348is.pdf
https://searchusan.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-2-27-Letter-to-Senator-Menendez-re-S348.pdf
https://www.ama-assn.org/system/files/2019-02/gme-compendium.pdf
https://www.ama-assn.org/system/files/2019-02/gme-compendium.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2017-10-18-Exceptions-to-Medicare-GME-Cap-Setting-Deadlines.pdf
https://www.ama-assn.org/education/improve-gme/ama-reimagining-residency-initiative
http://savegme.org/
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essential funding for GME. In 2017, the SaveGME.org website was updated to include public-
facing messaging and educational materials. To date, more than 3,000 medical students and
residents have taken action via SaveGME.org to urge their members of Congress not to make
cuts to GME.

2019 Medical Student Advocacy & Region Conference (MARC)

o Each year, approximately 400 medical students participate in the MARC and advocate for
increased GME funding. Medical students learn about relevant legislation and lobby their
Members of Congress on Capitol Hill in Washington, DC.

Increased Accountability and Transparency to Support Increased GME Funding

The federal government supports workforce data collection and projections of future needs. In
addition, researchers and advocates also collect and disseminate such data. Such data are necessary
inputs for GME policy but are not sufficient to comprehensively determine whether the federal
investment in GME training meets national physician workforce needs. The information agencies
collect is not always complete or consistent within or across programs. For example, national data
on GME training costs are not systematically collected, and some agencies lacked data to
determine the total amount spent or the outcomes of their programs, such as where supported
residents went on to practice. Furthermore, HHS currently cannot target Medicare GME funding to
specific areas of workforce need because funds are disbursed based on a statutory formula that is
unrelated to projected needs.” The AMA agrees with the GAO that comprehensive information is
needed to identify gaps between federal GME programs and national physician workforce needs—
particularly the distribution of physicians geographically or across specialties—and to recommend
to Congress and the Administration changes to improve the efficient and effective use of federal
funds to meet those needs.?° Therefore, it is recommended that AMA Policy D-305.967, “The
Preservation, Stability and Expansion of Full Funding for Graduate Medical Education,” be
amended to call on the AMA to encourage HHS to coordinate with federal agencies that fund GME
training to identify and collect information needed to effectively evaluate how hospitals, health
systems, and health centers with residency programs are utilizing these financial resources to meet
the nation’s health care workforce needs.

CONCLUSION

The AMA has extensive policy in support of a broad spectrum of GME-related issues and remains
a strong advocate for the modernization and increased funding of GME. The AMA will continue to
advocate for legislation that removes the caps on Medicare funding of GME positions for resident
physicians that were imposed by the Balanced Budget Amendment of 1997 and increases support
and funding for GME programs in the U.S. The AMA will also update the “Compendium of
Graduate Medical Education Initiatives” to reflect current proposals related to GME. Furthermore,
the Board recommends the adoption of additional policy to encourage the Secretary of the U.S.
Department of Health and Human Services to coordinate with federal agencies that fund GME
training to identify and collect information needed to effectively evaluate how hospitals, health
systems, and health centers with residency programs are utilizing these financial resources to meet
the nation’s health care workforce needs.
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RECOMMENDATIONS

1. The Board recommends that our AMA amend Policy D-305.967, “The Preservation, Stability
and Expansion of Full Funding for Graduate Medical Education,” with the addition of a new
clause to read as follows, and that the remainder of the report be filed:

Our AMA encourages the Secretary of the U.S. Department of Health and Human
Services to coordinate with federal agencies that fund GME training to identify and
collect information needed to effectively evaluate how hospitals, health systems, and
health centers with residency programs are utilizing these financial resources to meet
the nation’s health care workforce needs. This includes information on payment
amounts by the type of training programs supported, resident training costs and
revenue generation, output or outcomes related to health workforce planning (i.e.,
percentage of primary care residents that went on to practice in rural or medically
underserved areas), and measures related to resident competency and educational
quality offered by GME training programs. (Modify Current HOD Policy)

2. That our AMA rescind section 33 of Policy D-305.967, which directed the AMA to
conduct the study herein. (Rescind AMA Policy)

Fiscal Note: Less than $500
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RELEVANT AMA POLICIES

D-305.973, “Proposed Revisions to AMA Policy on the Financing of Medical Education
Programs”

Our AMA will work with: (1) the federal government, including the Centers for Medicare and
Medicaid Services, and the states, along with other interested parties, to bring about the following
outcomes: (a) ensure adequate Medicaid and Medicare funding for graduate medical education; (b)
ensure adequate Disproportionate Share Hospital funding; (c) make the Medicare direct medical
education per-resident cost figure more equitable across teaching hospitals while assuring adequate
funding of all residency positions; (d) revise the Medicare and Medicaid funding formulas for
graduate medical education to recognize the resources utilized for training in non-hospital settings;
(e) stabilize funding for pediatric residency training in children's hospitals; (f) explore the
possibility of extending full direct medical education per-resident payment beyond the time of first
board eligibility for specialties/subspecialties in shortage/defined need; (g) identify funding sources
to increase the number of graduate medical education positions, especially in or adjacent to
physician shortage/underserved areas and in undersupplied specialties; and (h) act on existing
policy by seeking federal legislation requiring all health insurers to support graduate medical
education through an all-payer trust fund created for this purpose; and (2) other interested parties to
ensure adequate funding to support medical school educational programs, including creating
mechanisms to fund additional medical school positions.

CME Rep. 7, A-05 Reaffirmation 1-06 Reaffirmation 1-07 Reaffirmed: Res. 921, I-12
Reaffirmation A-13 Reaffirmed: CME Rep. 5, A-13

D-305.967, “The Preservation, Stability and Expansion of Full Funding for Graduate Medical
Education”

1. Our AMA will actively collaborate with appropriate stakeholder organizations, (including
Association of American Medical Colleges, American Hospital Association, state medical


https://fas.org/sgp/crs/misc/R44376.pdf
https://members.aamc.org/eweb/upload/Medicaid_Graduate_Medical_Education_Payments--A_50_State_Survey.docx.pdf
https://members.aamc.org/eweb/upload/Medicaid_Graduate_Medical_Education_Payments--A_50_State_Survey.docx.pdf
https://www.finance.senate.gov/imo/media/doc/hrg105-901.pdf
https://aamc-black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fb-ecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf
https://aamc-black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fb-ecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf
https://www.gao.gov/assets/680/674137.pdf
https://www.gao.gov/assets/700/690581.pdf
https://www.gao.gov/assets/690/684946.pdf
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societies, medical specialty societies/associations) to advocate for the preservation, stability and
expansion of full funding for the direct and indirect costs of graduate medical education (GME)
positions from all existing sources (e.g. Medicare, Medicaid, Veterans Administration, CDC and
others). 2. Our AMA will actively advocate for the stable provision of matching federal funds for
state Medicaid programs that fund GME positions. 3. Our AMA will actively seek congressional
action to remove the caps on Medicare funding of GME positions for resident physicians that were
imposed by the Balanced Budget Amendment of 1997 (BBA-1997). 4. Our AMA will strenuously
advocate for increasing the number of GME positions to address the future physician workforce
needs of the nation. 5. Our AMA will oppose efforts to move federal funding of GME positions to
the annual appropriations process that is subject to instability and uncertainty. 6. Our AMA will
oppose regulatory and legislative efforts that reduce funding for GME from the full scope of
resident educational activities that are designated by residency programs for accreditation and the
board certification of their graduates (e.g. didactic teaching, community service, off-site
ambulatory rotations, etc.). 7. Our AMA will actively explore additional sources of GME funding
and their potential impact on the quality of residency training and on patient care. 8. Our AMA will
vigorously advocate for the continued and expanded contribution by all payers for health care
(including the federal government, the states, and local and private sources) to fund both the direct
and indirect costs of GME. 9. Our AMA will work, in collaboration with other stakeholders, to
improve the awareness of the general public that GME is a public good that provides essential
services as part of the training process and serves as a necessary component of physician
preparation to provide patient care that is safe, effective and of high quality. 10. Our AMA staff
and governance will continuously monitor federal, state and private proposals for health care
reform for their potential impact on the preservation, stability and expansion of full funding for the
direct and indirect costs of GME. 11. Our AMA: (a) recognizes that funding for and distribution of
positions for GME are in crisis in the United States and that meaningful and comprehensive reform
is urgently needed; (b) will immediately work with Congress to expand medical residencies in a
balanced fashion based on expected specialty needs throughout our nation to produce a
geographically distributed and appropriately sized physician workforce; and to make increasing
support and funding for GME programs and residencies a top priority of the AMA in its national
political agenda; and (c) will continue to work closely with the Accreditation Council for Graduate
Medical Education, Association of American Medical Colleges, American Osteopathic
Association, and other key stakeholders to raise awareness among policymakers and the public
about the importance of expanded GME funding to meet the nation's current and anticipated
medical workforce needs. 12. Our AMA will collaborate with other organizations to explore
evidence-based approaches to quality and accountability in residency education to support
enhanced funding of GME. 13. Our AMA will continue to strongly advocate that Congress fund
additional graduate medical education (GME) positions for the most critical workforce needs,
especially considering the current and worsening maldistribution of physicians. 14. Our AMA will
advocate that the Centers for Medicare and Medicaid Services allow for rural and other
underserved rotations in Accreditation Council for Graduate Medical Education (ACGME)-
accredited residency programs, in disciplines of particular local/regional need, to occur in the
offices of physicians who meet the qualifications for adjunct faculty of the residency program's
sponsoring institution. 15. Our AMA encourages the ACGME to reduce barriers to rural and other
underserved community experiences for graduate medical education programs that choose to
provide such training, by adjusting as needed its program requirements, such as continuity
requirements or limitations on time spent away from the primary residency site. 16. Our AMA
encourages the ACGME and the American Osteopathic Association (AOA) to continue to develop
and disseminate innovative methods of training physicians efficiently that foster the skills and
inclinations to practice in a health care system that rewards team-based care and social
accountability. 17. Our AMA will work with interested state and national medical specialty
societies and other appropriate stakeholders to share and support legislation to increase GME
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funding, enabling a state to accomplish one or more of the following: (a) train more physicians to
meet state and regional workforce needs; (b) train physicians who will practice in physician
shortage/underserved areas; or (c) train physicians in undersupplied specialties and subspecialties
in the state/region. 18. Our AMA supports the ongoing efforts by states to identify and address
changing physician workforce needs within the GME landscape and continue to broadly advocate
for innovative pilot programs that will increase the number of positions and create enhanced
accountability of GME programs for quality outcomes. 19. Our AMA will continue to work with
stakeholders such as Association of American Medical Colleges (AAMC), ACGME, AOA,
American Academy of Family Physicians, American College of Physicians, and other specialty
organizations to analyze the changing landscape of future physician workforce needs as well as the
number and variety of GME positions necessary to provide that workforce. 20. Our AMA will
explore innovative funding models for incremental increases in funded residency positions related
to quality of resident education and provision of patient care as evaluated by appropriate medical
education organizations such as the Accreditation Council for Graduate Medical Education. 21.
Our AMA will utilize its resources to share its content expertise with policymakers and the public
to ensure greater awareness of the significant societal value of graduate medical education (GME)
in terms of patient care, particularly for underserved and at-risk populations, as well as global
health, research and education. 22. Our AMA will advocate for the appropriation of Congressional
funding in support of the National Healthcare Workforce Commission, established under section
5101 of the Affordable Care Act, to provide data and healthcare workforce policy and advice to the
nation and provide data that support the value of GME to the nation. 23. Our AMA supports
recommendations to increase the accountability for and transparency of GME funding and continue
to monitor data and peer-reviewed studies that contribute to further assess the value of GME. 24.
Our AMA will explore various models of all-payer funding for GME, especially as the Institute of
Medicine (now a program unit of the National Academy of Medicine) did not examine those
options in its 2014 report on GME governance and financing. 25. Our AMA encourages
organizations with successful existing models to publicize and share strategies, outcomes and costs.
26. Our AMA encourages insurance payers and foundations to enter into partnerships with state
and local agencies as well as academic medical centers and community hospitals seeking to expand
GME. 27. Our AMA will develop, along with other interested stakeholders, a national campaign to
educate the public on the definition and importance of graduate medical education, student debt
and the state of the medical profession today and in the future. 28. Our AMA will collaborate with
other stakeholder organizations to evaluate and work to establish consensus regarding the
appropriate economic value of resident and fellow services. 29. Our AMA will monitor ongoing
pilots and demonstration projects, and explore the feasibility of broader implementation of
proposals that show promise as alternative means for funding physician education and training
while providing appropriate compensation for residents and fellows. 30. Our AMA will monitor the
status of the House Energy and Commerce Committee's response to public comments solicited
regarding the 2014 I0M report, Graduate Medical Education That Meets the Nation's Health
Needs, as well as results of ongoing studies, including that requested of the GAO, in order to
formulate new advocacy strategy for GME funding, and will report back to the House of Delegates
regularly on important changes in the landscape of GME funding. 31. Our AMA will advocate to
the Centers for Medicare & Medicaid Services for flexibility beyond the current maximum of five
years for the Medicare graduate medical education cap-setting deadline for new residency
programs in underserved areas and/or economically depressed areas. 32. Our AMA will: (a)
encourage all existing and planned allopathic and osteopathic medical schools to thoroughly
research match statistics and other career placement metrics when developing career guidance
plans; (b) strongly advocate for and work with legislators, private sector partnerships, and existing
and planned osteopathic and allopathic medical schools to create and fund graduate medical
education (GME) programs that can accommodate the equivalent number of additional medical
school graduates consistent with the workforce needs of our nation; and (c) encourage the Liaison
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Committee on Medical Education (LCME), the Commission on Osteopathic College Accreditation
(COCA), and other accrediting bodies, as part of accreditation of allopathic and osteopathic
medical schools, to prospectively and retrospectively monitor medical school graduates’ rates of
placement into GME as well as GME completion. 33. Our AMA will investigate the status of
implementation of AMA Policies D-305.973, “Proposed Revisions to AMA Policy on the
Financing of Medical Education Programs” and D-305.967, “The Preservation, Stability and
Expansion of Full Funding for Graduate Medical Education” and report back to the House of
Delegates with proposed measures to resolve the problems of underfunding, inadequate number of
residencies and geographic maldistribution of residencies.

Sub. Res. 314, A-07 Reaffirmation 1-07 Reaffirmed: CME Rep. 4, 1-08 Reaffirmed: Sub. Res. 314,
A-09 Reaffirmed: CME Rep. 3, 1-09 Reaffirmation A-11 Appended: Res. 910, I-11 Reaffirmed in
lieu of Res. 303, A-12 Reaffirmed in lieu of Res. 324, A-12 Reaffirmation: 1-12 Reaffirmation A-
13 Appended: Res. 320, A-13 Appended: CME Rep. 5, A-13 Appended: CME Rep. 7, A-14
Appended: Res. 304, A-14 Modified: CME Rep. 9, A-15 Appended: CME Rep, 1, I-15 Appended:
Res. 902, I-15 Reaffirmed: CME Rep. 3, A-16 Appended: Res. 320, A-16 Appended: CME Rep.
04, A-16 Appended: CME Rep. 05, A-16 Reaffirmation A-16 Appended: Res. 323, A-17
Appended: CME Rep. 03, A-18 Appended: Res. 319, A-18 Reaffirmed in lieu of: Res. 960, 1-18

D-305.958, “Increasing Graduate Medical Education Positions as a Component to any
Federal Health Care Reform Policy”

1. Our AMA will ensure that actions to bolster the physician workforce must be part of any
comprehensive federal health care reform. 2. Our AMA will work with the Centers for Medicare
and Medicaid Services to explore ways to increase graduate medical education slots to
accommaodate the need for more physicians in the US. 3. Our AMA will work actively and in
collaboration with the Association of American Medical Colleges and other interested stakeholders
to rescind funding caps for GME imposed by the Balanced Budget Act of 1997. 4. Our AMA will
actively advocate for expanded funding for entry and continued training positions in specialties and
geographic regions with documented medical workforce shortages. 5. Our AMA will lobby
Congress to find ways to increase graduate medical education funding to accommodate the
projected need for more physicians. 6. Our AMA will work with key organizations, such as the US
Health Resources and Services Administration, the Robert Graham Center, and the Cecil G. Sheps
Center for Health Services Research, to: (A) support development of reports on the economic
multiplier effect of each residency slot by geographic region and specialty; and (B) investigate the
impact of GME funding on each state and its impact on that state's health care workforce and health
outcomes.

Sub. Res. 314, A-09 Appended: Res. 316, A-12 Reaffirmed: Res. 921, I-12 Reaffirmation A-13
Reaffirmed: CME Rep. 5, A-13

H-310.917, “Securing Funding for Graduate Medical Education”

Our American Medical Association: (1) continues to be vigilant while monitoring pending
legislation that may change the financing of medical services (health system reform) and advocate
for expanded and broad-based funding for graduate medical education (from federal, state, and
commercial entities); (2) continues to advocate for graduate medical education funding that reflects
the physician workforce needs of the nation; (3) encourages all funders of GME to adhere to the
Accreditation Council for Graduate Medical Education's requirements on restrictive covenants and
its principles guiding the relationship between GME, industry and other funding sources, as well as
the AMA's Opinion 8.061, and other AMA policy that protects residents and fellows from
exploitation, including physicians training in non-ACGME-accredited programs; and (4)
encourages entities planning to expand or start GME programs to develop a clear statement of the
benefits of their GME activities to facilitate potential funding from appropriate sources given the
goals of their programs.
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CME Rep. 3, 1-09 Modified: CME Rep. 15, A-10 Reaffirmed in lieu of Res. 324, A-12 Reaffirmed:
CME Rep. 5, A-13 Appended: CME Rep. 1, I-15

H-305.988, “Cost and Financing of Medical Education and Availability of First-Year
Residency Positions”

1. believes that medical schools should further develop an information system based on common
definitions to display the costs associated with undergraduate medical education; 2. in studying the
financing of medical schools, supports identification of those elements that have implications for
the supply of physicians in the future; 3. believes that the primary goal of medical school is to
educate students to become physicians and that despite the economies necessary to survive in an
era of decreased funding, teaching functions must be maintained even if other commitments need
to be reduced; 4. believes that a decrease in student enrollment in medical schools may not result in
proportionate reduction of expenditures by the school if quality of education is to be maintained; 5.
supports continued improvement of the AMA information system on expenditures of medical
students to determine which items are included, and what the ranges of costs are; 6. supports
continued study of the relationship between medical student indebtedness and career choice; 7.
believes medical schools should avoid counterbalancing reductions in revenues from other sources
through tuition and student fee increases that compromise their ability to attract students from
diverse backgrounds; 8. supports expansion of the number of affiliations with appropriate hospitals
by institutions with accredited residency programs; 9. encourages for profit-hospitals to participate
in medical education and training; 10. supports AMA monitoring of trends that may lead to a
reduction in compensation and benefits provided to resident physicians; 11. encourages all
sponsoring institutions to make financial information available to help residents manage their
educational indebtedness; and 12. will advocate that resident and fellow trainees should not be
financially responsible for their training.

CME Rep. A, 1-83 Reaffirmed: CLRPD Rep. 1, 1-93 Res. 313, 1-95 Reaffirmed by CME Rep. 13,
A-97 Modified: CME Rep. 7, A-05 Modified: CME Rep. 13, A-06 Appended: Res. 321, A-15
Reaffirmed: CME Rep. 05, A-16 Modified: CME Rep. 04, A-16

H-465.988, “Educational Strategies for Meeting Rural Health Physician Shortage”

1. In light of the data available from the current literature as well as ongoing studies being
conducted by staff, the AMA recommends that: A. Our AMA encourage medical schools and
residency programs to develop educationally sound rural clinical preceptorships and rotations
consistent with educational and training requirements, and to provide early and continuing
exposure to those programs for medical students and residents. B. Our AMA encourage medical
schools to develop educationally sound primary care residencies in smaller communities with the
goal of educating and recruiting more rural physicians. C. Our AMA encourage state and county
medical societies to support state legislative efforts toward developing scholarship and loan
programs for future rural physicians. D. Our AMA encourage state and county medical societies
and local medical schools to develop outreach and recruitment programs in rural counties to attract
promising high school and college students to medicine and the other health professions. E. Our
AMA urge continued federal and state legislative support for funding of Area Health Education
Centers (AHECs) for rural and other underserved areas. F. Our AMA continue to support full
appropriation for the National Health Service Corps Scholarship Program, with the proviso that
medical schools serving states with large rural underserved populations have a priority and
significant voice in the selection of recipients for those scholarships. G. Our AMA support full
funding of the new federal National Health Service Corps loan repayment program. H. Our AMA
encourage continued legislative support of the research studies being conducted by the Rural
Health Research Centers funded by the National Office of Rural Health in the Department of
Health and Human Services. I. Our AMA continue its research investigation into the impact of
educational programs on the supply of rural physicians. J. Our AMA continue to conduct research
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and monitor other progress in development of educational strategies for alleviating rural physician
shortages. K. Our AMA reaffirm its support for legislation making interest payments on student
debt tax deductible. L. Our AMA encourage state and county medical societies to develop
programs to enhance work opportunities and social support systems for spouses of rural
practitioners. 2. Our AMA will work with state and specialty societies, medical schools, teaching
hospitals, the Accreditation Council for Graduate Medical Education (ACGME), the Centers for
Medicare and Medicaid Services (CMS) and other interested stakeholders to identify, encourage
and incentivize qualified rural physicians to serve as preceptors and volunteer faculty for rural
rotations in residency. 3. Our AMA will: (a) work with interested stakeholders to identify strategies
to increase residency training opportunities in rural areas with a report back to the House of
Delegates; and (b) work with interested stakeholders to formulate an actionable plan of advocacy
with the goal of increasing residency training in rural areas.

CME Rep. C, 1-90 Reaffirmation A-00 Reaffirmation A-01 Reaffirmation 1-01 Reaffirmed: CME
Rep. 1, 1-08 Reaffirmed: CEJA Rep. 06, A-18 Appended: Res. 956, 1-18

H-200.954, “US Physician Shortage”

Our AMA: (1) explicitly recognizes the existing shortage of physicians in many specialties and
areas of the US; (2) supports efforts to quantify the geographic maldistribution and physician
shortage in many specialties; (3) supports current programs to alleviate the shortages in many
specialties and the maldistribution of physicians in the US; (4) encourages medical schools and
residency programs to consider developing admissions policies and practices and targeted
educational efforts aimed at attracting physicians to practice in underserved areas and to provide
care to underserved populations; (5) encourages medical schools and residency programs to
continue to provide courses, clerkships, and longitudinal experiences in rural and other underserved
areas as a means to support educational program objectives and to influence choice of graduates'
practice locations; (6) encourages medical schools to include criteria and processes in admission of
medical students that are predictive of graduates' eventual practice in underserved areas and with
underserved populations; (7) will continue to advocate for funding from public and private payers
for educational programs that provide experiences for medical students in rural and other
underserved areas; (8) will continue to advocate for funding from all payers (public and private
sector) to increase the number of graduate medical education positions in specialties leading to first
certification; (9) will work with other groups to explore additional innovative strategies for funding
graduate medical education positions, including positions tied to geographic or specialty need; (10)
continues to work with the Association of American Medical Colleges (AAMC) and other relevant
groups to monitor the outcomes of the National Resident Matching Program; and (11) continues to
work with the AAMC and other relevant groups to develop strategies to address the current and
potential shortages in clinical training sites for medical students.

Res. 807, 1-03 Reaffirmation 1-06 Reaffirmed: CME Rep. 7, A-08 Appended: CME Rep. 4, A-10
Appended: CME Rep. 16, A-10 Reaffirmation: 1-12 Reaffirmation A-13 Appended: Res. 922, 1-13
Modified: CME Rep. 7, A-14 Reaffirmed: CME Rep. 03, A-16

D-310.977, “National Resident Matching Program Reform”

Our AMA: (1) will work with the National Resident Matching Program to develop and distribute
educational programs to better inform applicants about the NRMP matching process; (2) will
actively participate in the evaluation of, and provide timely comments about, all proposals to
modify the NRMP Match; (3) will request that the NRMP explore the possibility of including the
Osteopathic Match in the NRMP Match; (4) will continue to review the NRMP's policies and
procedures and make recommendations for improvements as the need arises; (5) will work with the
Accreditation Council for Graduate Medical Education and other appropriate agencies to assure
that the terms of employment for resident physicians are fair and equitable and reflect the unique
and extensive amount of education and experience acquired by physicians; (6) does not support the
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current the "All-In" policy for the Main Residency Match to the extent that it eliminates flexibility
within the match process; (7) will work with the NRMP, and other residency match programs, in
revising Match policy, including the secondary match or scramble process to create more
standardized rules for all candidates including application timelines and requirements; (8) will
work with the NRMP and other external bodies to develop mechanisms that limit disparities within
the residency application process and allow both flexibility and standard rules for applicant; (9)
encourages the National Resident Matching Program to study and publish the effects of
implementation of the Supplemental Offer and Acceptance Program on the number of residency
spots not filled through the Main Residency Match and include stratified analysis by specialty and
other relevant areas; (10) will work with the National Resident Matching Program (NRMP) and
Accreditation Council for Graduate Medical Education (ACGME) to evaluate the challenges in
moving from a time-based education framework toward a competency-based system, including: a)
analysis of time-based implications of the ACGME milestones for residency programs; b) the
impact on the NRMP and entry into residency programs if medical education programs offer
variable time lengths based on acquisition of competencies; ¢) the impact on financial aid for
medical students with variable time lengths of medical education programs; d) the implications for
interprofessional education and rewarding teamwork; and e) the implications for residents and
students who achieve milestones earlier or later than their peers; (11) will work with the
Association of American Medical Colleges (AAMC), American Osteopathic Association (AOA),
American Association of Colleges of Osteopathic Medicine (AACOM), and National Resident
Matching Program (NRMP) to evaluate the current available data or propose new studies that
would help us learn how many students graduating from US medical schools each year do not enter
into a US residency program; how many never enter into a US residency program; whether there is
disproportionate impact on individuals of minority racial and ethnic groups; and what careers are
pursued by those with an MD or DO degree who do not enter residency programs; (12) will work
with the AAMC, AOA, AACOM and appropriate licensing boards to study whether US medical
school graduates and international medical graduates who do not enter residency programs may be
able to serve unmet national health care needs; (13) will work with the AAMC, AOA, AACOM
and the NRMP to evaluate the feasibility of a national tracking system for US medical students
who do not initially match into a categorical residency program; (14) will discuss with the National
Resident Matching Program, Association of American Medical Colleges, American Osteopathic
Association, Liaison Committee on Medical Education, Accreditation Council for Graduate
Medical Education, and other interested bodies potential pathways for reengagement in medicine
following an unsuccessful match and report back on the results of those discussions; (15)
encourages the Association of American Medical Colleges to work with U.S. medical schools to
identify best practices, including career counseling, used by medical schools to facilitate successful
matches for medical school seniors, and reduce the number who do not match; (16) supports the
movement toward a unified and standardized residency application and match system for all non-
military residencies; and (17) encourages the Educational Commission for Foreign Medical
Graduates (ECFMG) and other interested stakeholders to study the personal and financial
consequences of ECFMG-certified U.S. IMGs who do not match in the National Resident
Matching Program and are therefore unable to get a residency or practice medicine.

CME Rep. 4, A-05 Appended: Res. 330, A-11 Appended: Res. 920, I-11 Appended: Res. 311, A-
14 Appended: Res. 312, A-14 Appended: Res. 304, A-15 Appended: CME Rep. 03, A-16
Reaffirmation: A-16 Appended: CME Rep. 06, A-17 Appended: Res. 306, A-17 Modified:
Speakers Rep. 01, A-17



